The Mindful Connection
[bookmark: _GoBack]PARENT INTAKE FORM
TO BE COMPLETED BY PARENT OR LEGAL GUARDIAN 
DATE: ________________________ 
Child’s Birth Name: _________________________Preferred Name (if different):________________ Birth Date: ____________________________________ Age: ________                                 Gender: M / F/ Transgender / Gender Fluid / Non-Binary    Preferred pronouns: ____________________                    Ethnicity/Country of Origin: ______________________________________________________ Religion/Spirituality: ___________________________________________		       Home Address:   (Street)__________________________________________________________ (City)_____________________________________(Zip Code)_______________________ 
Name of Person Completing Form:______________________________________________ Relationship to Child:__________________________________ Legal Guardian: Yes / No 
Primary Contact Name:__________________________ 						 Phone Number: _______________________________ 			                                                  Ok To Leave Voicemail? Yes / No   Ok To Send Text Message? Yes/ No     			       Email: ________________________ Ok To Send Email? Yes / No 

Parent Name:_______________________________________ 
Home Phone: _____________________________ Cell Phone:______________________ 
Second Parent Name:__________________________________
Home Phone: _____________________________ Cell Phone:______________________ 
Parents are (Circle One): Married / Divorced/ Separated / Unmarried
If divorced, who has legal custody? ______________ Who has physical custody? _______________  Visitation arrangement:  _______________________________				        Year Divorce Finalized: _________      		             				                          Is child adopted?  Yes/No							            	              
Guardian’s Name (If different from birth parents):_______________________________             Daytime/Cell Phone:________________________________  				                  Second Guardian’s Name:_______________________________                                               Daytime/Cell Phone:__________________________________						              School:______________________________________________________________       School Counselor:_________________________________________________________ Pediatrician:________________________________ Phone Number:________________ 
Child’s Main Problem/Major Reason For Seeking Help Now: ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ Describe Any Other Behavioral Or Emotional Problems: ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ 
Describe The Impact of Your Child’s Problems on The Family: ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ 
Describe Your Child’s Strengths and Unique Qualities: ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ __________________________________________________________________ ___________________________________________________________________ 

Describe Your Family Strengths and Supports: ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ 
CHILD’S PREVIOUS TREATMENT (please check all that apply) 
O None
O Individual therapy
O Family therapy
O Inpatient
O Residential
O Psychiatric medication 
If any, please list the names of previous providers and focus of previous treatment: ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ 
INDIVIDUALS WHO CURRENTLY LIVE WITH THIS CHILD
	Name 
	Age 
	Relationship
	Occupation/Grade in School 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Pregnancy, Labor, Delivery Problems: (None or Specify) ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ 
For the following, please check all that apply: 
CHILD’S EXPOSURE DURING PREGNANCY
o None
o Alcohol o Drugs
o Tobacco o Accident o Illness 
DELAYS IN DEVELOPMENTAL MILESTONES 
o None											           o Talking
o Walking
o Toilet Training
o Specify: ______________________________________________________ 
MEDICAL PROBLEMS
o Allergies
o Asthma
o Head Injury
o Surgeries/Procedures
o Poisoning
o Serious Infection   										 o Convulsions/Seizures 										          o Bladder/Bowel Problems
o Ear Infections
o Other: ________________________________________________________ 
For the following, please circle:
Social Skills With Peers: Poor	 Average 				                         Behavior With Siblings: Poor	 Average					             Behavior With Caregivers: Poor	 Average 
Exercise Per Week (Average Hours): 							                 Media Use Per Day/Electronic Screen Time (Average Hours): 				    Hours of Sleep Per Night:
  											      CHILD ABUSE 
Physical : Yes/No									    Sexual: Yes/No								            	             Emotional: Yes/No          									      Neglect: Yes/No								    
Juvenile Justice Involvement: Yes/No						               Firearms in the Home: None/Yes	 If yes, how are they stored?
EDUCATIONAL HISTORY
Academic Performance: 	Poor	 Average	Above Average				                      Standardized Testing: 	Poor	 Average 	Above Average   		         
ACADEMIC SERVICES (Please Check All That Apply): 
o Home Hospital
o Independent Study
o Continuation School
o Gifted Program
o Speech Therapy
o Resource Classes
o Individual Education Plan (IEP)  							          o 504 Plan
SCHOOL PROBLEMS (Please Check All That Apply)
o Learning problems/Learning Disabilities
o Poor Grades
o Frequent Discipline Referrals
o Suspensions/Expulsions: #________
o Other School Problems: _______________________________________ 
Child’s Birth Family History of Mental Health Conditions: (eg. Depression, Anxiety, ADHD, Addiction) ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ ___________________________________________________________________ 
Please mark “Yes” or “No” to indicate if the following are current or past problems for your child. If “Yes”, please provide a brief description of the problem:	
Self-Injury/Suicidal Thoughts/Homicidal Thoughts: Yes/No ______________________	          Alcohol or Drug Use: Yes/No _________________________		                         Exposure to Traumatic Event: Yes/No ________________________				        Hearing/Seeing Things That Others Do Not: Yes/No _____________________		       Tics: Yes/No ____________________________				           Repetitive Behaviors: Yes/No __________________________
Please List Any Past/Current Established Mental Health Diagnoses: 
O None											          O Unknown
O Other:________________________________________________________ ______________________________________________________________


Dr. Marie de la Paz              650 275 3321                  PSY20000  	      www.themindfulconnection.com     	
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