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 - Children

All information is regarded as confidential. All questions are optional.
                   Date:…………………..

Child’s Full Name:……………………………………………………………………….……………………………..

Child’s preferred name:……………………………………………..Date of Birth:…………………………………

Your name:
Relationship to child:

Address:………………………………………………………………….……………..…………….P/C……………

Contact Ph:………………… ……(H)  ………….…….…….…(W)  
(M) Email:

Is this child adopted? …………………. If adopted, at what age?...........................

School child attends:………………………………………………………………………..………… Grade:……………..
Medications child is currently taking:


Age and gender of siblings:

Think of the significant households in which the child spends lengthy periods of time. List the first name of people with whom the child lives in each household.

Household 1

Household 2

Household 3

Household 4
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Major reason for consultation:

How would you describe your parenting style (authoritarian, democratic, permissive): 

PRENATAL AND BIRTH HISTORY


Describe any stress or trauma experienced by the mother during the pregnancy with this child:

Was this child exposed prenatally to alcohol, tobacco, or other drugs?

Describe this child's birth (length of labour, medications taken, use of forceps or vacuum extraction, caesarean, 

complications, etc.):


EARLY BONDING

Describe the first 3 days after birth. Was there anything that interfered with bonding between mother and child?

TRAUMA HISTORY

Describe any major traumatic events that this child has experienced, the child's age, and reactions to them (separations, illnesses or surgery, sexual or physical abuse, witnessing violence, parental divorce, etc.)

FEARS

Describe any major fears this child has had in the past, or has now:


TV VIEWING

How many hours per day/week does your child watch TV or videos? What programs does s/he watch?

CRYING HISTORY

Approximately how many hours per day did your child cry during the first three months?




How was this crying usually dealt with?



Describe your child's crying since 3 months of age (amount, how dealt with):


Was your child ever left to cry alone?


Has your child had temper tantrums?


If yes, describe: 

How often your child cry now?


Describe any control patterns your child has had (or has now): (pacifier, special blanket, thumb sucking, bottle, nursing for "comfort," etc.)

ATTACHMENT HISTORY (your child's attachment to you)

Has anything interfered with your child's ability to form an attachment to you?


Please describe:

Describe any separation anxiety your child has had:


Do you have any concerns about an unusually strong attachment or lack of attachment? 

SLEEP HISTORY


How did your child usually fall asleep as an infant (first year)? (ie: alone in crib, while nursing, rocking, with a pacifier, after crying in someone's arms):

How does your child usually fall asleep now?


Has your child slept with you? If so, until what age?


Describe any sleep problems your child has had: (refusal to go to bed, frequent crying at night, nightmares, night terrors, sleepwalking, etc.)


FEEDING HISTORY


Was your child breast-fed?
For how long?


Describe any feeding problems your child has had:



Has your child ever been overweight or underweight? If so, at what age?


TOILET TRAINING

At what age was toilet training begun?


What methods were used?


Describe any problems:

DISCIPLINE HISTORY


How do you deal with conflicts with your child?

Have you or anyone else ever used the following discipline methods with your child?

    -spanking or hitting: how many times? by whom?



    -"time-out"/ isolation: how many times? by whom?



What does your child do that bothers you the most?

Describe anything you wish about the discipline methods used by your own parents.  Were your parents authoritarian (violent or non-violent), permissive, or democratic? How were you punished? 


SOCIAL DEVELOPMENT

Describe any problems your child has had (or has now) relating to siblings or other children?

PHYSICAL DEVELOPMENT
Describe any physical problems, handicaps, or medical problems:

At what age did your child first crawl?

At what age did your child first walk?

COGNITIVE DEVELOPMENT

Describe any learning problems or handicaps:

CARETAKING ARRANGEMENT/SCHOOL

Describe your child's caretaking arrangement during the first year:


Describe your child's current caretaking arrangement or school:

LEARNING STYLES/SENSITIVITY


Of the seven forms of intelligence that follow, which ones best characterize your child:  (Please circle)
1) logical-mathematical

2) verbal-linguistic

3) visual-spatial

4) kinaesthetic (good motor skills & coordination)

5) musical

6) inter-personal (social awareness)

7) intra-personal (self-awareness)


On a scale of 1 to 10, how would you rate your child's sensitivity level? (a high number indicates a child who is extremely sensitive, cautious, affected by other people's moods, aware of subtleties, and easily overwhelmed by new stimulation)
STRENGTHS

What are your child's strengths? What does your child do well?


What do you enjoy the most about your child?


Describe your strengths as a parent. What do you do well?

MISCELLANEOUS


Give any other pertinent information about your child, yourself, your relationship with your child, your living situation, or your concerns.

Expectations of Parents and/or Others significant to the child

How do you expect your child to respond to counselling?

…………………………………………………………………………………………………………….……………

In what ways do you expect your child to benefit from counselling?

…………………………………………………………………………………………………………….……………

What support do you think your child will need from you during the period of counselling? ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Thank you for your assistance. If you have any questions phone  Carol  0410 410 456
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