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Intake Form- Parent of a Child

The following information will assist us when working with your child, as it provides us with a 
more complete picture of her/his/their development to-date. We have tried to be as complete as 
possible. If there are any questions that you do not wish to answer, please leave them blank. 
We thank you for your assistance.


A-  Parent/Guardian’s name _______________________________________________________________________
B-  Parent/Guardian’s name _______________________________________________________________________
Child's full name __________________________________________________________________________________ 
Birth Date (month/day/year) ______________________________  Age______  Grade in School ______________
A- Address __________________________________________________________ Postal Code _________________
B- Address (If different from A) ______________________________________________ Postal Code ___________
Phone Number(s) (Please do not include phone numbers at which you do not wish to be contacted): 
Home phone A: _____________________________   Cell phone A: _________________________________   
Home phone B: _____________________________   Cell phone B: _________________________________ 

Your Marital Status (Circle one):
Single        Common Law      Married       Widowed       Separated        Divorced         

Please Note: In instances where parents are separated or divorced and there is joint custody, we require written consent for counselling from both parents with legal custody. If one parent has sole custody, that parent must consent to counselling. In instances where another party has the legal authority to take decisions around the child's healthcare, we require written consent from that party.

Do you have sole legal custody of your child?       ◌ Yes   ◌ No 

Siblings
(List from oldest to youngest. Use back of last sheet if necessary.)

Name____________________________ Age______ Lives with child (Circle one):  Full-time  Part-time  Does not
Name____________________________ Age______ Lives with child (Circle one):  Full-time  Part-time  Does not
Name____________________________ Age______ Lives with child (Circle one):  Full-time  Part-time  Does not
Name____________________________ Age______ Lives with child (Circle one):  Full-time  Part-time  Does not
Do any of your other children have any special concerns or issues? __________________________________
________________________________________________________________________________________________


Immediate Concerns

Who decided you should come to Tidalstone Counselling Services? __________________________________
________________________________________________________________________________________________
Reason(s) for seeking counselling? _______________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
When did the issue(s) begin, as far as you know? ___________________________________________________
________________________________________________________________________________________________
Who is aware of the problem(s)? __________________________________________________________________
________________________________________________________________________________________________
Are there any significant changes in the home and/or in the child's life that have happened in 
the last year or two? _____________________________________________________________________________
[bookmark: __DdeLink__4847_2064953343]________________________________________________________________________________________________
________________________________________________________________________________________________What would you like to see happen as a result of coming for help? ___________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
How does your child feel about coming for counselling? ____________________________________________
________________________________________________________________________________________________
Has your child had any previous counselling?   ◌ Yes   ◌ No No    When? ______________________________
Was there anything that was beneficial/helped your child? __________________________________________
________________________________________________________________________________________________


Birth and Developmental History

Mother's health during pregnancy (if known):  

Medical/Labour complications     ◌ Yes   ◌ No
Alcohol/Drug use                            ◌ Yes   ◌ No
Domestic environment during pregnancy              ◌ Positive     ◌ Negative
Any physical, mental or emotional stresses the mother experienced during pregnancy or within six months after the birth: ___________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________


Does your child have issues with:
    
Sight                                    ◌ Yes   ◌ No                                                 Hearing                              ◌ Yes   ◌ No
Speech                                ◌ Yes   ◌ No                                                 Emotions                           ◌ Yes   ◌ No                   
Stomach aches:                 ◌ Yes   ◌ No                                                 Eating                                ◌ Yes   ◌ No
Headaches                         ◌ Yes   ◌ No                                                 Focus                                 ◌ Yes   ◌ No
Sleeping                              ◌ Yes   ◌ No                                                 Bed wetting                       ◌ Yes   ◌ No
Other ____________________________________________________________________________________________

Has your child ever had a concussion/brain injury?        ◌ Yes   ◌ No
Any hospitalization?       ◌ Yes   ◌ No     
(If yes) Length of stay and reasons________________________________________________________________
________________________________________________________________________________________________
Is your child on any medication?      ◌ Yes   ◌ No 
Please outline why your child is taking medications and when they/he/she began taking them: ________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________


Educational History

Does your child enjoy school?                      ◌ Yes   ◌ No
Has your child always felt this way about school?                 ◌ Yes   ◌ No
Does your child require/receive additional supports at school?                       ◌ Yes   ◌ No
(If yes)  What type? ______________________________________________________________________________
Has your child ever required an aid or tutor? _______________________________________________________
Has your child ever had a psycho-educational assessment?       ◌ Yes   ◌ No 
(If yes) What were the findings?____________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________Has your child ever repeated a grade?      ◌ Yes   ◌ No     (If yes) Which one? ___________________________
How many schools has your child attended to-date? ________________________________________________ 

List three areas of strength of your child:
i)  _____________________________________________________________________
ii)  _____________________________________________________________________
iii) _____________________________________________________________________


Socialization

[bookmark: __DdeLink__4553_213464754]Does your child find it    easy /   difficult      to make friends?          (Circle one)
Does your child find it    easy /   difficult      to sustain friendships?          (Circle one)
Please describe your child's friendships:
i)  _____________________________________________________________________
ii)  _____________________________________________________________________
iii) _____________________________________________________________________
Has your child ever been bullied?        ◌ Yes   ◌ No 
(If yes) How was the situation resolved? ___________________________________________________________
________________________________________________________________________________________________
Has your child ever been a bully?         ◌ Yes   ◌ No
(If yes) How was the situation resolved? ___________________________________________________________
________________________________________________________________________________________________

OTHER
Is there any other family history that the counsellor should be aware of?
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________


 Is there anything else that you would like the counsellor to know?
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Thank you for your cooperation in completing this form. I
t will help us to better assist your child.
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