











Year

Child’s Age

School

Grade or Type of Service

Does your child have difficulties in school or receive any tutoring or extra support? If yes, please explain:

Date

Type of Professional

Results




Family History

Name Age Highest Grade Level Occupation
Father
Mother

Name Age Sex Any developmental concerns?
Sibling
Sibling
Sibling

Is there anybody in the family with any of the following (circle all that apply):

Developmental delay Mental retardation Learning disability ADHD
Speech/language delay  Cerebral palsy Autism/PDD Seizure disorder
Anxiety Depression ocD Bipolar Disorder
Eating Disorder Schizophrenia Other:

Who lives at home with the child?

The following statements MUST be signed by ALL patients, age 14 and over. If patient is under 14, parent must sign

My signature below indicates that [ have read and understood the office policies of Childhood Solutions, PC. I also understand
that failure to pay for any services rendered can result in legal action.

Signature Relationship to patient Date / /

[ give my consent to Childhood Solutions, PC to evaluate and/or treat myself or my child under 14 years of age.

Signature Relationship to patient Date / /




Please tell us anything else you think may be important for us to know:






