REBECCA KING, Psy.D.

4 Chatsworth Avenue

Larchmont, New York 10538

Telephone 917.848.8436
PATIENT INFORMATION  (CHILD/ADOLESCENT):

Today’s Date: ___________________  
Child’s Name: ____________________________________

Parent #1 Name: __________________  Child refers to as:  __________
Occupation: _____________
Parent #2 Name:___________________
Child refers to as:  ___________Occupation: ______________
Who has legal custody (if applicable): ____________________________

Date of Birth:  ______________

Age:  _____________

Primary Address:  
__________________________________




               
 
__________________________________

Parent #1 
Cell Phone: ____________
Work Phone: __________ Email: _______________
Parent #2 
Cell Phone: ____________
Work Phone: __________ Email: _______________
Child
 
Cell Phone
__________________ email: ____________________

School/Preschool/Daycare Name: ​_____________________________________​​​​​​​​​______________________
Grade (if applicable): _______________________________________________________________________
School/Preschool/Daycare Address: _________________________________________________________
School/Preschool/Daycare Phone: ___________________________________________________________
Daycare/Preschool schedule: ________________________________________________________________
Does your child have an Individualized Education Plan (IEP)? Yes ☐ No ☐ 
If applicable, please specify classification, classroom type and accommodations:
__________________________________________________________________________________________________________________________________________________________________________________________


If not, does your child receive any special accommodations in school (e.g., 504)? Yes ☐ No ☐ 
If yes, please specify:

__________________________________________________________________________________________________________________________________________________________________________________________

Has it ever been recommended and/or has your child been held back a grade? Yes ☐ No ☐ 
If yes, please explain: 

__________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever been suspended or expelled from school? Yes ☐ No ☐ 
If yes, please explain: 

__________________________________________________________________________________________________________________________________________________________________________________________

Primary Care Physician:  __________________________

Phone: _______​​​​​​​________________

REASON FOR REFERRAL
Please describe your concerns that have led you to seek treatment for your child or adolescent.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________
Please check the issues or symptoms you are currently concerned about with respect to your child (check all that apply): 
	SAD/DEPRESSED MOOD

☐
	NIGHTMARES

☐
	SLEEP DISTURBANCES

☐


	HEARING VOICES/SOUNDS

☐
	seeing things otherS don’t see

☐
	INNAPROPRIATE SEXUAL BEHAVIOR

☐

	WITHDRAWN

☐
	IRRITABLE

☐
	WORRIES/ANXIETY

☐


	HYPERACTIVITY

☐
	SHYNESS

☐
	SOCIAL SKILLS

☐


	DECREASED/INCREASED APPETITE

☐
	RESTRICTIVE EATING/ BINGING OR PURGING

☐
	PHYSICAL AGRESSION/ FIGHTING

☐


	BEREAVEMENT

☐

	TRAUMA

☐

	BULLYING OR BULLIED

☐

	POOR ATTENTION/ CONCENTRATION

☐
	CONFLICTS IN FAMILY RELATIONSHIPS

☐
	DEFIANCE TOWARDS ADULTS

☐

	PARENTAL DIVORCE/ SEPARATION

☐
	ACADEMIC PERFORMANCE

☐
	poor family relationships

☐


	RUNNING AWAY

☐
	STEALING/LYING

☐
	ALCOHOL/DRUG USE

☐


	TANTRUMS

☐
	Poor peer relationships

☐ 
	WETTING/SOILING BED OR PANTS

☐

	LOW SELF-ESTEEM

☐

	EXCESSIVE CLINGING

☐

	SCHOOL ATTENDANCE

☐

	PHYSICAL DEVELOPMENTAL DELAYS

☐ 
	SELF-INJURIOUS BEHAVIOR (e.g. Cutting)

☐ 
	OTHER

☐



Please elaborate on the concerns circled above:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When did these issues begin?

__________________________________________________________________________________________________________________________________________________________________________________________

Did any specific event occur prior to them beginning (up to 1 year prior)? 

__________________________________________________________________________________________________________________________________________________________________________________________

What have you been told by other people? (e.g., Pediatricians, teachers, relatives, other evaluators)

__________________________________________________________________________________________________________________________________________________________________________________________

Who Does Your Child Remind You of and Why?

__________________________________________________________________________________________________________________________________________________________________________________________

What do you see as the root of your child’s difficulties?

__________________________________________________________________________________________________________________________________________________________________________________________

What are your goals for treatment?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PREVIOUS PSYCHOSOCIAL TREATMENT 

Is your child currently in treatment with another therapist? Yes ☐ No ☐
If yes, please provide your therapist’s name: ___________________________

Has your child ever been in outpatient therapy in the past? Yes ☐ No ☐
If yes, please provide the type, dates, names of previous therapists and reason for treatment?

Outpatient Psychotherapy

Dates

Therapist Name
Reasons for Treatment  

Individual ____________________________________________________________________________
         

family
_______________________________________________________________________________
          

group
_______________________________________________________________________________          

other
_______________________________________________________________________________
Is your child currently taking medication for a psychiatric problem? Yes ☐ No ☐
If yes, please list the name, address, and telephone number of the prescribing psychiatrist: 

_____________________________________________________________________________________________
Has your child ever taken medication for a psychiatric problem? Yes ☐ No ☐
If yes, please list the names, dosage, & start dates of each of the medications:

RX Name:

Dosage:
mg

Start Date:   /   /   
End Date:   /   /   

RX Name:

Dosage:
mg

Start Date:   /   /   
End Date:   /   /   

Has your child ever been hospitalized for a psychiatric problem? (Check one) Yes ☐ No ☐
If yes, please list the hospital, dates, reason for hospitalization and discharge plan:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

FAMILY INFORMATION

Status of Parental Relationship:   Single ☐   Married ☐   Cohabiting ☐   Separated ☐   Divorced ☐   Widowed ☐ 
If birth parents do not live together, what is the custody arrangement and schedule?

__________________________________________________________________________________________________________________________________________________________________________________________

Please list all individuals who are currently living in child’s primary residence:

Name


Relationship to Child


Age

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If applicable, please list all individuals who are currently living in child’s secondary residence: 

Name


Relationship to Child


Age

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is the sleeping arrangement in the home(s)?
__________________________________________________________________________________________________________________________________________________________________________________________

Have there been any deaths or separations from family members, caregivers or friends to whom patient was close or had frequent contact?      Yes ☐ No ☐ 

If yes, please explain (include dates, relationship to child): __________________________________________________________________________________________________________________________________________________________________________________________
Is there any known history of physical or sexual abuse?  If yes, please explain further, include age of abuse:  __________________________________________________________________________________________________________________________________________________________________________________________
ADOPTION HISTORY (Please skip section if not applicable.) 

What country was your child born in? __________________________________________

At what age was your child placed for adoption? __________________________________________

Where did your child live before he/she came to live with you (e.g., orphanage, biological parents, biological family members, foster care)? Please list placement and ages at which your child resides in each as well as the condition in each placement

Placement


Age Range

Condition

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your child know he/she is adopted? What does your child know about his/her biological parents and the circumstances for adoption? Yes ☐ No ☐

If yes, please describe:
__________________________________________________________________________________________________________________________________________________________________________________________

What information about his/her biological parents or the circumstances of his/her adoption have you kept from your child? 

__________________________________________________________________________________________________________________________________________________________________________________________

Was your child the victim of suspected or confirmed neglect, physical, sexual abuse? Yes ☐ No ☐ 

If yes, please describe: 

__________________________________________________________________________________________________________________________________________________________________________________________

Please describe the circumstances surrounding your (and your spouse/partner’s) decision to adopt a child: 

__________________________________________________________________________________________________________________________________________________________________________________________

Does your adopted child evidence any of the following behaviors? (Please check): 

RUNNING AWAY ☐ 

EXCESSIVE CLINGING ☐  
SEXUALIZED BEHAVIORS ☐  
AGGRESSIVE BEHAVIORS ☐ 
LYING OR STEALING ☐ 

DIFFICULTY WITH SLEEP OR BEDTIME ☐   
DIFFICULTY RELATING TO PEERS ☐   
PHYSICAL DEVELOPMENTAL DELAYS ☐    HEAD BANGING ☐  
EARLY HISTORY
Developmental History:  
At what age did you child achieve these developmental milestones?:
Sitting up: _________ 

Crawling:  _________


Walking:  _________

Grasping/Reaching for objects:  _________

Rolling over:  _________

Toilet Training:  Day ________
Night ________

Talking (a few single words):________  (2-3 word sentences):________


Has your child ever lost previously acquired skills?:

Other important information about your child’s development: 

__________________________________________________________________________________________________________________________________________________________________________________________
Pregnancy Delivery and Post-Partum Period

Were there any complications during pregnancy or delivery? Yes ☐ No ☐
If yes, Please explain?
__________________________________________________________________________________________________________________________________________________________________________________________

Child was born (circle):   

pre-term (by #_____days)     
 on time

post term (by #_____days)
Did your child stay in the NICU? (Check one) Yes ☐ No ☐
If yes, please describe the reason and NICU interventions. 

__________________________________________________________________________________________________________________________________________________________________________________________

Did you experience post-partum depression? Yes ☐ No ☐
If yes, please explain how you believe this may have impacted you and your interactions with your child.
__________________________________________________________________________________________________________________________________________________________________________________________

Infancy/Toddlerhood
Please describe your child’s Temperament as an infant and toddler (easy going/fussy, uncontrollable crying, tolerance for being held, handed off, etc.):
__________________________________________________________________________________________________________________________________________________________________________________________

Early Feeding History including reflux, difficulty swallowing, irregular patterns, non-nutritional substances) 
__________________________________________________________________________________________________________________________________________________________________________________________

What was your experience in feeding your child? __________________________________________________________________________________________________________________________________________________________________________________________

Early Sleeping history including the age at which child slept through the night, sleep patterns): 
__________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL-EMOTIONAL and REGULATORY HISTORY

Describe difficulties, concerns or peculiarities your child had/has with the following and at what age:

Food issues/Eating: _____________________________________________________________________________________________

_____________________________________________________________________________________________

Sleep issues/Sleeping: _____________________________________________________________________________________________

_____________________________________________________________________________________________

Hyperactivity: _____________________________________________________________________________________________

_____________________________________________________________________________________________

Paying attention/sustained attention: 

__________________________________________________________________________________________________________________________________________________________________________________________

Impulsivity: _____________________________________________________________________________________________

_____________________________________________________________________________________________

Toileting: _____________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Dressing: _____________________________________________________________________________________________

_____________________________________________________________________________________________

Soothability/Excessive crying: 

__________________________________________________________________________________________________________________________________________________________________________________________

Fears/Judgment of danger: ____________________________________________________________________________________________

_____________________________________________________________________________________________

Transitions/Change of Plans: 

__________________________________________________________________________________________________________________________________________________________________________________________

Separation from caregiver: (e.g., at pre-K, school, camp, play date, parents’ night out): 

__________________________________________________________________________________________________________________________________________________________________________________________

Stranger Anxiety: _____________________________________________________________________________________________

_____________________________________________________________________________________________

Sensitivities (e.g., sounds, taste/texture, touch, odors, pain, clothing, movement/positioning, sights, bathing): 

__________________________________________________________________________________________________________________________________________________________________________________________

Play skills (e.g., delay or absence of pretend play, rigid use or restricted range of play interests): _____________________________________________________________________________________________

_____________________________________________________________________________________________

Socializing/Relating to peers (e.g., avoidant, refusing to share or take turns, bossy): 

__________________________________________________________________________________________________________________________________________________________________________________________

PLAY/LEISURE
What does your child like to play with or do in his/her spare time?
__________________________________________________________________________________________________________________________________________________________________________________________

What does your child do well in/strengths?
__________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY

Please list your child’s history of major illnesses, injuries or hospitalizations

Dates




Reason for Hospitalization / Surgery

__________________________________________________________________________________________________________________________________________________________________________________________

Does you child suffer from allergies? Yes ☐ No ☐

If so, please describe if you child has ever had a reaction that required immediate medical attention?

__________________________________________________________________________________________________________________________________________________________________________________________

Current Medications:

__________________________________________________________________________________________________________________________________________________________________________________________

Family Medical History

Has anyone in the family been hospitalized for a medical reason? Yes ☐ No ☐
If so, please describe:

__________________________________________________________________________________________________________________________________________________________________________________________

Has anyone in the family had an illness, injury or condition that involved special care or accommodations? Yes ☐ No ☐
If so, please describe:

__________________________________________________________________________________________________________________________________________________________________________________________

FAMILY PSYCHIATRIC HISTORY 

Have any family members had emotional or psychiatric problems? (e.g. depression, anxiety, bipolar disorder, psychosis, eating disorders, suicide attempts, substance abuse, violence, criminality, attention disorders, etc.)?   Yes ☐ No ☐
If yes, please indicate who and what was the nature of their difficulties and whether medication was prescribed:

Relationship to child

Type of psychiatric problem



Medication

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has anyone in the child’s family ever been hospitalized for psychiatric reasons? 
 If so, please explain:

_____________________________________________________________________________________________

Is there a family history of domestic violence or physical or sexual abuse? Yes ☐ No ☐
If so, please describe:

__________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever witnessed domestic violence of any kind (e.g., verbal, physical, sexual)? 
Yes ☐ No ☐
If so, please describe

__________________________________________________________________________________________________________________________________________________________________________________________

PARENTING CHALLENGES 

Please check the issues you are currently having the hardest time dealing with in relation to your role as a parent:

	HELPING CHILD TRANSITION 
☐

	MAKING A ROUTINE
☐

	HAVING TIME TO MYSELF
☐


	ENFORCING RULES OR 
LIMITS 
☐

	COORDINATING WITH THE OTHER PARENT/CAREGIVER(S)
☐

	UNSURE HOW TO APPROACH A PARTICULSR TOPIC WITH MY CHILD

☐


	MANAGING TANTRUMS
☐

	SOOTHING MY CHILD
☐

	ASSISTING MY CHILD ACADEMICALLY 
☐


	DOUBTING MY ABILITIES AS A PARENT
☐

	FIGURING OUT WHAT MY CHILD IS FEELING AND THINKING
☐

	FEELING UNAPPRECIATED BY MY 
CHILD 
☐


	TIRED AND FRUSTRATED A 
LOT BY MY CHILD
☐

	NO TIME TO PLAY OR ENJOY TIME WITH MY CHILD 
☐

	FEELING LIKE I LOSE CONTROL IN FRONT OF MY CHILD 
☐


	AFRAID OF WHAT MY CHILD WILL DO OR SAY 
☐

	PROFESSIONAL OR PERSONAL ISSUES INTERFERRING
☐

	MY MOOD/ANXIETY 
INTERFERRING 
☐


	PREOCCUPATION WITH MY OWN EXPERIENCES AS A CHILD 
☐

	MANAGING MY CHILD AND HIS/HER SIBLING(S)
☐

	HELPING CHILD ADJUST TO DIVORCE, SEPARATIONS, LOSSES 
☐


	PREOCCUPIED WITH PAST 
TRAUMA 
☐

	ME (and the other parent) RESPONDING CONSISTENTLY TO MY CHILD
☐
	FEELINGS OF RESENTMENT TOWARD MY CHILD 
☐



Please elaborate on the reasons circled above and/ or identify and elaborate on additional issues not mentioned: 

__________________________________________________________________________________________________________________________________________________________________________________________

When did these difficulties begin? Did any specific event occur within 1 year prior to them beginning? 

__________________________________________________________________________________________________________________________________________________________________________________________

Please describe any other issues, questions, or concerns you have about your child. 

__________________________________________________________________________________________________________________________________________________________________________________________
TIMELINE

Name of client:   __________________

Today’s date: ______________

Directions: Please fill in this timeline for your child/ yourself/ your family, indicating important information, events, and the age that your child/ you were when they occurred.  Examples of important events are: births, deaths, moves, onset of symptoms, previous psychotherapies, medications beginning/ending, hospitalizations, school or work changes, break ups, psychological evaluations, traumatic events, or any other information that you feel is important.  You can write the ages on the dotted line (e.g.  ….----13----14----15----16…….).  

Birth---------------------------------------------------------------------------------------------------------------------------------------------------------Current Age___
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Rebecca King, Psy.D. 


