	Child Adolescent, Adult 
And Family Psychiatry 
	By Appointment

	J. Patrick Ware, M.D.

P.O. Box 871149

Stone Mountain, Georgia 30087
770-806-8323

Fax: 770-806-0658

Web site: www.atlantachildfamilypsychiatry
E-mail: DRJIMPAT@aol.com




Patient/Parent/Guardian Questionnaire

	Patient Information

	Patient Name:      
	Date:      

	Date Of Birth:      
	Age:    
	Sex:  FORMDROPDOWN 

	Social Security Number:    -  -    

	Occupation:      
	Education Years Completed:     

	Legal Custodian:      
	Relationship to Patient:      

	Questionnaire Informant:      
	Relationship to Patient:      

	Referral Source:      
	Phone: (   )    -    

	Has the child undergone prior evaluation(s) for academic or other development concerns?  FORMDROPDOWN 


	If yes, please provide names of examiners and dates of evaluation(s):

	Examiner:      
	Date of Examination:      

	Examiner:       
	Date of Examination:      

	Examiner:       
	Date of Examination:      

	Examiner:       
	Date of Examination:      

	Examiner:       
	Date of Examination:      

	Examiner:       
	Date of Examination:      

	At What Patient Age Did Anyone First Think There May Be Problems?   
	Who Thought So?      

	First Problems Noted:      

	Who Suggested This Evaluation?      

	For What Problems?      

	Please Describe/List The Current Problems And Questions      

	Current Living Situation 

	Household Composition

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Name:      
	Relationship:      
	Age:     

	Please describe in detail a typical school and weekend day from morning to bedtime

	School Day:      

	Weekend Day:       

	Family History

	Biological Parents

	Mother:      
	Age:   
	Marital Status:  FORMDROPDOWN 


	Last Year of Formal Education Completed:   
	Profession/Vocation:      

	Number of Children  (include ages):      

	Father:      
	Age:   
	Marital Status:  FORMDROPDOWN 


	Last Year of Formal Education Completed:   
	Profession/Vocation:      

	Number of Children  (include ages):      

	Date Of Marriage:      
	Date of Divorce:      

	Parental Remarriage Dates: Mother      
	Father:      

	Guardian/Stepparent:      
	Age:   
	Marital Status:  FORMDROPDOWN 


	Last Year of Formal Education Completed:   
	Profession/Vocation:      

	Number of Children  (include ages):      

	Family Medical and Behavioral History

	Please List Any Known Family History Of Emotional Problems (Include Family Members Relationship To Patient, Age, Nature Of Illness And Any Treatment Which Was Required):      

	Please List Any Known Family History Of Physical/Medical Problems (Include Family Members Relationship To Patient, Age, Nature Of Illness And Any Treatment Which Was Required):      

	Has Any Member Of The Family Ever Been Incarcerated?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	Please Indicate Which Family Member (Give The Nature, Reason For The Incarceration And Total Length Of Incarceration):      

	Please List Any Prior Medications This Patient Has Taken (Including Any Side Effects/Reactions):      

	Is This Patient Currently Under The Care Of A Pediatrician Or Family Physician?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If So, please provide the Physician’s Name:      
	Phone: (   )    -    

	Please List Any Medical Problems For Which This Patient Is Currently Being Treated:      

	Please List Any Prior Hospitalizations This Patient Has Required (Including The Nature Of The Problem And Age):      

	Please List Any Prior Surgery This Patient Has Required (Including The Type/Reason for Surgery And Age):      

	Please List Any Illnesses For Which Other Family Members Have Required (Include Family Member, Nature of Illness Type of Treatment And/Or Medication and Age):      

	Please List Any Hospitalizations For Which Other Family Members Are Currently Being Treated (Include Family Member, Nature of Illness and/or Surgery and Age):      

	Has Anyone In This Patient’s Family Ever Had (Please List Family Member and Age)

	Nerve Problems?      
	Seizures?      

	Thyroid Problems?      
	High Blood Pressure?      

	Diabetes?      
	High/Abnormal Cholesterol or Triglycerides?      

	Kidney Disease?      
	Asthma?      

	Allergy?      
	Heart Disease?      

	Birth Defects?      
	Cancer?      


	Patient Behavioral History

	Please Indicate By Description The Nature/Character/Quality Of The Following: 
	Sleep:      

	Appetite:      
	Moods:      
	Grades:      

	Peer Relationships:      
	Participation in Organized Peer Activities:      

	Weight Change?      
	Overall Physical Health:      

	Current Medications:      

	Past Medications:      

	Has This Patient Ever Required Ongoing Physician/Medical Followup?  FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No

	If So, Doctor’s Name/Diagnosis/Dates/Treatments:      

	Does This Patient Currently Or Has This Patient Ever Had Problems With Any Of The Following (Please Indicate Age Problem First Appeared And The Last Age The Problem Was Noted, e.g. Wetting: Age 4 years/7 years)

	Wetting:  FORMCHECKBOX 
 first appeared:   , last appeared:   
	Soiling:  FORMCHECKBOX 
 first appeared:   , last appeared:   

	Fireplay:  FORMCHECKBOX 
 first appeared:   , last appeared:   
	Self-Injurious Behavior:  FORMCHECKBOX 
 first appeared:   , 
last appeared:   

	Aggressive Behavior Toward Others/Self/Animals: 
 FORMCHECKBOX 
 first appeared:   , last appeared:   
	Mood Swings:  FORMCHECKBOX 
 first appeared:   , last appeared:   

	Head Banging:  FORMCHECKBOX 
 first appeared:   , last appeared:   
	Rocking:  FORMCHECKBOX 
 first appeared:   , last appeared:   

	Spinning:  FORMCHECKBOX 
 first appeared:   , last appeared:   
	Biting:  FORMCHECKBOX 
 first appeared:   , last appeared:   

	Unrealistic Fears:  FORMCHECKBOX 
 first appeared:   , 
last appeared:   
	Emotional Immaturity:  FORMCHECKBOX 
 first appeared:   , 
last appeared:   

	Does This Patient Ever Sleep With Other People?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

	If Yes, With Whom?      

	Any History Or Suspicion Of Any Type Of Abuse Or Neglect:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If Yes, Please Detail (Emotional/Physical/Sexual):      

	Prior Or Current Use Or Suspicion Of Use Of Alcohol, Drugs, Or Tobacco?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	If Yes, What Types And When:      

	Are There Times When This Patient Should Be Afraid Of Something And Is Not (heights/automobile traffic/strangers):      

	Were There Any Problems Of Any Type During The Pregnancy?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	If Yes, What Types And When?      

	Were There Any Problems With Labor And Delivery?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	If Yes, What Types?      

	Did This Patient Have Any Problems Immediately Following Birth?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	If Yes, What Types?     

	Length Of Pregnancy:      
	Delivery:  FORMDROPDOWN 



	
	If C-Section, what reason:      

	Birth Weight:      
	APGARS: 1 Minute:      
	5 minutes:      

	Infant Primary Caretaker:      

	Feeding: Breast/Bottle: (include duration of each)      

	During This Patient’s First 12 Months, Were There Any Problems With Sleeping?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	During This Patient’s First 12 Months, Were There Any Problems With Feeding?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	Did This Patient Cry To Be Held?  FORMDROPDOWN 


	Did This Patient Require Being Held In A Special Manner?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	If Yes, What Did/Did Not Work?     

	Please Describe This Patient’s Personality During The First 12 Months Mother/Other Observers-Please Identify By Whom):      

	Did This Patient Go Through A Period Early On When If You (Primary Caretaker) Were Holding The Patient, He/She Would Be Fine, However If You Would Hand The Patient To Anyone Else, He/She Would Become Fretful, Upset, And/Or Cry?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  

	If Yes at what age?      

	At What Age Did This Patient First Sit Alone?      
	Stand?      

	Did This Patient Go Through A Period Early On When You (Primary Caretaker) Noticed He/She Became Stubborn/Hard Headed/Negativistic/Or Oppositional?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 

	 If Yes, Please Give Age Of Onset/Resolution:      

	How Old Was This Patient When He/She First Spent Time Away From Home On A Regular Basis (E.G.: Daily/Weekly) With Someone That He/She Did Not Know?  (E.G.: Day Care/Nursery School/Preschool/Or Kindergarten)?      

	What Were The Descriptions (Adjectives Used) Of This Patient Given To You By These Child Care Workers?      

	Have You Or Anyone Expressed Concern That This Patient May Have Problems With Concentration?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 

	If Yes, Who?      

	Manner Of Relating To Family Members: Parents:      
	Brothers Or Sisters?      

	Any Prior Or Current Involvement With Juvenile Court?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	If Yes, List Ages(S)/Dates/What Court Action?      

	Is This Patient Currently Under Juvenile Court Probation/Supervision?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Dates/Length Of Probation?      
	Probation Officer’s Name/County of Court:      

	Probation Officer’s Contact Phone Number?: (   )   -    

	Parent/Guardian’s Estimate Of Patient’s Intellectual Ability?      

	What Percentage Of This Patient’s Intellectual Ability Is This Patient Using?

	Overall?      
	At School?      
	At Home?      

	At Play Or With Peers/Friends?      

	If This Patient Is Not Performing Up To Their Ability, What Does This Patient Need To Do To Improve?      

	Please List By Type And Date Any Unusual Life Stresses This Patient Has Experienced (e.g. Death of a Parent, Age 6):      

	What Are This Patient’s Favorite Games/Activities?      

	Does This Patient Have Problems With Any Of The Following? 
If Yes Please Add Comments at the End to Clarify, include Age and Details

	Self Esteem?                  
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Impulsive Behavior
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Sensitivity to Slights?     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Keeping/Making Friends
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Frustration Tolerance?   
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Restlessness/Difficulty Sitting Still? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Difficulty with Change?   
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Difficulty Completing Tasks?            
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Difficulty with Attention? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Difficulty with Concentration?            
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Breath Holding?             
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Thumb Sucking Or Other Immature Behaviors?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Known Or Suspected Sexual Acting Out?

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Masturbation/Inappropriate Sexual Behavior? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Behavior Problems?     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Repetitive Behaviors?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Learning Problems
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Difficulty Understanding The Difference Between Real And Pretend? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Unusual Or Excessive Interest In Fantasy/Pretend Ideas? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Difficulty Following Parental/Adult Requests? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Stealing? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Lying? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Preference For Younger Or Older Friends? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Difficulty In Making Or Keeping Friends? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Unusual Preoccupations? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	If Yes, Explain:      

	Absence Of Remorse After Wrong Doing?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Known Or Suspected Alcohol/Drug/Or Tobacco Use?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Speech Problems? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Repetitive Speech (Words, Phrases, And/Or Sounds)?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Unusual Use Of Words, Phrases, Or Sounds? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Letter Or Number Reversals?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Difficulty With Physical Coordination/Awkwardness? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Unusual/Advanced Abilities?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Difficulty Waiting His/Her Turn? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Disrupting Classroom Activities
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Difficulty Organizing Time/Tasks/Or Possessions? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Impulsive Behaviors?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Absence Of Concern For Consequences For Behaviors? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Absence Of Awareness For His/Her/Other’s Safety?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Destruction Of His/Her Or Other’s Property?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Does This Patient Ever Spend Time With People/Peers Not Approved By Parent/Guardian?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Does This Patient Ever Refuse To Cooperate With Parents/Adults? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Problems Skipping Class Or School?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Problems With School Suspension Or Expulsion? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Fighting?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Use of a Weapon? (If Yes, List Weapons in Additional Comment Section)
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Initiates Fights?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Difficulty Standing Up for Self?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Argues With Adults/Authority Figures?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Physical Aggression Toward Others/Adults?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Problems With Avoiding Or Manipulating Rules?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Problems With Awareness Or Regard For Other’s Feelings?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Blaming Of Others For His/Her Mistakes?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Unnecessary Worry About Parent/Others Safety Or Wellbeing?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Unusual Interest In Death Or Dying? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Statements About/Concerning Suicide? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Statements About/Concerning Homicide? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Refusal To Attend School?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Refusal To Go To Sleep Without Someone Nearby?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Refusal/Resistance In Spending A Night Away From Home?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Avoidance Of Being Alone?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Nightmares?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Unusual Interest In Parent/Adult Issues (E.G.Health, Or Marital Issues)?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Unusual Self-Consciousness?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Unusual Need For Reassurance?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Unusual Interest/Concern About: Patient’s Own Body Size?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Weight Gain/Loss?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Suspected/Known Binge Eating?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Self Induced Vomiting
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Prior Weight Change?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Patient’s Use Of Strict Dieting? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Patient’s Use Of Laxatives?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Patient’s Use Of Diuretics/Water Pills?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Failure To Gain Weight/Grow As Expected?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Unusual Concern About Being Male Or Female?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Expressed Desire To Be The Opposite Sex?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Observed Characteristics More Common To The Opposite Sex?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Wearing Of Clothing More Characteristic Of The Opposite Sex?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Pursuit Of Interests More Characteristic Of The Opposite Sex?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Presence Of Speech/Motor Or Other Tics?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Stuttering?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Rambling Or Incoherent Speech?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Problems With Memory?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Belief In Unrealistic Ideas?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Reports Of Seeing Or Hearing Imaginary Things?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Reports Of/Observations Of Depression Or Sadness?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Observed Or Reported Mood Swings?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Withdrawal Or Isolation From Other People?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Problems With Knowing His/Her Name?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Problems With Knowing His/Her Geographic Location?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Unrealistic Fears?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Problems Sharing?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Unusual Competitiveness?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Jealousy?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Fatigue?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Poor Self Esteem?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Feelings Of Worthlessness?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Poor Impulse Control?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Unusual Feelings Of Guilt?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Nervousness Or Anxiety?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Do Events Or Circumstances Seem To Markedly Alter This Patient’s Mood?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Periods Of Easy Irritability?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Recurrent Or Persistent Unusual Thoughts?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Falling/Staying Asleep?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Early Morning Awakening?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Resist Going to Bed?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Sleeping Alone?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Sleep Walked?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Had/has An Imaginary Friend?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Describes Unusual Experiences?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Does or Says Things Which The Parent Or Guardian Does Understand And/Or Does Not Make Sense?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Pretended To Be Imaginary Or Other People?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Exhibited Concern For His/Her Physical Attractiveness?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Attention Seeking Behaviors?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Exhibited Difficulty With Being Perfectionistic?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Unusual Interest Or Concern In Own Physical Wellbeing Or Safety 
(e.g. Fear Of Dying Or Getting An Incurable Illness?)
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Has This Patient Ever Described/Reported That Another Person Has Touched Them In Their Privates Or In A Way That Made Them Uncomfortable?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Thoughts Or Plans Of How He/She Might Try To Hurt Themselves Or Others?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Has This Patient Ever Attempted To Kill His/Her Self
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Treated For Venereal Disease?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	Ever Been Know Or Suspected To Participate In Prostitution?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	Does This Patient Resist Cooperation With Medication When Prescribed?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	
	

	Additional comments/elaborations on the above "yes" responses. Please be specific with events and ages.

	     

	Medical History

	Please List Any Current Medications This Patient Is Taking Including Dosage(S)      

	Has This Patient Ever Had (If Yes, Please Give Age)?

	Measles
	Age      
	Chicken Pox:
	Age      

	Polio:
	Age      
	Hepatitis:
	Age      

	High Fevers:
	Age      
	Whooping Cough:
	Age      

	Headaches:
	Age      
	Seizures:
	Age      

	Loss Of Consciousness:
	Age      
	Head Trauma:
	Age      

	Blurred Vision:
	Age      
	Birth Defect:
	Age      

	Meningitis:
	Age      
	Recurrent Ear Infections:
	Age      

	Ear Tubes:
	Age      
	Recurrent Sore Throats, Sinusitis, Respiratory Infections, Strep Throat, Bronchitis, Or Asthmatic Attacks?
	Age      

	Thyroid Problems?
	Age      
	Allergies?
	Age      

	Heart Murmur?
	Age      
	Other Heart Problems (Please Describe in Detail Below)
	Age      

	Recurrent Abdominal Pain?
	Age      
	Constipation?
	Age      

	Diarrhea?
	Age      
	Bloody Stools?
	Age      

	Vomiting?
	Age      
	Food Intolerance
	Age      

	Special Dietary Requirements?
	Age      
	Urinary Tract Infections?
	Age      

	Suspected/Known Sexual Activity?
	Age      
	Use Of Birth Control?  
	Age      

	Skin Problems?
	Age      
	Bleeding/Blood Problems?
	Age      

	Previous Fractures (Please Give Bone, Patient Age(s), and Type of Treatment Required:      

	Other?      
	Is this Patient Right/Left Handed?      

	Physical Complaints:      

	Hearing Problems:      

	Vision Problems :      

	When Was This Patient’s Last Physical Exam?      

	Name Of Physician?      
	Phone:      

	When Was This Patient’s Last Evaluation Of Hearing?      
	Vision?      

	Please List any Known Patient Allergies (including Medications)      

	Date/Type Of Patient’s Last Immunizations(S)      

	Are This Patient’s Immunizations Current? (Please Provide a Copy Of This Patient’s Immunization Record)      

	Puberty Onset Females: First Period: (Age)      
	Last Period? (Age)      

	Cyclic Length?      
	Regular?      

	Breast Enlargement? (Age)      
	Auxiliary Hair (Age)      

	Growth Spurt? (Age)      

	Puberty Onset Males: (Auxiliary Hair/Growth Spurt/Facial Hair)?      

	Additional Comments on Medical History to Clarify Above Statements:      

	Additional Comments

	Please List Any Concerns Not Addressed In This Questionnaire     

	Please List Discipline Techniques That “Work”      

	Please List Discipline Techniques That “Do Not Work”      

	This Questionnaire Was Completed By      

	Relationship To Patient      
	Date:      
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