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REBUILDING LIVES COUNSELING AND CONSULTING, LLC
Personal History- Children & Adolescents

Client’s Name: __________________________________________________         Date: _____________________

Gender: ___F   ___M   Date of birth: ___/___/___	   Age: _________ Grade in school: ____________________

Mother’s Name: _________________________________________________ Age: __________________

Father’s Name: ___________________________________________________ Age: _________________

Guardian(s) name: _______________________________________________________________________________________

If DFCS have custody, name of caseworker and #: _____________________________________________________

Address: __________________________________________________________________________________________________
                                              (Street and Number)
_____________________________________________________________________________________________________________
          (City)                                           (State)                            (Zip code)    

Home Phone #:_________________________________ Cell Phone #: __________________________________________

Work Phone #:_____________________________ ext.: __________________

Emergency contact name: _______________________________________________________________________________

Relationship: _______________________    Best Contact #: ___________________________________

May we leave a message?  Yes_______    No_______ If yes, which number?  ____________

E-mail: ____________________________________________________________________________________
*Please note: If email is used we a not responsible for any breach of confidentiality and minimal information will be used. 
I am initialing to give permission for email correspondence to be used: ____________________
I am initialing NOT to give permission for email correspondence to be used: ______________

Referred by: ______________________________________________________________________________________________
Court Referral: Yes or No   Contact Name and Number_______________________________________________

Legal
[bookmark: _GoBack]Is your child involved in the Department of Juvenile Justice system? _________ Yes   _________ No
If yes, please explain: ____________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________

Education
Current School: ___________________________________________________________________________________________

Type of School: ____ Public    ____ Private     ____ Home Schooled     ____ other (specify): _____________

School Counselor: _________________________________________________________________________________________

Any special education classes? ___ Yes   ___ No         Any gifted classes? ___ Yes   ___ No 

Has your child ever been suspended or expelled: ___ Yes   ___ No If yes, explain: ___________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICAL CONDITION

List any current health concerns(s):_____________________________________________________________________

______________________________________________________________________________________________________________

If applicable, prescribing physician’s name and number: _____________________________________________

______________________________________________________________________________________________________________
*Note: please have ROI signed for physician or psychiatrist or therapist per need

Date of last physical: _________________________   

Age of first menstrual cycle, if applicable? ___________________

Cultural/Ethnic/Spiritual
Is your child affiliated with a spiritual or religious group? ___ Yes   ___ No 
If yes, describe: _____________________________________________________________________________________________
Would you like your spiritual/religious beliefs incorporated into the counseling? ____ Yes _____ No
If yes, describe: _____________________________________________________________________________________________
To which cultural or ethnic group, if any, does your child belong? ________________________________________________________________________________________________________________
Is your child experiencing any problems due to cultural or ethnic issues? ___ Yes   ___ No
If yes, explain: ______________________________________________________________________________________________


Family History

Parents
With whom does the child live with? _________________________________________________________________
Are parents divorced or separated? ___ Yes ___ No If Yes, who has legal custody? _________________
Were the child’s parents ever married? ____ Yes ___ No
            Is there any significant information about the parents’ relationship or treatment toward the child which might be beneficial in counseling? _______________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________
Client’s siblings and others who live in the household: _______________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________

        Any additional information on client’s developmental history or complications during pregnancy/delivery: ______________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any immediate family mental health/substance abuse problems:

Maternal: __________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________

Paternal: __________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________


Counseling/Prior Treatment History


Has your child previously engaged in therapy?   Yes________    No ___________

	Reasons
	When 
	Where
	Client’s reaction/experience

	

	
	
	

	

	
	
	

	

	
	
	




Has your child ever been abused?  Circle: physically   sexually    emotionally   neglected

If so, give a brief explanation: _____________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Has your child ever experienced or been exposed to any traumatic events? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(This includes experiencing combat, witnessing an accident or death, being involved in a natural disasters--fire, flood, tornado, hurricane--or have you been the victim of abuse, sexual or otherwise, in childhood or as an adult.)
Primary behavior(s)/symptom(s) for seeking service:

_____ Aggression			_____ Elevated mood			_____ Phobias/fears
_____ Alcohol abuse		_____ Fatigue				_____ Recurring thoughts
_____ Anger			_____ Hyperactivity			_____ Bullies, threatens
_____ Antisocial behavior		_____ Hallucinations			_____ Irritability
_____ Anxiety/Panic attacks	_____ Short attention span		_____ Sick often
_____ Avoiding people		_____ Lies frequently			_____ Sleeping problems
_____ Shy				_____ Hopelessness			_____ Unsafe behaviors
_____ Depression			_____ Suicidal attempts/threats	_____ Impulsivity
_____ Low self-esteem		_____ Eating disorder			_____ Expects failure
_____ Distractibility		_____ Loneliness			_____ Withdrawing
_____ Defiant/Oppositional	_____ Bed wetting			_____ Nightmares
_____ Drug abuse 			_____ Mood shifts			_____ Other (specify): _________
										_________________________________
















