Pediatric Counseling Services

Adolescent Parent Questionnaire (ages 11+)
*Please complete this form and bring it to your appointment or fax it to us at 412-388-1880. This information can be valuable in providing information about your child’s history.

Person completing form: __________________________________________ Date: _________________

Child’s Name: _________________________________ Birth date __________​​​___​​​​​​__  Age ____________

Male/Female 
  
Biological 
Adopted
Foster Care
  Other ____________________

Parents/Legal Guardians: _________________________________________ Phone _________________

Address: _____________________________________________________________________________
Parents’ Marital Status: 
       Married/Committed 
   Single
             Separated/Divorce   

Custody Arrangement ___________________________________________________________________
Are there any pending custody disputes? ___________________________________________________

_____________________________________________________________________________________
Mother’s Occupation: ________________________________ Highest Level Education_______________
Father’s Occupation: _________________________________ Highest Level Education_______________
List all who live in household with child, age & relationship: _____________________________________________________________________________________  
_____________________________________________________________________________________
Pediatrician: ___________________________ Phone: ________________ Location: ________________
Was the child adopted?    Yes   No   
If yes, at what age: ____________________________________

Did the mother experience any significant problems during pregnancy or delivery? _________________
_____________________________________________________________________________________
Do you have any previous or current developmental concerns for your child (speech, coordination, learning, etc)?____________________________________​​​​​​​​​​​​​​​​​​​_____________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Does your child have any history of chronic medical issues (asthma, seizures, diabetes, etc)?
_____________________________________________________________________________________

_____________________________________________________________________________________
Medications/Supplements: ___ _________Dosage________________Prescribing Physician____
______________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
Education/Intervention History

Current School: _________________________________________________   Grade Level ___________

Does your child receive any current educational services? (learning support, speech, OT, PT, tutoring): _____________________________________________________________________________________
_____________________________________________________________________________________

Please describe any current concerns or difficulties in the school setting: __________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Intervention/Previous Services   Referred for counseling by: _____________​______________________
What concerns you the most right now for your child/reasons for seeking counseling? _______________
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
Previous Counseling or Psychiatric Services? (Outpatient counseling, Medication, Wraparound services, etc): _________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
How does your child feel about coming to counseling? Do they express motivation or a desire to talk to someone? _____________________________________________________________________________________

_____________________________________________________________________________________

To whom, if anyone, do you feel your child opens up to or confides in the most? ___________________
_____________________________________________________________________________________
What do you consider your child’s strengths or activities they are successful at? ____________________

_____________________________________________________________________________________

Do you have any specific concerns about how your child uses the internet, social media, texting, cell phone and how it is affecting them? _____________________________________________

______________________________________________________________________________

Please list any recent family stress (Marital issues, family moves, financial stress, illnesses): ___________

_____________________________________________________________________________________
_____________________________________________________________________________________
Please list or describe any history of trauma for your child: _____________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
Please list any concerns of dangerous behaviors for your child, if applicable. (Drug/alcohol use, cutting, risk taking behaviors, suicide attempts): __________________________________​__________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Family History  *Please indicate any family history for blood relatives:
	
	Siblings
	Mother’s Family
	Father’s Family

	Birth defects/Genetic disorders
	
	
	

	Developmental delays
	
	
	

	Autism/PDD/Asperger’s
	
	
	

	Learning disabilities
	
	
	

	Seizures/Neurological issues
	
	
	

	Tic Disorders/ Tourette’s syndrome
	
	
	

	ADHD/ADD Hyperactivity
	
	
	

	Depression
	
	
	

	Anxiety/OCD
	
	
	

	Bipolar Disorder/

Schizophrenia
	
	
	

	Alcohol or Drug Abuse
	
	
	

	Eating Disorders
	
	
	

	Self-harm behaviors
	
	
	

	Suicide/Attempts
	
	
	


Concerns You Notice Regarding Your Child
**Please indicate a 1 = Mild,  2 = Moderate, 3 = Severe Concerns
	Attention Weaknesses
	
	Irritability
	

	Hyperactivity
	
	Argumentative
	

	Disorganization
	
	Frequent Anger
	

	Impulsivity
	
	Sleep Difficulties
	

	Sadness
	
	Increased Physical Complaints
	

	Emotional Sensitivity
	
	Weight Loss/Weight Gain
	

	Grief/Loss
	
	Loss of Appetite
	

	Hopelessness
	
	Binging/Purging
	

	Mood Swings
	
	Excessive Exercise
	

	Low Self Esteem/Self Worth
	
	Bullied by Others
	

	Low Energy
	
	Withdrawn/Isolative Behavior
	

	Lack of Enjoyment/Apathy
	
	Tics/Involuntary Movements/ Noises
	

	Excessive Worry
	
	Nervous Habits (Picking, Nail Biting, etc)
	

	Phobias/Fears
	
	Elevated Mood/Manic Behavior
	

	Obsessive Thoughts
	
	Hallucinations
	

	Compulsive Behaviors
	
	Paranoid Thoughts
	

	Panic Attacks
	
	Trauma/Flashbacks
	

	Social Anxiety
	
	Self-Harm (Cutting, etc)
	

	Loneliness
	
	Alcohol Use
	

	Difficulty getting along with peers
	
	Drug Use
	

	Difficulty getting along with family
	
	Suicidal Thoughts
	

	Difficulty reading social cues
	
	Suicidal Behavior/Attempts
	

	Defiance with Parents
	
	Gender/Sexual Identity Issues
	

	Defiance with Teachers
	
	Sexual Behavior/Concerns
	

	Breaking Rules
	
	Body Image Issue/Concerns
	


**Be assured, you will have an opportunity to explain any concerns further in person.
