Mary Alexander Counseling, LLC

Parent/Legal Guardian Questionnaire (Client ages 17 and under)

To be completed by the parent or legal guardian requesting services for a minor.

This, as well as other communications with your therapist, will be kept confidential to the full extent of Georgia law.

Identifying Information:




Date:_____________________

Name of Child:_____________________________________DOB:_____________Age:_______

Home Address:__________________________________________________________________

City, State, Zip

Home Phone:_____________________Mother’s Work Phone:___________________________

Father’s Work Phone:__________________________     Can you be contacted at work?  Y * N

Mother’s Employer:___________________________Occupation:_________________________

Father’s Employer:____________________________Occupation:_________________________

If Divorced, for how long:_____________

Legal Guardian:____________________________________Relationship:__________________

Referred by:____________________________________________________________________

Address, if known:_______________________________________________________________

May we mail a thank you letter to your referral source? _____________

Billing Information:  

Party Responsible for Payment:____________________________Relation to Child:__________

Insurance Information:

PRIMARY

SECONDARY

Insurance Company

_____________________ _______________________

Policy Holder’s Name

_____________________ _______________________

ID Number


_____________________ _______________________

Employer


_____________________ _______________________

Group Number or Name
_____________________ _______________________

Family Information:
   Name



Age

Living with You?


Siblings 
__________________________________________________Y or N________



__________________________________________________Y or N________




__________________________________________________Y or N________



__________________________________________________Y or N________

Parents
             __________________________________________________Y or N________

__________________________________________________Y or N________

Other Family
__________________________________________________Y or N________




__________________________________________________Y or N________



__________________________________________________Y or N________



__________________________________________________Y or N________

Others living in home:___________________________________________________________

Religious affiliation:_________________________________Active________Inactive_________

How significant is religion to your child’s everyday life? ________________________________

______________________________________________________________________________

Medical History:

List sicknesses, operations and injuries.  Indicate age when occurred and describe how severe.

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Describe any physical problems your child or members of your household have which require medication or physical care:_______________________________________________________

__________________________________________________________________________________________________________________________________________________________

List any medications your child takes – prescription or over the counter:____________________

_____________________________________________________________________________

Does your child have any allergies or adverse reactions to medication?_____________________

_____________________________________________________________________________

Primary Physician or other health care provider:_______________________________________

Office address and telephone:_____________________________________________________

· Academic/School Information

Name of School:_____________________________________________________________Grade:____

Has child ever repeated a grade?_______If so, when?___________________________________

How does the child get along at school?_______________________________________________________________________
_____________________________________________________________________________

Describe difficulties in learning at school:____________________________________________

____________________________________________________________________________

Have other family members had learning difficulties?___________________________________

_____________________________________________________________________________

Problem Areas:  In the following list, place a check mark next to each item which identifies an area of concern to you.  Place two checks by those items which are most important.

_____Anger/Temper




_____Sexual Concerns

_____Depression




_____Thoughts of Suicide

_____Educational/School Work



_____Unhappy most of the time

_____Family Problems/Fighting with siblings

_____Use of Alcohol

_____Fearfulness/Phobias



_____Use of Drugs

_____Insecure/Timid/Lack of Self Confidence

_____Work

_____Marital Problems/Conflicts between parents,
_____Worry

          Divorce





_____Physical Problems

_____Problems with accepting discipline

_____Traumatic Stress

_____Problems in relationships with other children
_____Stress

_____Religious/Spiritual Concerns

_____Other (Specify)_________________________________________________________________________________________________________________________________________________


Why did you decide to seek counseling for your child at this time?_________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

What do you think therapy is all about?______________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

How long do you expect your therapy to last?_________________________________________

_____________________________________________________________________________

Have your child ever received counseling before?  If so, when, why, and with whom? _________

_____________________________________________________________________________

_____________________________________________________________________________

What goals do you hope for your child to accomplish by participating in therapy?_____________

_____________________________________________________________________________

_____________________________________________________________________________

In the past, has your child ever been the victim of or witnessed any type of traumatic event or incident?  If yes, please explain:____________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Is there anything else which you believe or feel might be important for your counselor to know about your child?________________________________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________

Describe any method of discipline used and how the child reacts to such discipline:___________

_____________________________________________________________________________

_____________________________________________________________________________

Authorization for treatment:

I declare that I am the custodial parent or legal guardian of the child described in this document and that I have the legal authority to bring him or her for treatment.

I authorize treatment to be administered by Mary Alexander Counseling LLC.

Parent/Legal Guardian Signature:_________________________________Date:___________
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