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__________________________________________________________________________________________




Child Demographics Form


Patient Name:_____________________________   Age: ____	Date of Birth:____________

Gender:   Male     Female

Racial/Ethnic Background:      American Indian/Alaskan Indian                Hispanic or Latino
                                                Asian/Pacific Islander                                White 
                                                Black or African American                         Other: ___________________________

Parent/Legal Guardian Name(s) (if applicable): 
Father:   _________________________________ Age: ______ Occupation: __________________

Mother: __________________________________ Age: ______ Occupation: __________________

Address:	_________________________________________________________
(Current)
_________________________________________________________

Phone #:____________________________(cell)  Can we contact you at this number?    Y    N
	
               ____________________________(home)  Can we contact you at this number? Y    N

               ____________________________(work)   Can we contact you at this number?  Y    N


Parent’s Email:___________________________________Can we contact you at this email?  Y    N



Insurance

Are you interested in using Out of Network Benefits?   Y    N

Health Insurance:___________________________________

Member ID: _____________________________________

Psychiatrist’s Contact Information:

Name:_____________________________________

Address:___________________________________ 

Phone #:___________________________________

Date of last appointment:______________________



Emergency Contact Information: 

Name:__________________________________

Relationship:_____________________________ 

Phone #:_________________________________



Referral Source: 

How did you hear about Dr. Atencio? _____________________________________________

Was your child referred by a doctor, teacher, or other professional? Yes    No

If so, please give the name of the referring professional. _______________________________________  








	Family History

Please list everyone who lives at the same residence as the child. 
      Name                                                                Age                                                   Relationship 
1. 
2. 
3. 
4. 
5. 
6.
7.
8.
 
Please list family members living outside the home. 
      Name                                                Age            Current living address                    Relationship  
1. 
2. 
3. 
4.
5.

Is there any family history of mental illness? Yes   No
Please describe:__________________________________________________________________

________________________________________________________________________________
Have any family members ever been affected by substance use or abuse issues? Yes  No 
Has the child been away from parent for an extended period? Yes  No 
Dates: __________________________________________________________________________

Has there been family stress or family conflict? Yes   No 
Please describe:__________________________________________________________________

________________________________________________________________________________


Has the child experienced trauma? (e.g., multiple or repeated events that threaten child’s sense of safety: physical/sexual abuse, witness to domestic violence, severe physical neglect; Single but significant traumatic event: fire, death of caregiver/significant person, dog attack, car accident, shooting) Yes      No 
If yes, please provide details and how the child was affected. 






	Medical History


Has the child seen a doctor within the last year? 
Yes   No      If yes, date of last visit:_______________________
If yes, what was the reason for the visit? ___________________________________________

Name of Child’s Medical Provider: ________________________________________________
 
Medical Provider’s Phone Number:________________________________________________

Medical Provider’s Address:_____________________________________________________ 

Is the child taking any medications, prescriptions, or over-the-counter medications?
Yes    No        If so, please list:

	Medication
	Dosage
	Frequency 
	Reason

	

	
	
	

	

	
	
	

	

	
	
	




List any previous medications:
	Medication
	Dosage
	Frequency 
	Reason

	

	
	
	

	

	
	
	

	

	
	
	




Please list any major medical problems that the child has had (chronic illnesses, serious illnesses, operations, injuries or trauma to the head?) _______________________________

__________________________________________________________________________

__________________________________________________________________________

Does the child have any allergies? 
Yes   No      If yes, list allergies:______________________________________________







Any issues with hearing?  Yes    No	Describe:_____________________________

Any issues with vision?     Yes    No	Describe:_____________________________

Any issues with sensory integration?  Yes   No
Circle any that apply:  touch     texture     sound    light     taste     smell 
			   pressure       clumsy      toe walking 

Current Sleep Patterns 
	Any sleep problems  Yes   No
Duration in hours _____			
Requires Naps   Yes   No
	Experiences nightmares    Yes   No   
If yes, frequency per night ____

Current Appetite
	Any problems  Yes   No
	Increases in appetite   Yes   No    
	Decreases in appetite  Yes   No    
	Preoccupied/obsessed with food   Yes  No





























	Psychiatric History

Has the child ever seen a therapist, counselor or school psychologist?  Yes   No      
If yes, date of last visit:_______________________

If yes, what was the reason for the visit? ___________________________________________

Is the child currently seeing a therapist, counselor or school psychologist? Yes   No      

Contact Information for Most Recent Therapist:
Therapist Name : _________________________________________________

Phone Number:__________________________________________

Address :_______________________________________________ 

Any psychiatric hospitalizations?   Yes   No

	Dates
	Age (at time of Hospitalization)
	Reason
	Hospital

	

	
	
	

	

	
	
	

	

	
	
	



Has the child been diagnosed previously with any type of developmental diagnosis?   Yes    No
Please circle all that apply:
        ADHD/ADD      When and who made the diagnosis? _____________________________         
        Autism Spectrum Disorder   (Autism, Asperger’s Syndrome, PDD NOS)
                                 When and who made the diagnosis? _____________________________                   
        Cognitive Impairment    (Mild, Moderate, Severe)
                                 When and who made the diagnosis? _____________________________         
        Learning Disabilities       
                           When and who made the diagnosis? _____________________________   


Psychological Testing
Has the child ever completed a psychological evaluation?    Yes   No
Date(s): ____________ 
Reason: ____________________________________________________________________
Does the child currently have an IEP?    Yes   No
Does the child currently receive academic accommodations at school?   Yes   No 
If yes, please describe: _________________________________________________________



Developmental History Form


Name of Informant:___________________________________

Relationship to Child: _________________________________


	Were there any problems with the pregnancy or delivery of the child? Yes     No 
If so, list problems: ______________________________________________________________
 
Has the child had a recent developmental assessment? Yes    No 
If so, list dates and results?
 
Briefly describe the child’s relationship to both parents:

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________
Briefly describe the child’s relationship to siblings. 

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

Briefly describe the child’s temperament. 

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________



	Discipline Approaches
Physical:   ___Spanking       ___Other:    If other, please describe:__________________________
Non-physical: 
___time-outs
___yelling/screaming
___take away things
___praise
___other    Please describe:_____________________________________________

Child’s response to discipline: ______________________________________________________

	Academic History  
	

	
When did the child start school? ____________  

Were there any problems when the child started school? Yes    No 

If so, what were the problems? ________________________________________________

_________________________________________________________________________

Please list all schools the child has attended:
School                                 Address                            Dates______Grade Level ______GPA           









Academic Performance:  (Please choose one that best fits your child)
___Consistently above average (A’s – B’s)
___Consistently average (B’s – C’s)
___Consistently below average (C’s – D’s)
___Consistently below average to failing (D’s – F’s)
___Previously strong grades, recent deterioration
___Previously weak grades, recent improvement
Drooped out of school  (age:_____ grade:_____)

Was child ever held back?  Yes   No
Was child ever suspended? Yes   No
Was child ever home-schooled? Yes   No

What academic problems or issues have come up during the years? 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________
How does the child get along with his or her teachers? 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

How does the child get along with his or her friends or peers in school? 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

What are the child’s favorite school activities? 

_________________________________________________________________________

_________________________________________________________________________
What are the child’s academic strengths? Best subjects? 

_________________________________________________________________________

_________________________________________________________________________


What are the child’s academic weaknesses? Worst subjects? 

_________________________________________________________________________

_________________________________________________________________________ 

	
Does the child participate in any after-school activities, sports teams or clubs? If so, please 
describe. __________________________________________________________________________

__________________________________________________________________________



Has the child had any tutoring or outside reading support? (e.g., Sylvan Learning Center)   Yes    No        Dates:___________________________________________

Has the child had missed any excessive days of school?  Yes    No        Dates:___________________________________________

Has the child had any excessive tardiness to school?  Yes    No        

Has the child had any behavioral problems at school?  Yes    No        

If so, please list: ________________________________________________________

______________________________________________________________________

______________________________________________________________________

Has the child had any emotional problems at school? (e.g., bullying, cyber-bullying, teasing, social withdrawal, difficulty making friends)   Yes    No        

If so, please list: ________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________



	


Please provide any additional information that you think would be helpful for Dr. Atencio to know.  

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________



______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

