	
  

Dr. Sandra Santana, Psy.D.
Licensed Psychologist, PSY18067
28494 Westinghouse Place, Suite 213
Valencia, CA 91355
Phone: 661-432-1194
www.DrSandraSantana.com

Child Intake Form
Please answer the following questions to the best of your knowledge/ability.
Please note: all information provided is protected as confidential information
Child’s Name:_______________________ Social Security Number:_______________
Gender:

☐ Male

☐ Female

Date of Birth:_____________________

Name of parent(s)/guardian(s):
_____________________________________________________________________
Parent’s Marital Status:

☐ Never married

☐ Domestic Partnership

☐ Married

☐ Separated

☐ Divorced

☐ Widowed

Who has legal guardianship of the child?
_____________________________________
Primary
Address:________________________________________________________
(street & number)

(city)

(state)

(zip)

Additional Address, if applicable:
_____________________________________________________________________
(street & number)

(city)

(state)

(zip)

May I mail to you at this address? ☐Yes ☐No, please send mail to _________________
Home Phone: (____)____________
(____)_____________________

Work Phone:

Cell Phone: (____)_____________ May I text you at this number? ☐Yes ☐No
May I contact you and leave messages at any of these numbers? ☐Yes ☐No

	
  

	
  
If no, please contact me via _______________________________________________
Email: ______________________________ May I email you? ☐Yes ☐No
*please note: email correspondence is not considered to be a confidential medium of communication

Please provide the following information about your child:
Behavioral Excesses:
What does your child currently do too often, too much, or at the wrong times that gets
him/her in trouble? Please list all the behaviors you can think of.

Behavioral Deficits:
What does your child fail to do as often as you would like, as much as you would like,
or when you would like? Please list all the behaviors you can think of.

Behavioral Assets:
What does your child do that you like? What does he /she do that other people like?

Specific Concerns:
1. How would you rate child’s current physical health? (please circle)
Poor

Unsatisfactory

Satisfactory

Good

Very good

Please list any specific health problems child is currently experiencing:
________________________________________________________________
2. How would you rate child’s current sleeping habits? (please circle)
Poor

Unsatisfactory

Satisfactory

Good

Very good

Please list any specific sleep problems child is currently experiencing:
________________________________________________________________
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3. How many times per week does child generally exercise?
________________________________________________________________
What types of exercise does s/he participate in?
________________________________________________________________
4. Please list any difficulties child experiences with his/her appetite or eating patterns:
________________________________________________________________
5. Is child currently experiencing overwhelming sadness, grief or depression?
☐No ☐Yes If yes, for approximately how long?__________________________
6. Is child currently experiencing anxiety, panic attacks or have any phobias?
☐No ☐Yes If yes, when did s/he begin experiencing this? _________________
7. Is child currently experiencing any chronic pain?
☐No ☐Yes If yes, please describe: ___________________________________
8. To your knowledge, does child drink alcohol more than once a week?
________________________________________________________________
9. To your knowledge, how often does child engage in recreational drug use?
Daily

Weekly

Monthly

Infrequently

Never

11. To your knowledge, is child currently in a romantic relationship?
☐No ☐Yes If yes, for how long? ______________________________________
12. What significant life changes or stressful events has child experienced recently?
________________________________________________________________
Others Concerns:
Do you have any other concerns about your child or your family that you have not
mentioned yet?
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Treatment Goals:
From your preceding list of your child's behavior and your family concerns, what
problem behaviors do you want to see change FIRST: and how much must they
change for you to be satisfied?

Please provide the following information about your child:
Who does your child currently live with?
Names
Ages

Relationship to child

Who are your child's significant others NOT living with your child?
Names
Ages
Relationship to child

Please describe any past counseling that either your child or any family member has
had.

Family Mental Health History:
In this section below please identify if there is a family history of any of the following. If
yes, please indicate the family member’s relationship to the child in the space provided
(father, grandmother, uncle, etc.).

Please circle

Family member

Alcohol/Substance Abuse

Yes / No

_____________________

Anxiety

Yes / No

_____________________

Depression

Yes / No

_____________________

Domestic Violence

Yes / No

_____________________

Eating Disorder

Yes / No

_____________________
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Obesity

Yes / No

_____________________

Obsessive Compulsive Behavior

Yes / No

_____________________

Schizophrenia

Yes / No

_____________________

Suicide Attempts/Completion

Yes / No

_____________________

Education History:
What school does your child attend?
Address:
Phone:________________________ Teachers Name:_____________________
Current Grade:_____________
What does your child's teacher say about him/her?
Has your child ever repeated a grade? If so which one(s)
Has your child ever received special education services?
Has your child experienced any of the following problems at School?
Fighting

lack of friends

drug/alcohol

detention

Suspension

learning disabilities

poor attendance

poor grades

Gang influence

incomplete homework

behavior problems

Medical History:
What is the name of your child's medical doctor?________________________
Address: ___________________________________ Phone:______________
Date of your child's last medical examination:___________________________
Did the child's mother smoke tobacco or use any alcohol, drugs or medications during
the pregnancy? If so, please list which ones:
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Did the child's mother have any problems during the pregnancy or at delivery? If so,
Please describe them:

Has your child experienced any of the following medical problems?
A serious accident

Hospitalization

Surgery

Asthma

A head injury

High fever

Convulsions/seizures

Eye/ear problems

Meningitis

Hearing problems

Allergies

Loss of consciousness

Other

Please list any current medical problems or physical handicaps:

Please list any medications your child takes on a regular basis:

Other History:
Has your child ever experienced any type of abuse (physical, sexual, or verbal? If so
please describe:

Has your child ever made statements of wanting to hurt him/her self or seriously hurt
someone else?

Has he/she ever purposely hurt himself or another?
If yes to either question please describe the situation:
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Has your child ever experienced any serious emotional losses (such as a death of or
physical separation from a parent or other caretaker)? If yes, please explain:

Finally, what are some of the things that are currently stressful to your child and his/her
family?
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