Judy A. Swint, PhD, 
LMFT-Supervisor

LPC-Supervisor
6913 Camp Bowie Blvd., Ste. 107   Fort Worth, TX 76116

682-231-0009
CHILD CLIENT INTAKE FORM
(Please complete and bring to your appointment)
Date:___________________________
Name of Child:_______________________________________________
Child’s Date of Birth:____________________________

Age:________________
Race/Ethnicity___________________________________
Address:_____________________________________________

    _____________________________________________  



City, State, and Zip






OK to send mail to this address?__________
Parent/Guardian Names:________________________________________________________

Home phone________________________  OK to call/leave message?________
Mobile phone________________________ OK to call/leave message?________
Work phone_________________________  OK to call/leave message?________
Place of Employment___________________________________________________
Relationship Status (please circle)  Married   Separated   Divorced   Widowed  






    Never Married   Cohabitating   Civil union

If you are seeking services for a minor(s) under age 18, you must have legal custody to sign a consent for services.  If this minor(s) is from a previous relationship/marriage, you must provide a copy of the most recent custody order BEFORE the child/adolescent can be seen in counseling.
Who lives at your address?


Name



Gender

Age

Relation to you
______________________          __________           _________      ___________________

______________________          __________           _________      ___________________

______________________          __________           _________      ___________________

______________________          __________           _________      ___________________

______________________          __________           _________      ___________________

______________________          __________           _________      ___________________

Do you have any other children who do not live in your home?___________


1.  Name:________________________________ Lives with:________________________


      Address:________________________________Gender:______ Age:______________


      Relation to you:_________________________________________________________


2.  Name:________________________________Lives with:_________________________


      Address_________________________________Gender:______Age:______________


      Relation to you:_________________________________________________________


3.  Name:________________________________Lives with:_________________________


      Address:_________________________________Gender:______Age:_____________


      Relation to you:_________________________________________________________


4.  Name:________________________________Lives with:_________________________


      Address:_________________________________Gender:______Age:_____________


      Relation to you:_________________________________________________________

Religious Information:  Is religion/spirituality important to you or family members?  

If yes, please describe:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Emergency Contact
Contact person not living in your home:___________________________________________

Phone #1:__________________________  Relationship to you:__________________________

Phone #2:__________________________  OK to leave message?________________________

Referral
How did you hear about Dr. Swint?

__________________________________________________________________________________-

Was there a specific referral?__________Name:______________________________________
Psychological Treatment History

Have you or your child been in counseling before?_______When?___________________
What was the outcome?__________________________________________________________

Are you presently seeing another counselor?_________Who?________________________

Have you or your child ever been in a hospital or residential program for emotional/behavioral problems?________If so, when _________ where_______________
Has your child ever taken medication for emotional/behavioral problems?__________
List prescription medications presently taking for these problems:

(include medication, dosage, who prescribes medications)

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Health History

Please list any medical illnesses/conditions:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List medications your child presently uses for any medical conditions:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Situation
Please describe the problem(s) you are having that brought you into counseling:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Check the items that describe or relate to the concerns mentioned above:

____Bereavement

____Physical abuse
____Depression

____Anxiety


____Guilt


____Relationship with parents

____Nervousness

____Vocational direction____Relationship with children

____Loneliness

____Despair


____Marriage/couple problems

____Loss of hope

____Self-doubt

____Sexual concerns

____Infidelity of self
____Infidelity of spouse
____Physical illness

____Sleeplessness

____Suicidal thoughts
____Alcohol

____Drugs


____Problems with faith/meaning

____Other________________________________________________________
Have you, your child, or any other person in your family experienced any of the following problems?
Mental illness

Child_____Other(name)____________________________________
Depression


Child_____Other(name)____________________________________
Neglect


Child_____Other(name)____________________________________
Sexual offense

Child_____Other(name)____________________________________
Financial difficulty
Me_______Other(name)____________________________________
Physical abuse

Child_____Other(name)____________________________________
Sexual abuse

Child_____Other(name)____________________________________ Alcohol/drug abuse
Child_____Other(name)____________________________________
What are you and your child’s personal strengths and resources?___________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your family's strengths and resources?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anything else you believe is important for me to know as your counselor?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
