[bookmark: _Hlk68526299][bookmark: _Hlk68526300][bookmark: _Hlk68526301][bookmark: _Hlk68526302][bookmark: _Hlk68526303][bookmark: _Hlk68526304]Intake and Assessment Form
Please return to NewPatient@MyCIPC.com

[bookmark: _Hlk68526447]Name:__________________________________________D.O.B:_________________________
Cell:___________________________________Home:__________________________________
Address: ______________________________________________________________________
Email: ________________________________________________________________________

Tell Me About Your Child:
Who is completing this form:_____________________________________________________
Previous medical diagnoses or explanations given to you about your child and date given: _____________________________________________________________________________
_____________________________________________________________________________
Being as descriptive as possible, please describe your child to me (attach a sheet if necessary): 
_____________________________________________________________________________
When did you first have concerns about your child condition/behavior?____________________ ______________________________________________________________________________
______________________________________________________________________________
What were or are those concerns___________________________________________________
______________________________________________________________________________
Was the onset of your child’s symptoms sudden or gradual: ______________________________________________________________________________ 
Were there any specific events or actions that you or others think may have contributed to your child’s symptoms (be as detailed as possible): ________________________________________
______________________________________________________________________________

Current Living Situation:
Who is the child presently living with (e.g., biological mother, stepfather): _________________
______________________________________________________________________________
How many people currently live in the household? __________
Is this child adopted? Yes / No If so, please briefly describe the age of the child when adopted and the circumstances of the adoption: _____________________________________________
_____________________________________________________________________________
Parents:
How long have the child’s parents been:  Married:  ________     Separated: __________    Divorced: _________        Living together: _________
If the parents are separated or divorced, please describe custody (physical and legal) and visitation rights: ________________________________________________________________
______________________________________________________________________________

Biological Mother:
[bookmark: _Hlk18488544]Name: __________________________________   Age: ______________________________
Alive or Expired: ____________________    Occupation: _____________________________
Has the biological mother or any of her relatives experienced any of the following psychological, physical, or emotional difficulties?  Please circle the difficulty and then list the person who has or had the problem.
Allergies____________________________		Eczema____________________________
Seizures____________________________		Asthma____________________________
Autoimmune Disease__________________		Diabetes____________________________
Depression __________________________		Autism______________________________
Suicide of attempt(s) __________________		Mental Retardation ___________________
Anxiety disorders _____________________		Attention difficulties __________________
Psychosis or thought problems __________		Learning disabilities ___________________
Aggressive of violent behaviors __________		Physical of sexual abuse ________________
Alcohol abuse ________________________		Other substance abuse ________________
Social difficulties ______________________		Legal trouble _________________________
Other _________________________________________________________________________

Biological Father:
Name: ___________________________________   Age: ______________________________
Alive or Expired: ____________________    Occupation: ______________________________
Has the biological mother or any of her relatives experienced any of the following psychological, physical, or emotional difficulties?  Please circle the difficulty and then list the person who has or had the problem.
Allergies____________________________		Eczema____________________________
Seizures____________________________		Asthma____________________________
Autoimmune Disease__________________		Diabetes____________________________
Depression __________________________		Autism______________________________
Suicide of attempt(s) __________________		Mental Retardation ___________________
Anxiety disorders _____________________		Attention difficulties __________________
Psychosis or thought problems __________		Learning disabilities ___________________
Aggressive of violent behaviors __________		Physical of sexual abuse ________________
Alcohol abuse ________________________		Other substance abuse ________________
Social difficulties ______________________		Legal trouble _________________________
Other _________________________________________________________________________

Child Siblings:
Name				Age		Blood or Step Sibling		In Home?
____________________	_______	___________________	Yes / No
____________________	_______	___________________ 	Yes / No
____________________	_______	___________________ 	Yes / No
____________________	_______	___________________ 	Yes / No
____________________	_______	____________________	Yes / No
Have any of the siblings experienced psychological or emotional problems (suicide or suicide attempts, attention or learning difficulties, legal problems, alcohol or substance abuse, social difficulties, or medical problems)?  If so, please state who and the nature of the problem. 
_____________________________________________________________________________

Birth History:
Mother’s age at time of birth:  _________ Years    Father’s age at time of birth: ________ Years
Did the mother smoke during the pregnancy? Yes / No If so, how many cigarettes per day? ____
Was alcohol consumed during pregnancy? Yes / No If so, what was the amount per day? ______
Were any drugs used during the pregnancy? Yes / No If so, list the name of the drug and amount: ______________________________________________________________________
Any abnormal ultrasounds during pregnancy? ______________________________________________________________________________
Was the child born premature? Yes / No     Number of weeks late: ________    Number of weeks early: _________
Was the biological mother under anesthesia during childbirth?  Yes / No
If yes, local, spinal, or general: _______________
Was the delivery unusual in any way?  Yes / No If yes, please explain: _____________________
______________________________________________________________________________
Did the biological mother have a cesarean? Yes / No If yes, please describe reason and or  complications:________________________________________________________________________________________________________________________________________________
Baby’s birth weight: __________________________
Were any birth defects evident? Yes / No If yes, please describe: _________________________
______________________________________________________________________________
How many days was the infant in the hospital after delivery: ____________________________


Infancy Period:
Child Breast-fed: Yes / No For how long? ____________  When put on formula: _____________
Did the mother have problems with depression after birth? Yes / No If yes, please briefly describe: ______________________________________________________________________


Circle all that apply:
Jaundice as a baby      Y / N 				Colic                            Y / N
Cradle cap		Y / N				Anemia                       Y / N
Eczema or psoriasis	Y / N				Stomachaches           Y / N
Diarrhea		Y / N				Asthma	           Y / N
Constipation		Y / N				Warts		           Y / N
Finicky eating		Y / N				Nightmares 	            Y / N
Poor teeth		Y / N				Bed – wetting	            Y / N
Chronic sniffles	Y / N				Excessive tantrums     Y / N
Bad foot odor		Y / N				Defiant			Y / N
Very sweaty		Y / N				Fears/phobias		Y / N
Hyperactivity		Y / N				Diaper rash		Y / N
Growing pains		Y / N				Early puberty		Y / N

Developmental History:
Motor development (sitting, crawling, walking)   		Average     Early      Late
Speech and language						Average     Early      Late
Self-help skills (dressing, brushing, hygiene, etc.)		Average     Early      Late
Bowel trained							Average     Early      Late
Bladder trained						Average     Early      Late
Started to read						Average     Early      Late
First words: ___________________________________________________________________
First phrases or sentences, give age as well: __________________________________________

Coordination:
Handedness: Left / Right / Both
Rate this child on the following skills:  	Good / Average / Poor
Writing: 					_____	_______   _____
Athletic abilities:				_____  _______   _____
Does this child have an excessive number of accidents compared to other children?  Yes / No If yes, please describe: ____________________________________________________________
______________________________________________________________________________

Environmental Exposures:
Has the child ever lived near a refinery, polluted area, or in a home with lead paint?  If so, what sort of pollution was the child exposed to? ___________________________________________
______________________________________________________________________________
Has the child ever lived in a house that had new carpeting, paint, cabinets, or any other refurbishing that seemed to affect the child’s health? __________________________________
______________________________________________________________________________
Does the child seem particularly sensitive to perfumes, gasoline, or other vapors? ___________
______________________________________________________________________________
Do you spray pesticides, herbicides, or other chemicals around your home? ________________
______________________________________________________________________________
Water: City / Well	H2O Purification System: Yes / No	Air Purifiers: Yes / No
If you live near water list type: Swamp / River / Ocean   If other please describe: ____________
_____________________________________________________________________________
Behaviors, Moods, and Attitudes: (Infancy, Toddler, Preschool):
Circle all that apply:
Adaptable		           Sleeping difficulties	           Curious
Rocking		           Responds well to challenges   Temper outbursts
Able to play alone	           Moody		                         Overactive/into everything	           Easily frustrated	           Angry			            Impulsive		           Aggressive/violent	           Staring spells		            Easy to manage	           Obsessive or compulsive       Breath-holding spells	            Irritable
Underactive/passive	           Sensitive or empathic	            Difficulties in interactions with others
Deals well with frustration    Wants to be left alone	            Happy
Stubborn		            More interested in things       Affectionate
			            than people
Daredevil			Playful				Head banging
Eating difficulties		Severe tantrums		Stuttering/speech problems
Difficulty with changes	Slow to warm up		Sad
Cautious			Overwhelmed by challenges	
Shy or timid			Fearful
Current Behaviors, Moods, Attitudes:
Do you have any concerns about this child’s: (If yes, please describe)
Self-esteem? Yes / No ___________________________________________________________
Sexual knowledge or awareness? Yes / No ___________________________________________
Gender identity? Yes / No ________________________________________________________
Sexual orientation? Yes / No ______________________________________________________


Please circle any of the following that this child has problems with (currently or in the past):
Bed-wetting			Immaturity			Hallucinations
Involuntary vocalizations	Secretive			Alcohol abuse
Obsessive-compulsive behaviors	Crying episodes	Other substance abuse
Depression			Sexual Problems	Strange ideas or behaviors
Soiling				       Anxiety			Impulsiveness
Significant weight change	       Panic		             Explosive episodes
Self-conscious	  	                    Extreme moodiness	Property destruction
Embarrassed		                    Irritability  		             Self-destructive behaviors
Shy		                                 Anger	               	Running away
Withdrawn		                    Lying		             Aggression
Sleep problems		       Stealing		             Violence	
Oppositional defiant		       Cruelty to animals		Frequent accidents	
Frequent arguing		       Setting fires		Suicidal talk or behaviors
Fearful		                                 Poor motivation		Guilt
Eating problems	                   Change in personality	Hopelessness
Suspicious		                    Distrustful		             Other: ________________________

Please list the types of discipline you have used with this child and their effectiveness: _______
______________________________________________________________________________
______________________________________________________________________________
Please note any of the following significant events that have occurred within your family and briefly describe:
Death of a family member of significant person: ______________________________________
______________________________________________________________________________
Significant move: _______________________________________________________________ 				 	

Comprehension and Understanding:
Do you consider this child to understand directions and situations as well as other children his/her age?  Yes / No If not, please explain: __________________________________________														
Does this child have difficulty following routines (bedtime, dressing, etc.)? Yes / No
Does this child have difficulty transitioning from one activity to another: ______________________________________________________________________________
______________________________________________________________________________
Does this child frequently lose things or have trouble being organized?  Yes / No
How would you rate this child’s overall level of intelligence compared to other children?
			Above average / Average / Below average

Free Time:
Please describe how this child generally spends her/his free time (e.g., plays alone, plays with friends, plays sports, watches TV, plays video games): _________________________________		
Please list the approximate number of hours per day that this child watches TV and or utilizes electronic devices: ______________________________________________________________
______________________________________________________________________________
Independent Activities:
Does this child have the ability to function in an independent manner ?: __________________
______________________________________________________________________________
School History:
Did this child attend day care or preschool? Yes / No If yes, please estimate approximately how many hours per week: ___________________________________________________________
What are your current care arrangements for this child before and after school? ____________
_____________________________________________________________________________
Current Grade Level:____________________________________________________________
Current School of Attendance:_____________________________________________________
Is Child Homeschooled?:________________________________________________________
Are there any known learning disabilities?  Yes / No  If yes, please list: ___________________
____________________________________________________________________________
Has this child been in any special programs (speech, reading, occupational therapy, etc.) on the past or currently?  Yes / No If yes, please explain and list therapies: _____________________________________________________________________________
______________________________________________________________________________

Current Academic Performance:
Excellent	Good	   Satisfactory       Unsatisfactory       Failing
Does this child enjoy school?   Yes / No
School subject strengths: ________________________________________________________
_____________________________________________________________________________
School subject weaknesses: ______________________________________________________
_____________________________________________________________________________

Circle any of the following problems this child has with school:
Problems with written 	Difficulty being quiet	                Does not complete classroom work
language            
Poor handwriting	             Interferes with others	tasks          Fails to check homework
Poor at spelling		Poor at math			   Difficulties in groups
Poor reader			Requires additional supervision	   Test anxiety
Does not remain seated	Talks inappropriately		    Does not do homework
Frequently sent out of class	Makes careless mistakes	    Difficulties with peers
Too withdrawn or passive 	Daydreams			   Poor attention
Impulsive			Messy and disorganized	   Excessive time to complete 
Skips School								    assignments
Forgets instructions		Noncompliant in class		    Oppositional with teachers

Is this child involved in extracurricular activities? Yes / No If yes, please describe:_____________
______________________________________________________________________________

Peer Relationships:
Does this child seek friendships with peers? Yes / No
Is this child sought by peers for friendship?  Yes / No

Circle any of the following which describes this child’s interactions with peers:
Plays well in groups		Trouble making friends	Bossy and controlling, teasing
Teased by other kids		No friends			Jealous
No problems			Loses friends			Bragging/boastful
Cooperative			Few friends			Uncooperative
Supportive			Rejected by other kids	Feelings get hurt easily
Shares well			Easily led by others		Involved in risky or dangerous 									behavior
Plays primarily with	             Aggressive or mean		Involved in alcohol or substance
younger							abuse
Plays primarily with older	Frequent arguments		Involved in delinquent behavior
Frequent fights


Child’s Medical History:
If this child’s medical history includes any of the following, please note the age when the incident or illness occurred and any other pertinent information.
Hospitalizations: _____________________		Encephalitis: ________________________
Surgeries: _________________________		Eye problems: _______________________
Congenital deformities: ______________		Hearing problems: ____________________
Failure to grow: ______________________		Anemia: ____________________________
Pneumonia: _________________________		Stomach problems: ___________________
Asthma: ____________________________		Constipation: ________________________
Food Allergies: ___________________________	Poisoning: ___________________________
Diabetes: ___________________________		Chronic cough: _____________________
Skin problems: _______________________		Multiple ear infections: ________________    Bronchitis: ________________________                    Environmental Allergies: _______________          Seizures: ____________________________		 Chicken pox: ________________________
Mono: _____________________________                Movement problems (tics, repetitive 		                                                                              movements, etc.):______________________                          Head injury: ___________________________	Frequent colds: _______________________
Other physical trauma: __________________	Strep throat: _________________________
                                             Other: ______________________________

Has this child ever had a neurological evaluation (exam, MRI, CAT scan, EEG, etc.)? Yes / No If so, please describe reason for evaluation: ____________________________________________________________________________________________________________________________________________________________
Has this child’s vision been tested?  Yes / No		Normal Date: ________________________
Has this child’s hearing been tested? Yes / No	Normal Date: ________________________


Vaccination History:
Yes, has had;
 No, has not; 
Some, did not finish all shots
If vaccinations not administered in Florida, please include a copy of your child’s vaccination papers.

Child’s Present Nutrition Status:
Height: ______________		Weight: ____________
Describe this child’s appetite and diet: ______________________________________________
______________________________________________________________________________
______________________________________________________________________________
Check the most appropriate description below of your child’s diet:
_____ Mostly baby foods					_____ Mostly meat		
_____ Mostly carbohydrates (bread, pasta, etc.)	_____ Mostly vegetarian
_____ Mostly dairy (cheese, milk, yogurt)		_____ Other: _____________________
Have your tried dietary modifications with your child, and what were the results? ___________
______________________________________________________________________________
______________________________________________________________________________
Any known allergies to food:	Y / N If yes, what foods and when were they tested? ___________
______________________________________________________________________________
Please describe your child’s stool pattern, frequency, and consistency (e.g., daily, foul, large, mushy, brown): _________________________________________________________________



Child’s Present Medical Status:
Please list all physicians currently involved in the care of your child:
____________________________________________________________________________________________________________________________________________________________
List any present illness(es) for which this child is being treated: __________________________
_____________________________________________________________________________
What was the date of this child’s last physical exam? __________________________________
Was blood work done? Y / N _____________________________________________________
List all medications (from drugstore or prescription) child is on now and dosages if known:
1) _______________________________		4) ________________________________
2) _______________________________		5) ________________________________
3) _______________________________		6) ________________________________
List all supplements child is now taking, and dosages if known:
1) _______________________________		4) ________________________________
2) _______________________________		5) ________________________________
3) _______________________________		6) ________________________________
Any known allergies drug allergies: _________________________________
_____________________________________________________________________________

Does this child frequently complain of (Please check all that apply):
Headaches			Tiredness			Trouble with vision
Dizziness			Difficulty breathing		Trouble hearing
Sleep problems		Painful urination		Menstrual problems
Nightmares			Chest pain			Skin problems
Stomachaches			Palpitations

Previous Treatments:
Has this child ever received any type of psychiatric, psychological, or academic evaluation or treatment?  Yes / No  If so, please fill in the following: 
Person or Institution		Dates		Address		            Telephone
____________________	_________	____________________   	_____________
____________________	_________	____________________	_____________
____________________	_________	____________________	_____________

Signs and Symptoms of Your Child:
Please check the box that applies
	Description
	Mild
	Moderate
	Severe
	Duration
	Details

	Repetitive movements
	
	
	
	
	

	Rocking
	
	
	
	
	

	Head banging
	
	
	
	
	

	Self-mutilation
	
	
	
	
	

	Nail biting
	
	
	
	
	

	Skin picking
	
	
	
	
	

	Aggressiveness
	
	
	
	
	

	Mood swings
	
	
	
	
	

	Tantrums
	
	
	
	
	

	Fears/anxieties
	
	
	
	
	

	Hyperactivity
	
	
	
	
	

	Lack of concentration
	
	
	
	
	

	Fidgety in seat
	
	
	
	
	

	Impulsive
	
	
	
	
	

	Breath holding
	
	
	
	
	

	Dizziness
	
	
	
	
	

	Seizures
	
	
	
	
	

	Poor coordination
	
	
	
	
	

	Social problems
	
	
	
	
	

	Sensitive to crowds
	
	
	
	
	

	Weak memory
	
	
	
	
	

	Low self-esteem
	
	
	
	
	

	Fatigue
	
	
	
	
	

	Cold hands/feet
	
	
	
	
	

	Description
	Mild
	Moderate
	Severe
	Duration
	Details

	Cold intolerant
	
	
	
	
	

	Heat intolerant
	
	
	
	
	

	Frequent fever
	
	
	
	
	

	Flushing
	
	
	
	
	

	Insomnia
	
	
	
	
	

	Nightmares
	
	
	
	
	

	Difficulty waking
	
	
	
	
	

	Bed-wetting
	
	
	
	
	

	Daytime wetting/soiling
	
	
	
	
	

	Numbness in extremities
	
	
	
	
	

	Headache
	
	
	
	
	

	Blinking
	
	
	
	
	

	Tics
	
	
	
	
	

	Eye discharge
	
	
	
	
	

	Dark circles around eyes
	
	
	
	
	

	Congestion
	
	
	
	
	

	Dripping nose
	
	
	
	
	

	Sensitive to light
	
	
	
	
	

	Difficult eating
	
	
	
	
	

	Food cravings
	
	
	
	
	

	Grinding teeth
	
	
	
	
	

	Mucus in stools
	
	
	
	
	

	Blood in stools
	
	
	
	
	

	Anal itching
	
	
	
	
	

	Tremors
	
	
	
	
	

	Calf cramps
	
	
	
	
	

	Stiffness
	
	
	
	
	

	Eczema
	
	
	
	
	

	Hives
	
	
	
	
	

	Acne
	
	
	
	
	

	Rashes
	
	
	
	
	

	Easy bruising
	
	
	
	
	

	Itchy scalp
	
	
	
	
	

	Dry skin
	
	
	
	
	

	Oily skin
	
	
	
	
	

	Strong body odor
	
	
	
	
	

	Soft nails
	
	
	
	
	

	White spots on nails
	
	
	
	
	

	OCD
	
	
	
	
	

	Description
	Mild
	Moderate
	Severe
	Duration
	Details

	Reflux
	
	
	
	
	

	Persistent colic
	
	
	
	
	

	Toe walking
	
	
	
	
	

	Nosebleeds
	
	
	
	
	

	Bad breath
	
	
	
	
	

	Sore throats
	
	
	
	
	

	Hoarseness
	
	
	
	
	

	Cough
	
	
	
	
	

	Wheezing
	
	
	
	
	

	Geographic tongue
	
	
	
	
	

	Psoriasis
	
	
	
	
	

	Rough skin
	
	
	
	
	



Spiritual Orientation:
Please list your family’s spiritual orientation or religion: ________________________________
How active are these beliefs in your life?      Very active / Somewhat active / Not very active

Other Questions:
Please list any questions you would like the physician to address during this appointment:
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
2

