Tulsa Center for Child Psychology, PLLC                              5110 South Yale, Suite 103

Tulsa, Oklahoma  74135

918.779.7637

Please complete the following.  Thank you for your assistance.

Date_______________________

CHILD/ADOLESCENT INFORMATION

Client Name_______________________________________________________Birthdate_____________________Age_____

Address _________________________​​​​​​​​​​​​​​​​​​​​​​___________________________City________________State____ Zip___________
Home Phone____________________School___________________________Grade_____Religious Affiliation______________ 
PARENT/GUARDIAN INFORMATION   (If applicable)

Father’s Name__________________________________________________________________________________________

Father’s Spouse (f not biological parent)_______________________________________________________________________

Address _________________________​​​​​​​​​​​​​​​​​​​​​​___________________________City________________State____ Zip___________

Birth Date ______________________    Home Phone _______________________   Work Phone _________________________
Occupation _____________________________ Place of Employment _______________________________________________

Education (Highest Grade Completed)__________  Marital Status______________ Religious Affiliation ____________________
Mother’s Name_________________________________________________________________________________________
Mother’s Spouse (f not biological parent)_______________________________________________________________________

Address _________________________​​​​​​​​​​​​​​​​​​​​​​___________________________City________________State____ Zip___________

Birthdate_______________________    Home Phone_______________________   Work Phone__________________________
Occupation_______________________________ Place of Employment_____________________________________________

Education (Highest Grade Completed)__________  Marital Status______________ Religious Affiliation ____________________

CHILDREN/SIBLINGS

Name

  

Birthdate/Ages


Grade in School

Living at Home
______________________________________________________________________________________________________

______________________________________________________________________________________________________

Whom should we contact in case of an emergency?_________________________________________________________________

Telephone Number_____________________   Relationship_______________________________________________________

Should we need to call to confirm appointments or gather additional information, is it acceptable to leave messages on recorder or with whoever answers the phone?  Please comment. ____________________________________________________________________

Referral Source __________________________Address and Phone no. _____________________________________________

May we send a Thank-You to the referral source?    Yes ___________     No ___________

See reverse side
1.
Briefly describe the problem for which you are seeking help.  __________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
2.
How do you think we can best assist you?  _______________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
3.
Who is the child’s personal physician/pediatrician? _________________________________________________
4.
When was their last physical examination?     _______________________________________________________
5.
Please describe any physical disabilities or major health problems of the child  ______________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
6.
Please list any medications your child is now taking.  _________________________________________________
_____________________________________________________________________________________________
7.
Please describe any additional information that might be helpful in our understanding of the problem.______________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
8.
Have you or your child received psychiatric help or psychological counseling before?   (Circle one)          Yes           No

If yes, with whom and dates? __________________________________________________________________

_____________________________________________________________________________________________

Please check any of the following symptoms/problems that pertain your child:

	(  Inferiority Feelings

(  Suicidal thoughts

(  Lack of ambition

(  Blocked emotions

(  Tiredness

(  “Up-and-down”

      feelings

(  Lack of Energy 

(  Loss/Increased Appetite

(  Sleep problems

(  Concentration


	(  Procrastination 
(  Memory

(  Relationship problems

(  Loneliness 

(  Fears or phobias

(  Shyness

(  Having to do things

      over and over


(  Intrusive thoughts

(  Making decisions

(  Need to be in control

      of everything


	(  Nightmares

(  Relaxation

(  Stress

(   Coping with a

      traumatic event

(  Unresolved grief

(  Depression

(  Unhappiness

(  Anger/Temper

(   Frustration

(  Self control

(  Headaches


	(  Stomach Problems

(  Bowel Problems

(  Health Problems

(  Weight

(  Sexual Problems

(  Alcohol or drug use

(  Education

(  Work

(  Career choices

(  Parents’ Separation/Divorce

(  Legal Matters

	Parenting Issues You Would Like To Be Addressed
	
	


( Discipline




( Divorce Issues




( Parenting Skills
Please return this form to the receptionist when completed and she will inform your therapist that you are ready to begin your appointment.
