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4959 Olson Memorial Highway, Suite B
Golden Valley, MN 55422

(612) 205-9745   kerryednamcdonald@gmail.com






Confidential Child (or Adolescent) Intake Form

Name of Child/Adolescent: ________________________________________________________
Date of Birth:  ______________________	Age:  __________________________________
Address:  __________________________	Gender:________________________________
__________________________________	Race/Ethnicity:  _________________________
__________________________________    	School/Grade:___________________________
Name/relationship of person completing form: ______________________________________________________________________________
Phone Numbers (circle preferred method of contact):	
(Home)  ________________________   		(Work) __________________________
(Cell) ________________________   	(E-mail) _________________________
I give / I do not give (circle one) permission for e-mail contact related to confidential information and/or related to scheduling/billing/routine matters  (circle one or both).
Emergency Contact _________________________  Phone______________________________
Address___________________________________ Relationship_________________________
Referring person or agency?    _____________________________________________________
What are your primary concerns?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
What are your child’s strengths? ___________________________________________________
What do you like about your child/adolescent? ________________________________________
Who does the child currently live with?  
 Birth Parents    Legal Guardians    Adoptive Parents    Foster Parents    Other:
Please list names, ages, and occupations of parent/caretaker(s):
______________________________       _____       ____________________________________
______________________________       _____       ____________________________________
______________________________       _____       ____________________________________
List the names, ages, and relationship to the child of all others who live in the house:
______________________________       _____       ____________________________________
______________________________       _____       ____________________________________
______________________________       _____       ____________________________________
Mother’s and Maternal Family History
Ethnicity/Race:___________________ Years of Education ______________________________
Please provide relevant details re: mother related to: Mental health history (including all diagnoses such as learning disabilities, depression, anxiety, ADHD, mental retardation, schizophrenia, psychiatric hospitalization, etc.) chemical use concerns, medical problems, legal or employment problems, medications: ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Maternal family members with confirmed or suspected mental health diagnoses: ______________________________________________________________________________
______________________________________________________________________________

Father’s and Paternal Family History
If different than information on page 1, please provide name, age, address and phone number of biological father:  _______________________________________________________________
Ethnicity/Race:___________________ Years of Education ______________________________
Please provide relevant details re father related to: Mental health history (including all diagnoses such as learning disabilities, depression, anxiety, ADHD, mental retardation, schizophrenia, psychiatric hospitalization, etc.) chemical use concerns, medical problems, legal or employment problems, medications: ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Paternal family members with confirmed or suspected mental health diagnoses: ______________________________________________________________________________
______________________________________________________________________________

Child’s health history:
Pregnancy and delivery:
1) Please list any medical problems during the mother’s pregnancy: ________________________________________________________________________
________________________________________________________________________
2) Did the mother take any medications during pregnancy?   Yes     No 
If yes, please describe:  ____________________________________________________
________________________________________________________________________
3) Were cigarettes, alcohol, marijuana, cocaine, or other substances taken during pregnancy?   Yes     No
If yes, please describe:  ____________________________________________________
________________________________________________________________________
Eating difficulties? (overeating, not eating enough, poor nutritional choices, eating disorders):_____________________________________________________________________
Sleep difficulties ? (not enough, difficulty falling asleep, difficulty waking up, tired, nightmares, clingy at bedtime, sleeps in parent bed): _____________________________________________
Gross or fine motor difficulties ? (clumsy, poor eye hand coordination, drawing/writing difficulties)____________________________________________________________________
Has your child ever been hospitalized? _____ had a head injury with unconsciousness? ______
Does your child have any allergies? _______
If yes, please explain_____________________________________________________________
______________________________________________________________________________

Previous and Current Mental Health History
Please report names of therapist/psychiatrist, approximate dates seen, medications prescribed, and reason for evaluation or therapy: ___________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

School History (Daycare if toddler)
Current School:  _______________________________  Current grade: ___________________
Special education services  Yes    No If yes, what type?  ____________________________
Please rate your child on the following for school:
Attendance:			Rarely absent 		Normal absences	Often absent
Ability:				Above average		Average		Below average
Behavior:			Above average		Average		Below average
Peer relationships:		Above average		Average		Below average
Do you have concerns about your child’s social skills?  Yes    No
If yes, what are your specific concerns?  _____________________________________________
What type of grades does your child generally obtain?  _________________________________
Repeated or skipped a grade?    Yes    No     If yes, details: ___________________________
______________________________________________________________________________
School related questions or concerns? _______________________________________________
______________________________________________________________________________
Tell me about your child’s friendships_____________________________________________
______________________________________________________________________________
Please circle your areas of concern:
Adjustment/Reaction (to stress, loss, family change, move, trauma)
Anxiety:   (worries, fears, clinginess, agitation, tense, head and stomach aches)
Depression:  (sadness, poor concentration, low self-esteem, crying, irritable, hopeless)
Attention/hyperactivity:  (inattentive, hyperactive, forgetful, doesn’t listen, disorganized)
Academic performance:  (decline in grades, not learning material, learning disability)
Oppositional behavior:  (argumentative, temper, blames, lies, does not follow directions)
Conduct problems:  (destroy property, aggression, truancy, steal, run away)
Cognitive problems:  (memory, planning, organization, problem solving, learning)
Obsessions/Compulsions (“must do” behaviors, counting, health and safety worries, repetitive behaviors) 
Other: ________________________________________________________________________
______________________________________________________________________________
If your child is an adolescent, are they sexually active? _________   Do they use tobacco, alcohol or any illegal substances? _________ If so, what, when and how often? ____________________
Do they have any history with breaking the law or being arrested? _________________________


Goal/What I would like to see be different?/Question to be answered
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


If relevant, please bring any previous evaluations from school or other settings. Feel free to use back of page to write further information or questions. 
Feel free to call me at the above number if you have any questions about the previous paperwork.  

Thank you for taking the time to fill this out,

Kerry M. Mokalla, LICSW
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