Nancy Cowden, LMFT

License # MFC42169

815 3rd Ave., Suite 306

Chula Vista, CA 91911

(619)750-3313

CHILD INTAKE FORM

Please fill out this form and bring it to your first session. Please note that the information you provide here is protected as confidential.
CLIENT INFORMATION

Today’s Date__________________________________

Child’s Name___________________________________________________________ Sex ( Female ( Male

DOB_____________________ Age_________

Child’s Primary Residence________________________________________________ City___________________ State______

Telephone Number_______________________________

Caregivers at this residence___________________________________________________________________________________

Child’s Secondary Residence_____________________________________________City___________________ State______

Telephone Number_______________________________

Caregivers at this residence___________________________________________________________________________________

Primary Language _______________________________________ Secondary Language_____________________________

Emergency Contact Information

Name _________________________________________________________ Relationship_________________________________
Phone_________________________________________________________

FAMILY INFORMATION

MOTHER

Name ________________________________________________________________ DOB____________________ Age ____________

Address ________________________________________________________________________________________________________ 

City____________________________________________ State _______________________________ Zip_______________________

Home Phone ____________________________________________________   May I leave you a message? ( Yes ( No 

Cell Phone ________________________________________________________ May I leave you a message? ( Yes ( No

Work Phone ______________________________________________________ May I leave you a message? ( Yes ( No

Preferred method of contact__________________________________________________________________________________

Employer__________________________________________________ Occupation_______________________________________

How long with current employer?______________________ Highest Grade Complete_________________________

Primary Language_______________________________________ Secondary Language_____________________________

Marital Status:  ( Single( In a relationship ( Married ( Domestic Partnership 

                              ( Separated ( Divorced ( Widowed 

Name of Spouse/Significant other____________________________________________________________________________

FATHER
Name ________________________________________________________________ DOB____________________ Age ____________

Address ________________________________________________________________________________________________________ 

City____________________________________________ State _______________________________ Zip_______________________

Home Phone ____________________________________________________   May I leave you a message? ( Yes ( No 

Cell Phone ________________________________________________________ May I leave you a message? ( Yes ( No

Work Phone ______________________________________________________ May I leave you a message? ( Yes ( No

Preferred method of contact__________________________________________________________________________________

Employer__________________________________________________ Occupation_______________________________________

How long with current employer? _____________________ Highest Grade Complete_________________________

Primary Language_______________________________________ Secondary Language_____________________________

Marital Status:  ( Single( In a relationship ( Married ( Domestic Partner 

                              ( Separated ( Divorced ( Widowed 

Name of Spouse/Significant other____________________________________________________________________________

Does this child have other parent(s)/step-parent(s)? ( No ( Yes

If yes, Please provide the following information

Name_____________________________________________________________________________________ Age__________________

Relationship to This Child_______________________________________________ Home Phone______________________

Address________________________________________________________________________________________________________

Name_____________________________________________________________________________________ Age__________________

Relationship to This Child_______________________________________________ Home Phone______________________

Address________________________________________________________________________________________________________

PRIMARY CAREGIVERS
With what adult(s) does this child live? _____________________________________________________________________

How long in current living situation? ________________________________________________________________________

Please provider the following information about primary caregivers, if not given previously.

Name_______________________________________________________________ Relationship_____________________________

Address_________________________________________________________________________________________ Age___________

Home Phone ____________________________________________________   May I leave you a message? ( Yes ( No 

Cell Phone ________________________________________________________ May I leave you a message? ( Yes ( No

Work Phone ______________________________________________________ May I leave you a message? ( Yes ( No

Preferred method of contact: _______________________________________________________________________________

Employer__________________________________________________ Occupation_______________________________________

How long with current employer?______________________ Highest Grade Complete_________________________

Primary Language_______________________________________ Secondary Language_____________________________
Name_______________________________________________________________ Relationship_____________________________

Address_________________________________________________________________________________________ Age___________

Home Phone ____________________________________________________   May I leave you a message? ( Yes ( No 

Cell Phone ________________________________________________________ May I leave you a message? ( Yes ( No

Work Phone ______________________________________________________ May I leave you a message? ( Yes ( No

Preferred method of contact: _______________________________________________________________________________

Employer__________________________________________________ Occupation_______________________________________

How long with current employer?______________________ Highest Grade Complete_________________________

Primary Language_______________________________________ Secondary Language_____________________________
CUSTODY ARRANGEMENT (if applicable)

Primary Residential Parent___________________________________________________________________________________

Does the noncustodial parent share legal custody? ( Yes ( No

Visitation Schedule:

Child is with_____________________________________________ on ___________________________________________________

Child is with_____________________________________________on____________________________________________________

According to your parenting plan who is authorized to make health care decisions? ___________________

FAMILY HISTORY

Is this child closer to one parent than the other? ( No ( Yes If yes, which______________________

Has this child ever experienced any parental separations, divorce or death? ( Yes ( No

If yes, when? _______________________________ How old was the child at the time? __________________

BROTHERS/SISTERS

Please list all brothers and sisters, and any other children or relatives living with the family.
	Age
	Sex
	Relationship to Child
	Living at Home?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


How does this child get along with brother(s) and/or sister(s)? _________________________________________

__________________________________________________________________________________________________________________
MENTAL HEALTH HISTORY

Has your child previously received outpatient psychotherapy? ( No ( Yes 

If yes, please provider the following information:
	Provider Name
	City & State
	Phone number
	Diagnosis
	Dates of Service

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Has your child previously received or are currently receiving Psychiatric Services? ( No ( Yes

If yes, please provide the following information: 

	Provider Name
	City & State
	Phone number
	Diagnosis
	Dates of Service

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please indicate any prior or current psychotropic medication your child has been prescribed:

	Medication
	Dosage (mg) and Frequency
	Prescriber
	When did you start/stop taking it

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Has your child ever received outpatient treatment for drug or alcohol abuse? ( No ( Yes

If yes, please provider the following information:

	Provider Name
	City & State
	Phone number
	Diagnosis
	Dates of Service

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Has your child ever been hospitalized for Psychiatric or Alcohol/Drug Services? ( No ( Yes

If yes please provide the following information:
	Inpatient Facility Name
	City & State
	Phone number
	Diagnosis
	Dates of Service

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please indicate which of these substances your child has used or is currently using:

	Chemical
	Age of First Use
	Usual Pattern of Use

(Amount/Frequency/Reason)
	Last Use

	( Caffeine
	
	
	

	( Nicotine
	
	
	

	( Alcohol
	
	
	

	( Marijuana
	
	
	

	( Cocaine/Crack
	
	
	

	( Pills not prescribed to me
	
	
	

	( Hallucinogens
	
	
	

	( Other (please list)
	
	
	


CHILD AND FAMILY HISTORY

Please indicate any that your child has experienced:

	( Parent injury/ illness/ hospitalization                          
	( Death in the family

	( Unemployment of family member                                  
	( Conflict between parents              

	( Alcohol or drug abuse by family member                     
	( Witness to drug abuse

	( Abuse (sexual, physical, emotional neglect)                
	( Financial stress for caregiver

	( Violence in the home                                                           
	( Exposure to a traumatic event

	( Violence in the community                                                 
	( Car accident

	( Family members arrested                                                  
	( Home robbery/invasion

	( Family members incarcerated                                          
	( Disaster (natural/other)

	( Police confrontation/arrest of parent                            
	( Frequent moves     


( Self-injurious behavior - Please explain what type and when___________________________________________

__________________________________________________________________________________________________________________                                                                             

 ( Suicide attempts – Please explain when, how and treatment received_________________________________

__________________________________________________________________________________________________________________

( Suicidal thoughts (says wants to die) - Please explain___________________________________________________

__________________________________________________________________________________________________________________

( Threats or comments about hurting self – Please explain_______________________________________________

__________________________________________________________________________________________________________________

( Threats or comments about hurting others – Please explain who and when___________________________

__________________________________________________________________________________________________________________

FAMILY MENTAL HEALTH HISTORY 

Please indicate if anyone in the family has experienced the following

	Has anyone experienced:
	Mother’s Side
	Father’s Side

	Anxiety
	
	

	Depression
	
	

	Bipolar disorder
	
	

	Learning disorder
	
	

	Drug abuse
	
	

	Alcohol abuse
	
	

	Schizophrenia
	
	

	Suicide attempts
	
	

	Completed suicide
	
	

	Panic attacks
	
	

	Collecting useless items
	
	

	Violent temper
	
	

	Abuse (Physical/Emotional/Verbal/Sexual)
	
	

	Hallucinations or Delusions
	
	

	Strange behaviors or thinking
	
	

	Other:
	
	


MEDICAL HISTORY

Pediatric Office__________________________________________ Doctors Name______________________________________
Address_________________________________________________________________________________________________________
Phone______________________________________________                 Date of physical exam__________________________

Does your child have any current or past medical or physical concerns? ( No ( Yes

If yes, please describe_________________________________________________________________________________________
Has your child had any of the following? If yes, explain:

Head injuries? ( No ( Yes   If yes, did child lose consciousness? ( No ( Yes______________________________

Hospitalizations? ( No ( Yes__________________________________________________________________________________

Surgeries? ( No ( Yes _________________________________________________________________________________________

Medical procedures? ( No ( Yes______________________________________________________________________________

Seizures? ( No ( Yes___________________________________________________________________________________________

Please check all that apply to your child:

( Hearing Difficulties   ( Eye/Vision Problems   ( Asthma   

( Sensory Problems (i.e. doesn’t want to touch certain textures, bothered by bright lights)

( Fine Motor Problems (i.e. handwriting, cutting, using fingers)

( Gross Motor Problems (i.e. clumsy, poor balance, trouble running)
( Allergies (food, pets, etc.) ( No ( Yes   If yes, what? _____________________________________________________

Does your child currently take any over the counter and/or prescribed medications? ( No ( Yes

If yes, please provide the following information:

	Medication
	Dosage (mg) and Frequency
	Reason
	Prescribing Doctor

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


PRENATAL/BIRTH HISTORY
At this child’s birth, what was the mother’s age? ______________  Father’s age? ______________ 

Did mother receive prenatal care? ( Yes ( No______________________________________________________________

Alcohol or drug use during pregnancy? ( No ( Yes_________________________________________________________

Was there any use of medication during pregnancy? ( No ( Yes__________________________________________

Cigarettes used during pregnancy ( No ( Yes-Frequency_________________________________________________

Did mother have post-partum depression? ( No ( Yes ____________________________________________________

Was this child born in a hospital? ( Yes ( No If no, Where? _______________________________________________

Length of pregnancy __________ weeks               Birth weight ___________lbs. __________oz.

Was the delivery vaginal or by caesarian? __________________________________________________________________

Were there any complications during delivery? ( No ( Yes If yes, explain______________________________

_________________________________________________________________________________________________________________

Were there any complications after delivery? ( No ( Yes If yes, explain______________________________

_________________________________________________________________________________________________________________

DEVELOPMENT

How old was the child when he/she:

Rolled over_______________                   Sat without support_______________                    Crawled_______________                         

Stood_______________          Walked without support_______________             Used single words_______________     

Combined two words_______________   Toilet trained (day) _____________ Toilet trained (night) ___________          

Has the child ever experienced any of the following problems? If yes, please describe.
	Difficulty Walking                             
	( No   ( Yes _______________________________________________________________________



	Unclear Speech                                 


	( No    ( Yes_______________________________________________________________________



	Feeding Problem
	( No    ( Yes_______________________________________________________________________



	Underweight
	( No    ( Yes_______________________________________________________________________



	Overweight
	( No    ( Yes_______________________________________________________________________



	Colic
	( No    ( Yes_______________________________________________________________________



	Sleeping Problem
	( No    ( Yes_______________________________________________________________________



	Eating Problem
	( No    ( Yes_______________________________________________________________________



	Difficulty learning  to ride a bike
	( No    ( Yes_______________________________________________________________________




	Difficulty learning to skip
	( No    ( Yes_______________________________________________________________________

	Difficulty learning to throw or catch
	( No    ( Yes_______________________________________________________________________


During this child’s first 4 years, were any special problems noted in the following areas? If yes, please describe.

	Eating
	 ( No    ( Yes_______________________________________________________________________



	Motor Skills
	 ( No    ( Yes_______________________________________________________________________



	Sleeping Too Much
	 ( No    ( Yes_______________________________________________________________________



	Sleeping Too Little
	 ( No    ( Yes_______________________________________________________________________



	Failure to Thrive
	 ( No    ( Yes_______________________________________________________________________



	Separating From Parents
	 ( No    ( Yes_______________________________________________________________________



	Excessive Crying
	 ( No    ( Yes_______________________________________________________________________




CHILDCARE
Name of Childcare________________________________________________________ Phone Number___________________
( Center ( Home Daycare  ( Before/After School ( Friend/Neighbor ( Other__________________________

# Days/Week_________________ #Hours/Day_______________ # Children in facility_______________

Has your child ever been asked to leave any daycare? ( No ( Yes-If yes, why___________________________

EDUCATION

School________________________________________________ Grade________ Teacher_________________________________

Has your child attended other school? ( No ( Yes: How many____________ 

What prompted the change? _________________________________________________________________________________

Has your child been retained a grade in school? ( No ( Yes   If yes, when and why? ____________________

__________________________________________________________________________________________________________________

Has your child skipped a grade in school? ( No ( yes   If yes, when and why? __________________________

__________________________________________________________________________________________________________________

Does your child receive any special services? ( No ( Yes   If yes, describe_______________________________

__________________________________________________________________________________________________________________

Does your child have difficulty with math? ( No ( Yes   If yes, describe__________________________________

__________________________________________________________________________________________________________________

Does your child have difficulty with reading? ( No ( Yes   If yes, describe_______________________________

__________________________________________________________________________________________________________________

Does your child get poor grades?( No ( Yes   Describe most recent report card results________________

__________________________________________________________________________________________________________________

 Has your child been tested for special education?( No ( Yes   If yes, when? ____________________________

Is your child currently placed in a special education class?( No ( Yes

If yes, what type of class? _________________________________________________________ Hours per day___________

Does your child dislike going to school?( No ( Yes   If yes, why? _________________________________________

Does your child report not liking school or teachers? ( No ( Yes   If yes, explain_______________________

__________________________________________________________________________________________________________________

Is your child frequently absent from school? ( No ( Yes   If yes, why? ___________________________________

__________________________________________________________________________________________________________________

Have you ever been called to pick up your child at school due to misbehavior? ( No ( Yes

If yes, explain___________________________________________________________________________________________________

Has your child ever had detention, been suspended or asked to leave school? ( No ( Yes   If yes, 

Explain__________________________________________________________________________________________________________

Homework time is ( easy ( moderately challenging ( difficult ( impossible
TREATMENT PLANNING

What brings you to counseling? ______________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

How is that a problem for you? ______________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

What have you already tried and what has been useful? __________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

What you like to be different as a result of these sessions? ________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________
_________________________________________________________________________________            __________________________

                                                             Signature                                                                                      Date                 
INSURANCE INFORMATION

PRIMARY INSURANCE

Person Responsible For Account______________________________________________________________________
                                                                      Last                                            First                                                       MI                     

Relationship to Patient____________________________ Policy Holder’s Birthdate_________/_______/__________
Policy Holder’s Social Security Number_________________________________________
Policy Holder’s Address _____________________________________________________________________________
                                                                                                     Street and Number
__________________________________________________________________________________________________
                    City                                                                                  State                                            Zip Code       

Employer who insurance is through___________________________________________________________________
Insurance Company________________________________________________________________________________ 

Subscriber Id #_____________________________________ Plan/Group #___________________________________  

Plan Name________________________________________ Effective date of insurance_________________________

Customer service number (usually on back of card______________________________________________________ 
Authorization # (if required ___________________________ # of visits allowed_____________________________

Start Date__________________________ End Date__________________________

Amount of copayment (amount not covered by your insurance for each visit): $____________

Amount of deductible: $____________ Has the deductible been met? ( Yes ( No

SECONDARY INSURANCE (if applicable)

Person Responsible For Account_____________________________________________________________________________
                                                                      Last                                            First                                              MI                     

Relationship to Patient____________________________ Policy Holder’s Birthdate_________/_______/__________
Policy Holder’s Social Security Number_________________________________________
Policy Holder’s Address ______________________________________________________________________________________
                                                                                                     Street and Number
__________________________________________________________________________________________________________________
                    City                                                                                  State                                            Zip Code       

Employer who insurance is through_________________________________________________________________________
Insurance Company___________________________________________________________________________________________ 

Subscriber Id #_____________________________________ Plan/Group #___________________________________  

Plan name________________________________________ Effective date of insurance_________________________

Customer service number (usually on back of card______________________________________________________ 
Authorization # (if required ___________________________ # of visits allowed_____________________________

Start date__________________________ End date__________________________

Amount of copayment (amount not covered by your insurance for each visit): $____________

Amount of deductible: $____________ Has the deductible been met? ( Yes ( No

(This information is not a guarantee of coverage. we will not know your exact benefits & coverage until we receive an explanation of benefits from your insurance company after first billing.)
I, the undersigned, certify that I (or my dependent) have insurance coverage with_______________________________________________ and assign directly to my provider all insurance benefits otherwise payable to me for services rendered, I understand that I ultimately responsible for all charges accumulated. I hereby authorize Nancy Cowden, LMFT to release all information necessary to secure payment of benefits, and authorize the use of this signature on all insurance submission. 

_________________________________________________________________  _____________________________   _________________

                           Responsible Party Signature                                          Relationship                       Date

1

