
FLORIDA PSYCHOLOGICAL SPECIALISTS, LLC 

CHILD/ADOLESCENT HISTORY FORM

Please complete the following information to assist the psychologist in better understanding your child’s concerns and needs.  Information will remain confidential and will not be shared with third parties without your authorization except in situations when disclosure is mandated by law.

Child’s Full Name:  _______________________       Nickname: _______________

Date of Birth: ____________________________
Age: _____________

Person Completing Form: __________________________   Date:  ________________

Relationship to Child/Adolescent: ___________________________________________

Please List Your Primary Concerns with this Child/Adolescent:  _____________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you hear about Florida Psychological Specialists?  ________________________________________________________________________

DEVELOPMENTAL AND MEDICAL HISTORY

Was the child the result of a full-term pregnancy?  Y   N
If Preterm, by how many weeks?  _____________________________________________


During the Pregnancy, Did the Mother Use the Following (please circle all that apply):

Alcohol     Tobacco
Other Drugs (please specify): _______________   None _____

Did the Child Experience any Medical Problems at birth?  

Y    
N   

If Yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does or Did the Child experience any delay or concern in any of the following areas?:

Gross Motor Skills (crawling, walking independently, balance, coordination)
Y
N

Fine Motor Skills (pencil/paper coordination, tying shoes, cutting with scissors) Y        N

Expressive Language (using single words, phrases, sentences, articulation) 
 Y 
N

Receptive Language (understanding others’ language and communication)
 Y        N

Social Skills/Interaction (quality of interactions, interest in interacting, etc.)      Y
N

Sensory/Environmental Sensitivities (to sounds, textures, temperatures, etc) Y
N

Intense Preoccupation with Unusual Objects (such as lights, fans, motors, etc) 
  Y
N

If “Yes
“ to any of the above, please specify:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who is the child’s primary medical provider/health care organization? ___________________________________________________________________    

Date of Most Recent Visit  _____________________________________________

Any Specialist Involvement? (please specify providers and dates of most recent visits) 

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the child have any medical concerns?  

Y     
N

If “Yes”, please specify _________________________________________________

When was the child’s most recent hearing and vision testing?  ___________________

Are there any identified vision or hearing problems?

Y          N

If “Yes”, please specify __________________________________________________ 

Does the child have any allergies?    


Y     
N

If “Yes”, please specify ___________________________________________

Please list all currently prescribed medications and over-the-counter medications and supplements

     Medication/Supplement

       Dosage

Length of Time Taken

1.  __________________________ 
    __________
____________________

2.  __________________________
    ___________
____________________

3.  __________________________
    ___________
____________________

4.  __________________________
    ___________
____________________

Additional Medication History and Related information:    ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has the Child ever received Mental Health Counseling or Psychological or Psychiatric Services?   Y    N    If yes, please specify providers, diagnoses made, and dates of service: _________________________________________________________________ ________________________________________________________________________________________________________________________________________________

FAMILY HISTORY

Please List All Individuals Currently Residing Within the Child’s Home:

Name



Relationship to Child



Age

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

4. __________________________________________________________________

5. __________________________________________________________________

6. __________________________________________________________________

Please List Immediate Family Members Currently Residing Outside the Child’s Home:  


Name



Relationship to Child



Age

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

4. __________________________________________________________________

What are the parent/guardian occupations?   ________________________________________________________________________________________________________________________________________________

Are the Child’s Parents/Guardians Married?    Y      N

If the Child’s Parents are separated or divorced, for how long, and how old was the child at the time of the separation?    ______________________________________________

What is the placement/custody arrangement?   ____________________________

Has the Child Ever Required Foster Care Placement?  Y    N

If “Yes”, at what age(s) did this occur and for how long?   _________________________

Is the Child/Adolescent Adopted?   Y      N

If “Yes”, at what age was the child adopted? _______________________________

If “Yes”, is the child aware that he/she is adopted?    Y          N

Is there a Familial History of any of the Following Concerns with any biologic relatives (please include immediate family members and extended relatives)?








Relationship to Child/Adolescent

Autism Spectrum/

Pervasive Developmental Disorder 
Y
N
____________________________

Depression



Y
N     _____________________________

Bipolar Disorder/Manic-Depression
Y
N     _____________________________

Anxiety Disorder


Y
N     _____________________________

Obsessive-Compulsive Disorder 
Y
N     _____________________________
    

ADD/ADHD



Y
N     _____________________________

Psychotic Disorder or Schizophrenia
Y
N     _____________________________

Alcoholism



Y
N     _____________________________

Drug Abuse/Dependence

Y
N     _____________________________

Legal Problems


Y      N     _____________________________

Other (please specify)


Y 
N     _____________________________

SCHOOL HISTORY

Did/Does the Child attend any of the following (please circle all that apply)? 

Day Care

Preschool

Voluntary Pre-Kindergarten

Name of Day Care/Preschool and Dates: 
___________________________________

If the child is currently school-aged, what grade is he/she in (if during the summer, please indicate the next grade if the child is expected to advance)     _____________________

Name of School _______________________    Homeroom Teacher _______________

Please circle one:  Are the Child/Adolescent’s Grades typically  

Average        
Above Average

Below Average

Are you concerned about or has the child’s teacher expressed concern about any of the following at school (please circle all that apply):


Social Functioning


Learning


Attention


Organization

Behavior/Conduct

Does your Child have a history of Birth to Three or Early Steps Involvement?  Y   N

If Yes, please specify:  ____________________________________________________

Has your Child received any of the Following Specialized Services (circle all that apply)



Physical Therapy
Occupational Therapy

Speech and Language

If so, Please Specify providers and dates:  _______________________________

__________________________________________________________________

Does the Child receive Special Education Services?      Y

N

Has He/She Ever Been Evaluated by a School Psychologist:   
Y     
N 


If Yes, please List Provider and Dates:  _________________________________

ADDITIONAL SOCIAL HISTORY

Has the Child/Adolescent experienced any of the Following 
Y
N

If “Yes”, please circle all that apply:   


Observing Chronic Parental Conflict


Observing Domestic Violence between Parents/Guardians


Emotional Abuse


Physical Abuse


Sexual Abuse


Please Specify:  ____________________________________________________




_____________________________________________________

If there is a history of Abuse, was the Abuse Reported to Authorities?   Y

N


Please Provide Dates and Authorities Involved:  ______________________________________________________________________

Are there any concerns that the child/adolescent has engaged in alcohol or other drug use?   
Y
N
If so, please specify substances, suspected use frequency, suspected dates of use:   ________________________________________________________________________________________________________________________________________________

Are you happy with your child/adolescent’s choice of friends/peer group?     Y
N

Do you believe the friends/peer group to be a positive, neutral, or negative influence on your child?   ___________________________________________________________

Has the child/adolescent had any legal problems?
Y
N      If so, please specify charges, authorities involved, and dates:   ________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Please List Three of this Child/Adolescent’s Strengths:

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

Please List Three of this Child/Adolescent’s Weaknesses:

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

Please list some of your primary short and long-term goals for this child/adolescent:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any additional information you think it is important for us to know about this child/adolescent:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

