
Ruth Graham, MA LMHC 
Child, Adolescent, Adult & Family Therapist 

DBA Hope Counseling Centers 

Identifying Information 

Today’s Date: _________________ 
Name of child _____________________________________________________________________ Age ____________ Date of Birth _____________________  
Race: ____________ Religion___________, Sex:_____ Present Address: _____________________________________________________________________ 
City: _____________________ State: _____ Zip: ____________ Home phone: ___________________________ Other phone: _______________________ 
SSN: ________________________________ Email Address: __________________________________ Preferred Contact Method: __________________ 
Okay to Leave Voicemail:  Y   N  Okay to Email:  Y   N   Okay to identify as Mental Health Provider:  Y   N 
Name of person completing form (if different than child): ________________________________________ Relation: _______________________ 
Who referred child to Hope Counseling Centers: _____________________________________________________________________________________  
Who has current legal custody of child? (Please attach a copy of the current parenting plan) 
____________________________________________________________________________________________________________________________________________  
Is there now, or has there been in the last 5 years, an Order For Protection or Restraining Order in place from any state on 
a member of this household? No ____, Yes ____ (please explain) _____________________________________________________________________ 
____________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________ 
Is there any current or pending legal actions against any member of the household (including the child)?  
No ____, Yes ____ (please explain) _______________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________  
Has there been mental health services involved with child before? No ____, Yes ____ (please explain) ___________________________ 
____________________________________________________________________________________________________________________________________________ 
Is the County Social Services involved with this child or family? No ____, Yes ____ (how?) 
____________________________________________________________________________________________________________________________________________  

Family History 
Parents 
Parents are / were married ____ years. 
Are parents divorced?  ____Yes  ____No  If yes, how old was the child at time of divorce: __________ 
Is there any significant information about the parents’ relationship or treatment towards the child which might be 
beneficial in counseling: ____Yes  ____No If yes, explain: ______________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________ 
Client’s Mother (Step-mother) 
Name: ________________________________________________________  Age: ___________  Phone: _________________________________ 
___Natural parent   ___Step-parent   ___Adoptive parent   ___Foster parent     Other: _______________________________ 
Is there anything unusual or stressful about the child’s relationship with the mother? ____Yes  ____No 
If yes, explain: ___________________________________________________________________________________________________________________________ 
Client’s Father (Step-father) 
Name: ________________________________________________________  Age: ___________  Phone: _________________________________  
___Natural parent   ___Step-parent   ___Adoptive parent   ___Foster parent     Other: ________________________________ 
Is there anything unusual or stressful about the child’s relationship with the father? ____Yes  ____No 
If yes, explain: ___________________________________________________________________________________________________________________________ 
Siblings and Others in Household 
Names     Age   Gender        Lives            Quality of Relationship w/ Client 

M     F Home   Away  Poor      Average     Good 
____________________________________________ ____ ___   ___ ____    ____ _____          _____          _____ 
____________________________________________ ____ ___   ___ ____    ____ _____          _____          _____ 
____________________________________________ ____ ___   ___ ____    ____ _____          _____          _____ 
____________________________________________ ____ ___   ___ ____    ____ _____          _____          _____ 
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Others in child’s life 
Age   Gender      Lives          Relationship         Quality of Relation w/ Client 

M     F   Home  Away        to child Poor      Average  Good 
____________________________________________ ____ ___   ___ ____    ____ ______________ _____      _____      _____ 
____________________________________________ ____ ___   ___ ____    ____ ______________ _____      _____      _____ 
____________________________________________ ____ ___   ___ ____    ____ ______________ _____      _____      _____ 

Medical Information 

Child’s Physician’s Name and/or Clinic: _____________________________________________________________________ Phone ______________________ 
Are there any physical or medical problems I should be aware of? No ____, Yes ____ (please explain) ________________________________ 
_________________________________________________________________________________________________________________________________________________
Is the child currently taking any medication? No ___, Yes ____(please state the medication and dosage) _____________________________ 
_________________________________________________________________________________________________________________________________________________
Has there been any history of head trauma, seizures or loss of consciousness? No_____, Yes_____ (please explain) __________________ 
_________________________________________________________________________________________________________________________________________________ 

Developmental / Social 
Pregnancy, Labor and Delivery  
Duration of Pregnancy __________________  
Did the mother smoke during this time? No ____, Yes _____ (if yes, how much per day?)________________________________________________ 
Was there any drinking or drug use by mother during this time? No ____, Yes ____ (please describe fully)___________________________ 
_________________________________________________________________________________________________________________________________________________ 
Were there any complications during pregnancy (i.e., illness, injuries, hospitalization, etc.)? No _____, Yes _____ (please describe) 
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________
Any complications during labor/delivery (i.e., premature, lack of oxygen, injuries to mother or child, incubator care, infections, 
etc.?) No ____, Yes ____ (please explain) _____________________________________________________________________________________________________ 
Infancy – Toddler Period (Birth to 2 years of age)  
Primary caregiver(s) during this time: _____________________________________________________________________________________________________ 
Any changes in, or separations from, primary caregivers lasting more than 2 weeks? No____, Yes ____ (please explain) ____________ 
_________________________________________________________________________________________________________________________________________________
Were there any physical or emotional difficulties for either the child or the primary caregivers during this time? No___, Yes ___ 
(please explain)_______________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________
Early Childhood (3 to 5 years of age)  
Primary Caregiver(s) during this time: _____________________________________________________________________________________________________ 
Were there any physical or emotional difficulties for either the child or the primary caregivers during this time? No ___, Yes ___ 
(please explain) ______________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________
Any changes in, or separations from, primary caregivers lasting more than 2 weeks? No____, Yes ____ (please explain) ____________ 
_________________________________________________________________________________________________________________________________________________
Were there any physical or emotional difficulties for either the child or the primary caregivers during this time? No___, Yes ___ 
(please explain) ______________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
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Please rate your opinion of the child’s development (compared to others the same age) in the following areas:  

 Below Average  Average  Above Average  

Social     

Physical     

Language     

Intellectual     

Emotional     

For each type of development that you rated above as below average, please describe current areas of concern. Be specific. 
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
 
List your child’s three greatest strengths: 
1. _______________________________________________________________________________________ 
2. _______________________________________________________________________________________ 
3. _______________________________________________________________________________________ 
List your child’s three greatest weaknesses or needed areas of improvement: 
1. _______________________________________________________________________________________ 
2. _______________________________________________________________________________________ 
3. _______________________________________________________________________________________ 
List your child’s main difficulties in school: 
1. _______________________________________________________________________________________ 
2. _______________________________________________________________________________________ 
3. _______________________________________________________________________________________ 
List your child’s three main difficulties at home: 
1. _______________________________________________________________________________________ 
2. _______________________________________________________________________________________ 
3. _______________________________________________________________________________________ 
Briefly describe the child’s friendships: ____________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
Briefly describe the child’s hobbies or interests: __________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
What report card grades does the child usually receive? ______________ 
Have these changed lately?  ____Yes  ____No   If yes, how: _________________________________________________________________________________ 
Briefly describe the child’s way of expressing the following emotions or behaviors: 
1. Anger: ______________________________________________________________________________________________________________________________________  
2. Happiness: _________________________________________________________________________________________________________________________________ 
3. Sadness: ____________________________________________________________________________________________________________________________________ 
4. Anxiety: ____________________________________________________________________________________________________________________________________ 
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Current School Information 
Present school and grade: ______________________________________________________________ Class placement: _____ Mainstream; _____ 
Special Class (where) ________________________________ Teacher or Advisors’ name: ____________________________________ IEP in place? 
No____, Yes ____ Please rate the child in school on the following:  

 Very Poor  Poor  Average  Good  Very Good  

Writing Skills       

Arithmetic Skills       

Reading Skills       

Attendance       

Behavior Management       

Work Completion       

Social Interaction       
 

Counseling Goals 
 
Briefly describe your present concerns:___________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________ 
 
What goals or changes would you like to see your child work towards in their counseling experience? 
1. _______________________________________________________________________________________________________________________________________________ 
2. _______________________________________________________________________________________________________________________________________________ 
3. _______________________________________________________________________________________________________________________________________________ 
4. _______________________________________________________________________________________________________________________________________________ 
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