Teaching Family Homes of Upper Michigan

Child Assessment Questionnaire

Please complete the information in this questionnaire to the best of your abilities and return it to Teaching Family Homes.  The information will remain confidential and will be used to assure you the best available placement with our clinicians.

Name of Person Completing Form: ___________________________Date: ___________

Form completed for (Name of Client): _______________________________

Reason for requesting a counselor: _______________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Child’s Name: 
	Date of Birth:
	Age:    ( Male  ( Female

	Address:
	City/State/Zip
	Home Phone:

Alternate Phone:

	Referred by:
	Relationship to Referral Source:

	Race:  ( White   (  Native American   (  Black  ( Asian  

           (  Hispanic  (  Other _____________

Ethnic/Cultural Background: ______________________________________________

Tribal Affiliation: _______________________________________________________

	Religious Orientation: ____________________ Current affiliation: ______________________

Importance of Religion to you: ( Extremely Important ( Moderately Important

                                                  (   Minimally Important ( Not Important


	Names of Other Related Children 
	Age
	Full, Half, Step, Adopted or Foster?
	In Home?
	Problems, if Any

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list any relatives who have had any of the following problems:

	Problem:
	Past 
	Present
	Relative:

	Learning Problems
	
	
	

	Attention Problems
	
	
	

	Behavior Problems
	
	
	

	Drug or Alcohol Problems
	
	
	

	Emotion/Mental Health Problems 
	
	
	

	Medical Problems
	
	
	

	Other: 
	
	
	


Please describe any problems the child or the child’s birth mother had when expecting or delivering this child: ______________________________________________________

________________________________________________________________________________________________________________________________________________

Did the child’s mother use any of the following while pregnant?

· Alcohol  ( Drugs   ( Tobacco   ( Medication for a previous medical condition

Medication/s prescribed during pregnancy: _____________________________________

Other drugs used during pregnancy: __________________________________________

Name of child’s doctor: ____________________________________________________

Date last seen: _________________ Reason for treatment: ________________________

List any medical diagnosis and/or conditions: ___________________________________

________________________________________________________________________

List any physical disabilities or limitations, including vision, hearing or dental, your child has:____________________________________________________________________

________________________________________________________________________

Has your child had delays in their development such as crawling, walking, talking, potty training, reading?  (  Yes  ( No   If yes, explain: ________________________________

________________________________________________________________________________________________________________________________________________

Is your child current on immunizations? (  Yes  (  No  If no, explain: _______________

________________________________________________________________________________________________________________________________________________

Is your child allergic to any medication? (  Yes  (  No  If yes, list: __________________

________________________________________________________________________

Has your child had any surgeries, hospitalizations or medical procedures?  (  Yes  (  No

If yes, list and date: _______________________________________________________

________________________________________________________________________________________________________________________________________________

List any prescription medication that your child currently takes:  (  None

	Medication Prescribed:
	Dosage:
	Prescribing Physician

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Are you aware of, or do you suspect any drug or alcohol use/abuse, inhalation of chemicals or huffing or other risk taking or illegal behaviors?  (  Yes  (  No

If yes, explain: ___________________________________________________________

________________________________________________________________________________________________________________________________________________

Please indicate any previous Behavioral Health or Substance Abuse treatment your child has received: 

	Approximate Dates
	Type of Treatment
	Institution/ Provider
	Problem Treated
	How helpful was the care received?

	
	
	
	
	


Has your child made comments indicating they are considering suicide?  (  Yes  (  No

Is there a history of suicide or suicide attempts in the family?  (  Yes  (  No

If yes, who in relation to your child? __________________________________________

Has your child had a peer attempt or commit suicide?  (  Yes  (  No

Has your child experienced physical abuse? (  Yes  (  No  Sexual Abuse?  (  Yes  (  No

If yes to either, explain: ____________________________________________________

________________________________________________________________________

Please check any behaviors that are or have been an issue with your child:

	
	Past
	Current
	
	Past 
	Current

	Clingy
	
	
	Handles changes poorly
	
	

	Irritable
	
	
	Crying
	
	

	Mood swings
	
	
	Sexual behaviors
	
	

	Refuses to eat
	
	
	Bossy
	
	

	Induces vomiting
	
	
	Fighting
	
	

	Hoards food
	
	
	Destructive to property
	
	

	Over eating
	
	
	Accident prone
	
	

	Overly active
	
	
	Odd noises
	
	

	Under active
	
	
	Tics
	
	

	Fearful of others
	
	
	Negative attitude
	
	

	Shy
	
	
	Odd behaviors
	
	

	Easily frustrated
	
	
	Chews things
	
	

	Tantrums
	
	
	Thumb sucking
	
	

	Aggressive behavior
	
	
	Morning problems
	
	

	Cruel to animals
	
	
	Evening problems
	
	

	Fire setting
	
	
	Difficulty going to sleep
	
	

	Defiant
	
	
	Restless sleep
	
	

	Unorganized
	
	
	Nightmares/sleep terrors
	
	

	Distractible
	
	
	Snoring
	
	

	Indecisive
	
	
	Sleep walking
	
	

	Stealing
	
	
	Sleep talking
	
	

	Lying or storytelling
	
	
	Bed wetting
	
	

	Wet or soils clothes
	
	
	Depressed
	
	


Name of your child’s school: ________________________________________________

Name of your child’s teacher/s: ______________________________________________

Child’s grade in school:_________  

Is your child in special education?  (  Yes  (  No

Does your child have a learning disability?  (  Yes  (  No  If yes, what? _____________

Has your child repeated a grade?  (  Yes  (  No  

Does your child have difficulty paying attention in class?  (  Yes  (  No  

Are there problems with your child’s grades?  (  Yes  (  No

Does your child have behavior problems in the classroom?  (  Yes  (  No

Does your child have friends at school?  (  Yes  (  No

Is your child involved in extracurricular activities?  (  Yes  (  No

If yes, list: _______________________________________________________________

Has your child been arrested or faced legal charges?  (  Yes  (  No

If yes, explain: ___________________________________________________________

Name of probation officer, if applicable: _______________________________________

__________________________________    ____________________________________

Signature of parent or legal guardian              Date

___________________________________  ________________________________

Clinician’s Signature                                       Date Reviewed

___________________________________  _________________________________

Supervisor’s Signature                                    Date Reviewed











































