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Social and Developmental History

INTAKE QUESTIONNAIRE

Family Data:

Child’s Name 
 
Age 
 
Gender 
 Date of Birth

Address 
 
Telephone 

School 
 Grade 
 Teacher 

Mother’s Name 

Education 
 Occupation 

Address 
 Phone 

Father’s Name 

Education 
 Occupation 

Address 
 Phone 

Stepparent’s Name 

Education 
 Occupation 

Address 
 Phone 

Marital Status of Parents:  __ married
__divorced
__separated
__other:  

If parents are separated or divorced,    date/age this occurred:  

Legal Status (circle one)   01  Biological parents   02 Maternal   03  Paternal   04  Ward of Court   05  Ward of DMH   06  Ward of DPW   07  Nursing Home   08  Foster   09  Other                                                      

   10  Adoptive Parents

Ethnic Background (circle one)   A  American Indian   B  Asian or Pacific Islander  C  Hispanic   D  Black  American   E  Caucasian   F  Multi-racial    

Who has legal custody of child?  __Mother   __Father  __Joint   __Other 


With whom does child mostly live:  

Have parental rights of either parent been terminated?    _____ Yes   _____No.    If yes, which parent? 

If separated/divorced, how often does child see other parent?

___ Regular, weekly contacts
___ Infrequent contact
___ No contact

List of siblings (not all may be in home) and others living in household:


Name
Sex
Relationship to child
FAMILY MEDICAL HISTORY

Please check any illnesses that have occurred in the immediate family.


Condition
Family Member
Condition
Family Member
___
Alcoholism


___
Diabetes



___
Depression


___
Seizures



___
A.D.D.


___
Heart Disease



___
Suicide Attempt


___
Other



Is there a history of learning (reading/spelling/math) problems within the family?   _____Yes   _____No

If yes, explain: 


Are there psychiatric/psychological problems in family?   _____Yes   _____No    If yes, explain 


DEVELOPMENTAL HISTORY

Birth History:

Mother’s age at time of pregnancy: _____
Under Doctor’s care?   _____Yes   _____No

Length of pregnancy:
_____ 9 months
_____ Premature
_____ weeks early


_____ Past due date
_____ days/weeks late

Were there any complications during this pregnancy:


_____ Anemia
_____ Measles
_____ Threatened miscarriage


_____ Toxemia
_____ High blood pressure
_____ Bed rest required


_____ Bleeding
_____ Abnormal weight gain/loss
_____ Unusual stress


_____ Premature Labor 
_____ Other 

During pregnancy did mother:
_____ Smoke
_____
Use alcohol   



_____ Take a prescribed medication
_____
Use nonprescription drugs


(Name 
)
(Name 

)

Length of labor 

Were there any complications during labor:          _____ Forceps used


_____ breech
_____ Cesarean section
_____ labor induced


_____ cord involvement


_____ other 

Any complications at delivery:


_____ Jaundiced 



_____ Respiratory problems


_____ Oxygen required
_____ Incubator:  How long? 



_____ APGAR Score (if known) _____ _____Blue


_____ Other 

Developmental History:  (As best you can remember)

Birth Information:

(  ) was born with no apparent complication

(  ) was born prematurely

(  ) weighed less than 5 ½ pounds at birth

(  ) spent time in a neonatal intensive care unit

(  ) required assistance with breathing

(  ) was born post-maturely

(  ) other birth information:

Milestones:  (list approximate age of child if possible)
Speech and Language
Average
Fast
Delayed

Motor Development    (sitting, crawling, walking)
Average
Fast
Delayed

Self Help Skills (dressing, feeding, toileting)
Average
Fast
Delayed

Were there any skills that you or your doctor felt problematic or slower than expected? 


As an infant:

Were there any feeding problems?   __Yes  __No  :

Were there any sleeping problems?  __Yes  __No  : 

Was the child unusually  ____quiet or ____ unusually active?

Was it easy to establish a routine with the child?  __Yes  __No

Did the child like being held?  __Yes  __No

Medical History:

Hearing:

Ear infections?
_____ Yes
_____ No
If yes, how often? 

Have tubes been inserted?
_____ right ear
_____ left ear
_____ both

Age (most recent) _____
If more than once, previous ages:  

Are tubes still present?
_____ yes
_____ no
Which ear(s) 


Last known ear infection:  









Known hearing loss?
_____ yes
_____ no
If yes,  type? 

Other hearing/ear problems? 



Vision

Passed most recent school screening?
_____ yes
_____ no
Date:  


_____ wears glasses
_____ has glasses (not always worn)

_____ astigmatism
_____ farsighted

_____ nearsighted
_____ other 





_____ colorblind

Please check those which your child has had.  Please give approximate age.


Illness
Age

_____ Allergies (please list to what)


_____ Adenoids



_____ Asthma



_____ ADHD/ADD



_____ Seizures



_____ Rheumatic fever



_____ Measles



_____ Chicken pox



_____ Head Injury



_____ Convulsions



_____ Pneumonia



_____ Bronchitis



_____ Meningitis



_____ Mumps



_____ Frequent colds/coughs



_____ Tonsillitis



_____ Urinary infections



_____ Sinus Condition



_____ Scarlet Fever



_____ Other:


Is your child on any long term medications? (Over 80 days?)
_____ yes
_____ no


Name
Dosage
Condition

Has child ever been hospitalized?
_____ yes
_____ no


Age
Length of Stay
Condition

Has child ever had surgery(ies)


Age
Location
Condition
Length Hospitalized

Has child ever had a loss of consciousness?
_____ yes
_____ no
If yes, explain


Age

Cause
Length

Have you been told your child shows any of the following at school?

_____ does not listen to directions
_____ poor handwriting

_____ is disorganized
_____ does not complete class work

_____ daydreams
_____ makes careless errors

_____ is easily distracted

What concerns do you have about school 



SOCIAL HISTORY

Friendships:

Makes friends easily
_____ yes
_____ no

Keeps friendships
_____ yes
_____ no

Prefers playing with younger children
_____ yes
_____ no

Prefers the company of adults to peers
_____ yes
_____ no

Prefers to play alone
_____ yes
_____ no

Is not socially accepted by classmates
_____ yes
_____ no

Are there children within your neighborhood with whom your child can play
_____ yes
_____ no

Does your child have any difficulties interacting within a small group of children?
_____ yes
_____ no

If yes, please explain 






Does your child participate in any of the following youth activities?

_____ Boys/Girls Club
_____ PAL Club

_____ YWCA/YMCA
_____ Big Brother/Sister (Mentor)

_____ Youth Church Group
_____ Upward Bound Basketball

_____ T Ball
_____Other: 




_____ Brownies/Scouts

What activities/sports/hobbies does your child most enjoy? 





Temperament/Behavior:

Check those which you feel describe your child:

_____ has a short attention span
_____ easily frustrated

_____ has temper tantrums
_____ gives up easily

_____ is shy or timid
_____ is impulsive

_____ does not get along well with siblings
_____ often seems sad or unhappy

_____ over reacts when not getting his way
_____ has fears: 



_____ seems uncomfortable meeting new people

Has your family ever had involvement with Division of Family and Children, Child Protective Services, Social Services or any such community agency?      _____ yes
_____ no

If so, when: 
 Agency:  



Purpose 


Have there been any incidents involving abuse?     _____ yes
_____ no


_____ physical
_____ sexual
_____ emotional/mental

If so, please explain 


Has your child received counseling or therapy?
_____ yes
_____ no

If yes, therapist’s name 


Agency 



When did counseling take place?         (Age) 






Reason for therapy 






Is counseling ongoing?
_____ yes
_____ no

SCHOOL HISTORY

Was your child enrolled in any special preschool programs?
_____ yes
_____ no

If yes;
_____ Special speech/play groups
_____ Special Needs Preschool


_____ Carey Services  Preschool
_____ Early Head Start

Did child attend regular preschool/Head Start?
_____ yes
_____ no

If yes, at what age _____
Location/Name of school 



During preschool, were any of the following reported:

_____ often noncompliant
_____ aggressive

_____ acts without thinking
_____ shy

_____ into everything
_____ starts but doesn’t finish work

_____ easy going
_____ overly active

_____ no concerns reported

Did you have any concerns during this period?
_____ yes
_____ no

Has your child received speech therapy?
_____ yes
_____ no
Ages 


Has your child received physical therapy
_____ yes
_____ no
Ages 


Has your child received occupational therapy
_____ yes
_____ no
Ages 


Please note other concerns:  








When is the best time/place for the School Psychologist to contact you? 



Phone number 

