


LIVINGSTON COlJNTY 

CATHOLIC 
CHARITIES 

□ 

PARENT/GUARDIAN PERSONAL HISTORY FORM 
FOR CHILD/ADOLESCENT (Ages 17 & Under) 

TO BE FILLED OUT BY THE PARENT OR GUARDIAN. THE INFORMATION THAT YOU PROVIDE TO US WILL BE VERY 
HELPFUL IN TREATING YOUR CHILD. PLEASE FILL OUT COMPLETELY. IF YOU HA VE DIFFICULTY WITH ANY OF THE 
QUESTIONS, YOUR CHILD'S THERAPIST WILL REVIEW THEM WITH YOU. THANK YOU! 

Child's Name: 
-------------------

Age: ____ _ Date: --------
Person completing form for client: ____________ _ Relationship to Client: ___________ _ 

The following information is needed for data collection purposes only, and is a requirement of various funding sources. We would very much 
appreciate your answers, so that we can supply data reports to our funders. Please check one. Thank You. 

Race/Ethnicity: □ Caucasian □ Asian

Religious Aff"Iliation:O;atholic □Protestant

DAfrican-American □Hispanic D Other ethnic minority 

□Baptist □Lutheran DEpiscopal DMethodist 

D Presbyterian D 7th Day Adventist Ochristian D Other □None

Please take your time and complete this entire form. The information that you give us will help your therapist understand your child 
better. You may also use the back of this form if necessary. Thank you! 

FULL NAME AGE LIVING WITH IF DECEASED, 

YOU? YEAR&CAUSE 
CHILD'S MOTHER: 

CHILD'S FATHER: 

STEP-MOTHER: 

STEP-FATHER: 

BROTHERS 

& SISTERS: 

(INCLUDE 

STEP&HALF) 

Who else lives with you other 
than the ones checked above? 



Child was raised by? ________________________________ _

PRO BLEM: Describe the problems the child is having (behaviors, feelings, attitudes, school perfom1ance, 
etc.): 

What is the main problem that you are bringing your child in for? ______________ _ 

How long has he/she been having these problems? _________________ _ 

Why do you think your child is having these problems? _________________ _ 

Whose idea was it to have your child brought to this clinic? _______________ _ 

What would you or they like to see done for this child? _________________ _ 

Describe how your child's problems affect you, other family members and others:. ________ _ 

SYMPTOMS: Check all the number of all items that apply to you now or within past month 

D 1 . Speech difficulties 
82. Nervous habits/behavior

3. Frequent headaches
D 4.  Frequent stomach aches 

5. Sleep disturbance
6. Difficulty making friends
7. Difficulty keeping friends
8. Little interest in friends
9. Little interest in activities
10. Disrespectful/argumentative
11. Temper tantrums

� 
12. Ignores rules/chores
13. Defies authority
14. Threatening behavior
15. Gets in frequent fights

D 16. Throws/breaks things 

�

17. Hurts animals
18. Sets fires
19. Steals
20. Lacks guilt/remorse

021. Lies a lot
D 22. Breaks curfew often 
D23. Runs away 

�
24. Skips school
25 . Doesn't complete schoolwork
26. Has problematic friends
27. Underactive

028. Overactive
029. Acts before thinking
030. Short attention span
031. Unable to sit still 
032. Clowns a lot

33. Accident prone
34. Sucks thumb
35. Wets in bed
36. Wets/soils clothes
37. Bangs head
38. Grinds teeth
39. Separation problems
40. Worries a lot

D41. Afraid/fearful 
2. Seems insecure
3. Withdrawn

44.Shy
5. Sad/depressed
6. Cries frequently

r,�7. Won't sleep in own bed
□!,,,,,,,J48. Seems too serious 

49. Secretive
Dso. Looks "high" often 
D 51. Keeps to him/herself 

�
52. Avoids family activities
53. In his/her own world
54. Imaginary friends
55. Unusual behavior

D 56. Mentally sJow 
0 57. Nightmares 
D 58. Acts spoiled 
D 59. Too interested in sex 
D 60. Disorganized/messy 

Please explain the most important items tha t you circled: _______________ _ 







Date child last saw physician: ______ Reason: ________________ _ 

Resul ts of Physicians visit/tests: ________________________ _ 

Medications child is on: _____________________________ _

Immunizations up to date? ____________________________ _

Child's Height: ____ Weight: ___ Appetite: __ Recent weight gain? __ Loss? __ _ 

Does child ever over-eat? Binge? ___ Purge? ___ Energ y /activity level: ____ _ 

Food or medicat ion allergies: __________________________ _ 

If your child had any serious illnesses, injuries, surgeries or medical hospitalizations, please explain: 

DEVELOPMENTAL HISTORY: 

Was your pregnancy desired? __________ __ ____________________________________________________________ 

Was this child born after a normal pregnancy and delivery?___________________________________________________           

Did this child meet developmental milestones (walking, talking, etc.)?____________________________________________          

_____________________ _____________________________________________________________________________ 

Were there any parent/child separations?_________________________________________________________________   

Were there any major family stressors during childhood?_____________________________________________________ 

___________________________________________________________________________________________________ 

Describe the child as an infant and toddler:  ________________________________________________________________ 

___________________________________________________________________________________________________

Adolsescent Males:    Age the child's voice changed: _______     Age that child developed body hair:_________              

Adolescent Females:    Age of first menstruation:_______     Age developed breasts:_________          

FAMILY RELATIONSHIPS: How do you get along with your child? _____________ __ _ 

How does your spouse/par t ner get along with your child? ___________________ _ 

If one or both of child's parents are out of the home, describe each one's current relationship with child: 







tlVINGlffC.>N COUNTY 

CATHOLIC 
CHARITIES 
IIUYING uvr:s GROW ADOLESCENT SELF-REPORT HISTORY 

(Ages 13-17) 

Client's Name:  __________________________Age: _____Birthdate:
Clients Address:___________________ Zip Code: ________ _ 
Client Telephone#: Home ________ Work ________ Other ________ _ 

Name of parent of Guardian who brought you: ___________________ _ 

Was it your idea to come here? _____ If not, whose idea was it? __________ _ 

Why do you think you are coming here? _____________________ _ 

How do you feel about coming here? ______________________ _ 

What do you think your family will say the problem is? _______________ _ 

What do you think the real problem is? ______________________ _ 

What do you like about yourself? _______________________ _ 

What do other people like about you? -----------------------

What don't you like about yourself? _______________________ _ 

What don't other people like about you? ----------------------

Name the three things in your life that upset or bother you the most:

Date: ________



SYMPTOMS: Check the number of all items that apply to you now or within past month 

D 1. Depression 
D 2. Crying Spells 
0 3. Hopelessness 
D 4. Relationship problems 
0 5. Relationship breakup 
D 6. Loneliness 
D 7. Emptiness 
D 8. Loss of appetite
D 9. Sleep Disturbance 
0 10. Nightmares 
0 11. Hearing voices 
D 12. Feeling controlled 
D 13. Feeling talked about 
D 14. Seeing things others don't 
D 15. Unusual thoughts 

D 16. Increased alcohol use 
D 17. Increased drug use 
018. Blackouts/memory loss
D 19. Withdrawal symptoms

LOSS OF CONTROL IN: 
D20. Alcohol use 
021. Drug or medication use
D 22. Food bingeing
023. Purging
0 24. Yelling
025. Hitting
026. Endangering others
027.Endangering self
D28. Gambling 
D 29 .Spending 

INTERESTS/ACTIVITIES (What do you enjoy doing?): 

Watch television 
Movies/videos 

__ Play video games 
Listen to music 

__ Talk on phone 
__ Sing 

Dance 
Draw 

__ Build Things 
Write 
Read 

__ Play instrument 

Be with friends 
__ Be with girlfriend 
__ Be with boyfriend 
__ Be with family 
__ Be by myself 
__ Go shopping 

Get into trouble 
__ Just about anything 
__ Pray 

Church activities 
__ Sew,knit, embroider 
__ Scouting 

030. Nervous/anxious
03 I. Panic attacks

32. Can't concentrate
33. Confusion
34. Mood swings

D 35. Racing thoughts 
036. Fear of dying
D 37. Job stress
D 38. Decreased activity
D 39. Decreased self-care
D 40. Not seeing friends
D 41. Guilt/shame
D 42. Financial worries
D 43. Sexual problems
044. School problems

Eat 
__ Sleep 
__ Get into fights 

Exercise/workout 
__ School sports 
__ Street sports 
__ Cheer-leading 

Other school activities 
Drink 

__ Get high 
Diet 

__ Baby-sit 

What else do you enjoy doing? _______________________ _ 

Are there activities that you would like to do but are afraid to do? ____________ _ 

Have you lost interest in activities that you nom1ally enjoy? ______________ _ 

What do you hate doing? _________________________ _ 

What makes you feel happy? ________________________ _ 

What makes you feel angry? ________________________ _ 

What makes you feel sad? _________________________ _ 

What makes you feel scared? ________________________ _ 

What do you worry about? _________________________ _ 

What keeps you from feeling happy? _____________________ _ 
























