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PARENT INTAKE FORM 

 
Child’s Name___________________________ Therapist_____________Date_________ 
                      Last                                 First                    M 

Date of Birth________________  Age_____  School_____________________________ 
 
Parent I _________________________________________             Sex ___         Age___ 
             Last                                           First                                    Middle 
 

Address_________________________________________________________________ 
                 Street                                                                                        City                           State                        Zip 

Occupation_________________________  Work #____________ Home#____________ 
 
Relationship Status:             ___Single              ___Married                  ___Separated   
                                             ___Divorced         ___Remarried               ___Widowed 
 
Parent II ________________________________________              Sex ___       Age___ 
              Last                                              First                                 Middle 
 

Address_________________________________________________________________ 
                 Street                                                                                           City                           State                      Zip 
 

Occupation__________________________   Work #___________  Home # __________  
 
Relationship Status:              ___Single              ___Married                   ___Separated    
                                              ___Divorced         ___Remarried                ___ Widowed    
 
If divorced, custody arrangements: 
 
 
Please list other children: 
 
Name                                                     Date of Birth               Sex               Live at Home? 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
How did you find out about Lakewood Counseling and Career Center? 
 
What are your primary concerns about your child right now? 
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Why did your family decide to seek help at this time? 
 
 
 
What resources or strengths have you used in dealing with this? 
 
 
 
Please list other supportive people in your child’s life. 
 
 
 
Describe your child’s relationship with her/his friends. 
 
 
 
Describe your child’s academic strengths and weaknesses. 
 
 
 
What significant losses and/or changes has your family experienced? 
 
 
 
Briefly describe your child’s present nutritional patterns. 
 
 
 
Briefly describe what kind of exercise your child gets each week and how often. 
 
 
 
Has your child ever exhibited:   Overeating                    ___Yes  ___No 
                                                    Loss of appetite            ___Yes  ___No 
                                                    Weight Loss/Gain        ___Yes  ___No 
 
Briefly describe your child’s sleeping patterns. 
 
 
 
Are you concerned about your child’s alcohol or drug use?     ___Yes  ___No 
 
If yes, please describe. 
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Has anyone voiced concern to you regarding your child’s alcohol or drug use? __Y  __N 
 
If yes, please describe: 
 
 
 
 
 
 
Has your child been in: 
     Chemical dependency treatment?             ___Outpatient     ___Inpatient 
     Mental health counseling?                        ___Outpatient     ___Inpatient 
 
If yes, please list names of treatment center, counselor(s), dates of treatment, and any  
medications prescribed: 
 
 
 
 
 
 
In your family is there a history of:      Physical abuse     ___Yes  ___No 
                                                              Sexual abuse        ___Yes  ___No 
                                                              Emotional abuse  ___Yes  ___No 
                                                              Child abuse          ___Yes  ___No 
 
Have you ever considered yourself abused physically___, sexually___, emotionally___? 
 
What other issues do you wish to discuss? 
 
 
 
 
 
 
 
I acknowledge receiving a copy of the date privacy act. 
 
 
__________________________________________     ___________________________ 
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