Nate Sawyer Counseling
150 Providence Rd 100 H
Chapel Hill, NC 27514
423-650-9528

Child & Adolescent Intake Form
Child / Adolescent’s name:_______________________________________________
Parent Name: ____________________________________

Date: ________________

Address: __________________________________________________________________
Best Contact Number: __________________________ May I leave a message?
(Circle One) Yes
No
Child / Adolescent’s Date of Birth: ______________________
Please tell the status of the family? Families come in all shapes and
arrangements. Please chceck all that apply and then write more if
necessary:
-

_____Both biological parents live in the same household

-

_____Legally adopted parents and live in the same household

-

_____Biological parents are divorced / separated and live in
different households

-

_____Who has custody of the child/adolescent? ___________________
Explain custody arrangements, if this applies: ________________
__________________________________________________________________

-

_____Child/adolescent lives with one biological parent

-

_____Child/adolescent splits time between both parents (and
provide explanation) ___________________________________________
__________________________________________________________________

-

_____Blended family (divorce, then remarriage)

-

_____ Other: please explain__________________________________________
_________________________________________________________________

Who lives in your home?

N ame

Age

Role (mom,dad,grandpa,sister, etc)

If you need more room, turn to the back page to continue

Physical Well Being
Primary Care Provider for your child/adolescent:
Name of provider / practice: _________________________________________________________
Address: _______________________________________________________________________________
Try to go back as far as possible when considering medical conditions/events
that have happened.
Medical Condition/
Event

Medications (Dosage, if
known)

How long has
child/adolescent been
dealing with this
condition??

Past Psychological/Psychiatric Treatment
Have your child/adolescent ever received psychological, psychiatric, drug or
alcohol treatment, or counseling services? (circle one) Yes No
Please indicate which type of treatment (circle one): Inpatient

Outpatient

Both

If yes, please indicate:
When:
From Whom:
For What:
Results:

Has your child/adolescent ever taken medications for psychiatric or emotional
problems? Circle one: Yes
No

If yes, please indicate:
When
From Whom:
For What:
Type of Medication:
Results:

Does your child identify as their biological gender? Yes

No

(For example, you may answer NO if your child is biologically male, but feel like/ thinks of self as
a female). If you circled NO, please explain more: _______________
________________________________________________________________________________________

How concerned are you about the following aspects of your child’s physical
well being?
Circle 1, 2, or 3
Eating:
1: not at all concerned

2: somewhat concerned

3: very concerned

Sleeping:
1: not at all concerned

2: somewhat concerned

3: very concerned

Physical Activity:
1: not at all concerned

2: somewhat concerned

3: very concerned

List any other physical concerns you have that are not here: _________________________
__________________________________________________________________________________________________________

Social Well Being - Friends
Summarize your understanding of your child’s friends/friendships

(ex. “has a best friend” ; “has many / very few friends” ; “has a hard time making friends” ; “sees
friends socially often/not at all” etc)
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

To your knowledge, has your child experienced bullying? Yes No
If yes, please explain: ________________________________________________________________
________________________________________________________________________________________
Does your child/adolescent have a boyfriend/girlfriend that you know of?
Yes No Don’t Know

If you circled yes, please add some details here: __________________________________
_______________________________________________________________________________________

Is your child/adolescent sexually active? Yes

No I don’t Know

Please explain more here: __________________________________________________________
_______________________________________________________________________________________
How concerned are you about your child/adolescent’s Social well being as it
relates to friends/romantic interests?
1: not at all concerned

2: somewhat concerned

3: very concerned

Feel free to list other aspects of your child’s social life that are concerns for
you that are not listed here: ___________________________________________________________________
_________________________________________________________________________________________________________

Academic Well Being – School and Work
Does your child/adolescent have a job? Yes
No
If yes, please tell where he/she works: ____________________________________________
What is his/her role? _______________________ How may hours per week: ___________
Based on your observations of / conversations with your child, how does he/she
feel about the job?
________________________________________________________________________________________
________________________________________________________________________________________
Describe your understanding of your child/adolescent’s school life:
Subjects they like: _____________________________________________________________
Subjects they don’t like: _______________________________________________________
Struggles they have with school: _____________________________________________
_________________________________________________________________________________________
Strengths they have with school: _____________________________________________
_________________________________________________________________________________________
How concerned are you about your child’s work life: (if your child works)
1: not at all concerned

2: somewhat concerned

3: very concerned

How concerned are you about your child’s school life:
1: not at all concerned

2: somewhat concerned

3: very concerned

Please list other aspects of your child’s work/school life that are concerns
that are not listed here: ______________________________________________________________
__________________________________________________________________________________________
Have there been any recent events that occurred in this area of your child’s life
that might be important to mention: Yes
No
If yes, please explain: __________________________________________________________________
__________________________________________________________________________________________

Family Well Being
Describe what’s happening in your family life right now?
(ex. Events that have occurred (divorce, birth, death, someone moved out,
someone moved in, graduations, loss of job, relocation, someone is ill, etc)
_________________________________________________________________________________________
_________________________________________________________________________________________
How would you describe relationships between people in your household/family
that may be significant:
(ex. Anthony has been arguing with Mikaila a lot ; Mom and Dad are going through a
rough time ; Joe and Sam seem to be hanging out a lot and leaving little sister
out…)
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
What is it like to be in your household right now? How would you describe it?
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
How concerned are you about your child’s view of the family life:
1: not at all concerned

2: somewhat concerned

3: very concerned

Mention anything else here that is a concern that is not listed: ___________________
_________________________________________________________________________________________

Behavioral Well Being

On a scale from 1-10 (1= not a concern to 10 = very concerned), rate your view
of the following about your child/adolescent: Circle the number that applies
Anxiety/worry:

1

2

3

4

5

6

7

8

9

10

Mood:

1

2

3

4

5

6

7

8

9

10

Alcohol / Drug use:

1

2

3

4

5

6

7

8

9

10

Ability to manage anger:

1

2

3

4

5

6

7

8

9

10

Sadness:

1

2

3

4

5

6

7

8

9

10

Self harm behavior

1

2

3

4

5

6

7

8

9

10

Thoughts/attempts of
Suicide

1

2

3

4

5

6

7

8

9

10

Sex/Sexual activity

1

2

3

4

5

6

7

8

9

10

Trouble in school

1

2

3

4

5

6

7

8

9

10

Attitude changes

1

2

3

4

5

6

7

8

9

10

Withdrawal/distancing

1

2

3

4

5

6

7

8

9

10

Violating household rules 1

2

3

4

5

6

7

8

9

10

Ability to concentrate

2

3

4

5

6

7

8

9

10

1

Other behaviors that concern you that are not listed here: ________________________
__________________________________________________________________________________________
Is there a history of (or current) alcohol and/or drug abuse/addiction in your
family? Yes No
If yes, please explain: __________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
How concerned are you about the behaviors of your child/adolescent:
1: not at all concerned

2: somewhat concerned

3: very concerned

The following contains lists of symptoms that may be occurring. Please circle
all that apply (some will be repeated from other pages on this form) and then add

any that concern you that are not listed
List of Symptoms
Physical abuse

won’t leave the house

alcohol use

Binge eating

anger

anxiety

appetite

being afraid

bowel trouble

career choices

Grief/loss

compulsions

compulsivity

concentration

confidence

depression

divorce

drug use/abuse

eating problem

education

energy (hi/low)

extreme fatigue

fears

fetishes

finances

friends

guilt

headaches

health problems

inferiority feelings

insomnia

loneliness

difficulty making decisions

bullying

memory

purging/vomiting

nervousness

nightmares

obsessive thinking

over/under weight

painful thoughts

panic attacks

phobias

relationships

sadness

self-esteem

separation

sexual problems

short temper

shyness

sleep

stress

suicidal thoughts

work

loss

self harm

religion / spirituality

trust issues

feeling blamed

gender issues

Add any you experience that are not listed above:
____________________

__________________

_____________________

Are there events (one time or ongoing) from your past that you feel may

contribute to why you are bringing your child/adolescent here today??
Say more about that:

What do you see as your child/adolescent’s strengths?? Give examples if you’d
like.

Other
Is there anything else that is important for me as your therapist to know about
and that you have not written about on any of these forms? Please tell me here;
use the back of the paper if needed.

Thank you for taking the time to fill this out,

Nate

