Peter C. Thomas, Ph.D., P.C 
3520 Piedmont Road, Suite 330, Atlanta, GA 30305                                                                            Tel: (404) 364-1626  Fax: (404) 351-0243

DEVELOPMENTAL AND FAMILY HISTORY

INTAKE INFORMATION DATA
Information requested on this questionnaire will be helpful in understanding your son/daughter.  Please feel free to add as much information as you think may be helpful in understanding the background and nature of the problem.  No information will be released without the explicit consent of the parent or guardian.


Date: _______________________________________________

Name of Child/Adolescent: _________________________________________  Date of Birth: ______________________

Age: ____  Years  ____  Months   Adopted:  


 SHAPE  \* MERGEFORMAT 



 Yes     No   School: _____________________________  Grade:______

Marital Status of Parents:  
[image: image2] Single    
[image: image3] Married    
[image: image4] Divorced    
[image: image5] Widowed    
[image: image6] Separated    
[image: image7] Living together

Parents’ Names:
___________________________________
_____________________________________


                     (Parent 1)

                (Parent 2)

Address:
___________________________________
_____________________________________


___________________________________
_____________________________________

Telephone Numbers:
_____________/___________/__________
_____________/___________/____________


       Home                 Work           Cell
       Home               Work              Cell

Who has legal custody?
   
[image: image8] Parents are currently married to each other and have custody



[image: image9] Joint legal custody

[image: image10] Parent 1 has primary legal custody 

[image: image11] Parent 2 has primary legal custody

Referral Information:

Referred by: _______________________________________________________________________________________

Does Dr. Thomas have permission to send this person a “thank you” note for referring you?



[image: image12] Yes       
[image: image13] No        ________________ Please initial

Describe the reasons you are requesting this evaluation of your son/daughter.  If possible, list specific questions for which answers are sought.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Family Information:
1. List everyone (parents, siblings, etc.) now living in the household, then draw a line and list others who have lived with the child.  (Please note significant dates, adoptions, deaths, etc.).




Highest



Relationship

  Grade



Name
  to Child    
 Age
Attended
Occupation

__________________________________   ______________   ____   ___________   ________________________

__________________________________   ______________   ____   ___________   ________________________

__________________________________   ______________   ____   ___________   ________________________

__________________________________   ______________   ____   ___________   ________________________

__________________________________   ______________   ____   ___________   ________________________

__________________________________   ______________   ____   ___________   ________________________

__________________________________   ______________   ____   ___________   ________________________

2.
Please indicate if any children in the household were adopted.  Give dates of any previous marriages, divorces or remarriages of parents.  Describe custody arrangements.  Describe any deaths in the immediate family.  Note any unusual family circumstances.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

3.
Language spoken in the home if not English:  ________________________________________________________

4.
Describe how your child gets along with other children in the family: _____________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

5. Pediatrician:_________________________________________  Address:__________________________________

_____________________________________________________________________________________________

Telephone:  ______________________(Home) ______________________(Work) _____________________(Cell)


Permission to talk to pediatrician:  
[image: image14] Yes     
[image: image15] No            __________ Please initial

Pregnancy and Birth History:
1. Describe any complications that occurred during pregnancy or birth (i.e., mother’s ill health, prematurity, length of labor, breathing problems, special procedures, etc.).

_____________________________________________________________________________________________

_____________________________________________________________________________________________

2.
Birth weight: _____________________    Baby’s condition at birth: ______________________________________


How long after birth did you take your baby home?  ___________________________________________________

Early Temperament:
1. Describe your child’s temperament during the first six months (i.e., sleep patterns, colic, eating patterns).  _____________________________________________________________________________________________

_____________________________________________________________________________________________

Developmental History:
Note the approximate ages of the following:

Sitting unsupported:______  Walking alone:______  Using single words:_____  Using two or more words together:_____

Toilet Training:
Urine day time:
__________
Night time:
__________

Bowel day time:
__________
Night time:

__________

Which hand does your child prefer:  ______ Right     ______ Left

At which age was hand preference established? _______________

Medical History:
1. List sicknesses (i.e., frequent ear infections, etc.), operations and injuries.  Include the age when they occurred and severity.  Please pay special attention to head injuries, any loss of consciousness, convulsing, or very high fever.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

2.
Did anyone in your immediate family or a close relative have any of the following:



Yes
No
Who


Nervous tics?
___
___
_____________________________________


Seizures (epilepsy)?
___
___
_____________________________________


Emotional problems: Anxiety,

                        Depression, Other?                  ___  
___
____________________________________

ADHD/ADD?
___
___
_____________________________________


Learning problems?
___
___
_____________________________________


Language problems?
___
___
_____________________________________


Mental retardation?
___
___
_____________________________________


Thyroid problems?
___
___
_____________________________________


Similar problems to child?
___
___
_____________________________________


Does any disease run in family?
___
___
_____________________________________


        If so, what? _______________________________

3.
Does the child have any sleeping difficulties (snoring, mouth breathing, apnea)?    
[image: image16] Yes     
[image: image17] No

4.      Does the child/adolescent have any history of physical or sexual abuse?  
[image: image18] Yes     
[image: image19] No 


If yes, please explain. ___________________________________________________________________________


_____________________________________________________________________________________________

5.     Indicate all medications your child has taken in the past for more than a month and the name of prescribing physician 
        (include dosage and reason it was taken): ______________________________________________________
_____________________________________________________________________________________________


_____________________________________________________________________________________________

6.
Indicate all medications your child is currently taking and name of the prescribing physician (include dosage and reason for taking): ______________________________________________________________________________


_____________________________________________________________________________________________

_____________________________________________________________________________________________

7.
Has your child had his/her vision examined? ______  Date: ____________  If so, by whom: ___________________


_____________________________________________________________________________________________


Results: ______________________________________________________________________________________

8.
Has your child had his/her hearing examined? ______  Date: __________________  Results: __________________


_____________________________________________________________________________________________

9.
Has your child had any other special medical tests (EEG, CAT Scan, MRI)? _____  Test: _____________________


Date:____________  Results:_____________________________________________________________________

10.
Have there been any previous psychological, psychiatric, or neurological evaluations?      
[image: image20] Yes     
[image: image21] No 

If yes, please list names, addresses and dates of contact.  Please attach any pertinent reports.


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________

Social-Emotional/Behavioral History:
1.
List your child’s personality characteristics, both positive and negative: ___________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________

2.
Note any particular behavioral concerns (i.e., eating habits, sleeping patterns, level of activity, sibling relationships, peer relationships, moodiness, attending/concentration difficulties, destructiveness, unusual habits, fears, tenseness, shyness, etc.):


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________

3.
Current discipline techniques:  ____________________________________________________________________


_____________________________________________________________________________________________

4.
Who disciplines?  ______________________________________________________________________________

5.
Do parents agree on how to discipline?                 
[image: image22] Yes         
[image: image23] No 


If no, what are the major areas of disagreement? ______________________________________________________


_____________________________________________________________________________________________

6.
How does your child respond to discipline? __________________________________________________________


_____________________________________________________________________________________________

School History:
1.
List previous schools attended with dates (include nursery and preschool):


_____________________________________________________________________________________________


_____________________________________________________________________________________________

2.
List current teachers and subjects taught:


_____________________________________________________________________________________________


_____________________________________________________________________________________________

3.
Permission to talk to teachers and other school personnel?    

[image: image24] Yes     
[image: image25] No      _____________ Please initial

4.
Describe any learning/behavioral/social difficulties at school:


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________

5.
Has your child received any special services in school (resource room, tutors, remedial reading, speech, special accommodations, etc.?)




[image: image26] Yes    
[image: image27] No       If yes, what? ______________________  Date begun: ____________  Describe services (how often seen, length of time, etc.): ___________________________________________________________________


_____________________________________________________________________________________________

6.
Has your child received any special services privately?   
[image: image28] Yes     
[image: image29] No


If yes,
What? ______________________  Date begun: ____________   Describe services (how often seen, length of time, etc.) ____________________________________________________________________________



____________________________________________________________________________________________

7.
Permission to talk with special services staff or professional:   
[image: image30] Yes     
[image: image31] No   _______ Please initial

8.
Has your child ever repeated a grade? 
[image: image32] Yes     
[image: image33] No     If so, when? _________________


What was the problem? _________________________________________________________________________


_____________________________________________________________________________________________

9.
List the grades from your child’s most recent report card or attach a copy: _________________________________


_____________________________________________________________________________________________


_____________________________________________________________________________________________

Describe free time/play/extracurricular activities.  Include preferences:  sports, hobbies, etc.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Please feel free to add any additional comments which you feel will be helpful on the back of this page.

If your son/daughter is being evaluated, do you want the report of findings to be sent to a physician, school or other child agency?     
[image: image34] Yes     
[image: image35] No       ________ Please initial

If so, to whom: _____________________________________________________________________________________

Address:
________________________________________________________________________________________




_________________________________________ ___________________________ ___________________



                                  (City)                                                       (State)                                   (Zip Code)

Payment is expected upon receipt of services.  During an evaluation, charges for the psychological report are separate from the other evaluation charges.  Reimbursement by insurance coverage is a negotiation between you and your insurance representative.

_________________________________________________________________________   _______________________

             (Parent(s) or Guardian(s) Signature)


(Date)
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