PIEDMONT CENTER FOR MENTAL HEALTH SERVICES
CHILD & ADOLESCENT APPLICATION
	
	     


ID NUMBER         

	
	     


 DATE             

	Patient’s Name:
	     
	
	     
	
	     


                                                              (Last)                                                                                 (First)                                                                        (Middle or Maiden)

	Address:
	     
	
	     
	
	     


                                                              (Street)                                                                               (City)                                                                               (Zip Code)

	     
	
	     
	
	     


                                      (County)                                                                                               Phone (Home)                                                                    Phone (Work)

	Age:
	     
	
	     
	
	     


                                                                                                                     (Birth date)                                                                        (Social Security Number)

	     
	
	     
	
	     


                                                   (School)                                                                            (Grade)                                                            (Teacher’s Name)

	Sex
	Race
	Marital Status
	Last Completed Education
	Referral Source

	M

 FORMCHECKBOX 

F

 FORMCHECKBOX 


	     
	     
	     
	     


	Mother’s Name:(Last, First, Middle or Maiden)
	Age
	Birth date
	Social Security Number

	     
	     
	     
	     

	Address: (Street or PO Box #)
	City
	Zip Code
	County
	Phone (Home)
	Phone (Work)

	                                                                           
	     
	                              

	Place of Employment
	Insurance Coverage
	If Yes, Company Name

	     
	 FORMCHECKBOX 

No
 FORMCHECKBOX 

Yes

	     


	Father’s Name:(Last, First, Middle)
	Age
	Birth date
	Social Security Number

	     
	     
	     
	     

	Address: (Street or PO Box #)
	City
	Zip Code
	County
	Phone (Home)
	Phone (Work)

	                                                                            
	      
	                                 

	Place of Employment
	Insurance Coverage
	If Yes, Company Name

	     
	 FORMCHECKBOX 

No
 FORMCHECKBOX 

Yes

	     

	Complete any information that applies to you:

	1.
	With whom is child living?
	     

	2.
	Who presently has legal custody of child?
	     

	
	Legal Guardian’s address: (if different from the child’s)
	     

	3.
	By whom has child been raised?
	     

	4.
	Is natural mother living
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	     
	Name
	     
	Age      

	
	Present Marital Status
	 FORMCHECKBOX 

	Married
	 FORMCHECKBOX 

	Divorced
	 FORMCHECKBOX 

	Single
	 FORMCHECKBOX 

	Unknown

	5.
	Is natural father living
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	     
	Name
	     
	Age      

	
	Present Marital Status
	 FORMCHECKBOX 

	Married
	 FORMCHECKBOX 

	Divorced
	 FORMCHECKBOX 

	Single
	 FORMCHECKBOX 

	Unknown

	6.
	Stepfather’s Name:
	     
	
	     
	
	     


                                                                                                                                                                                               Occupation                                               Age
	     
	
	     
	
	     


                                                              Address                                                                                                   Phone (Home)                                         Phone (Work)
	7.
	Stepmother’s Name:
	     
	
	     
	
	     


                                                                                                                                                                                               Occupation                                               Age
	     
	
	     
	
	     


                                                              Address                                                                                                   Phone (Home)                                          Phone (Work)
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	8.
	Has the child/adolescent had mental health or psychiatric care before?
	 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes



	
	If yes, give brief history with dates and places. 

	
	     

	
	     

	
	     

	
	     

	
	
	

	9.
	Has the applicant’s parents or other family members had emotion problems, and/or mental health care?
	 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes



	
	If yes, give brief history with dates and places.

	
	     

	
	     

	
	     

	
	     

	
	

	10.
	Give a brief history of the problem from when it began to the present time.

	
	     

	
	     

	
	     

	
	     

	
	     

	
	     

	
	

	11.
	List all people living in the home:

	Name
	Age
	Relationship

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	12.
	Do you have any immediate family members living out of the home?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	
	If so, is there any special reason?
	     

	
	     

	
	     

	SOCIAL HISTORY


	13.
	Has any of the following happened to the child/adolescent?  If yes, check all that apply and indicate in the ( ) how old he/she was when they took place. 

	  FORMCHECKBOX 
        (     ) death of parent

  FORMCHECKBOX 
        (     ) death of brother / sister

  FORMCHECKBOX 
        (     ) divorce of parents

  FORMCHECKBOX 
        (     ) separation of parents

  FORMCHECKBOX 
        (     ) desertion of parent

  FORMCHECKBOX 
        (     ) mental illness of immediate family 
                          member(hospitalization)

  FORMCHECKBOX 
        (     ) long-term physical illness of family             member

  FORMCHECKBOX 
        (     ) suicide of a significant person
	  FORMCHECKBOX 
        (     ) murder of significant person

  FORMCHECKBOX 
        (     ) neglect

  FORMCHECKBOX 
        (     ) physical abuse

  FORMCHECKBOX 
        (     ) sexual abuse

  FORMCHECKBOX 
        (     ) sexual assault

  FORMCHECKBOX 
        (     ) pregnancy

  FORMCHECKBOX 
        (     ) abortion

  FORMCHECKBOX 
        (     ) trouble with the law
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	14.
	Please list the sports your child most likes to take part in.  For example: swimming, baseball, skating, skate boarding, bike riding, fishing, etc.
	15.
	Please list your child’s favorite hobbies, activities, and games, other than sports.  For example: stamps, dolls, books, pianos, crafts, singing, etc.  (Do not include T.V.)

	
	 FORMCHECKBOX 

None


	
	 FORMCHECKBOX 

None



	
	a.
	     
	
	a.
	     

	
	b.
	     
	
	b.
	     

	
	c.
	     
	
	c.
	     

	
	
	
	
	
	

	16.
	Please list any organizations, clubs, teams, or groups your child belongs to:
	17.
	Please list any jobs or chores your child has. For example: Paper route, baby sitting, making bed, etc.

	
	 FORMCHECKBOX 

None


	
	 FORMCHECKBOX 

None



	
	a.
	     
	
	a.
	     

	
	b.
	     
	
	b.
	     

	
	c.
	     
	
	c.
	     

	
	
	
	
	
	

	18.
	1.
	About how many close friends does your child have?
	 FORMCHECKBOX 

None

 FORMCHECKBOX 

1

 FORMCHECKBOX 

2 - 3

 FORMCHECKBOX 

4 or More



	
	2.
	About how many times a week does your child do things with them?  
	 FORMCHECKBOX 

Less than 1

 FORMCHECKBOX 

1 or 2
 FORMCHECKBOX 

3 or More




	SCHOOL INFORMATION

	  1.
	Did (does) the applicant attend nursery school?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	  2.
	Did (does) the applicant attend kindergarten?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	  3.
	Were (are) there reports of behavior problems in nursery school or kindergarten?

	
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Comments:
	     

	
	     

	  4.
	Current school performance - for children age 6 and older:
	

	
	 FORMCHECKBOX 

Does not go to school

	Failing
	Below Average
	Average
	Above Average
	

	
	              a.  Reading or English

              b.  Writing

              c.  Arithmetic or Math

              d.  Spelling
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	

	
	Other academic subjects:
 (for example: history,                    
science, foreign                                   
	f.      
	
	
	
	
	

	
	
	g.      
	
	
	
	
	

	
	
	h.      
	
	
	
	
	

	  5.
	Is your child in a special class? 

	
	  FORMCHECKBOX 
No      FORMCHECKBOX 
  Yes- What kind?
	     

	  6.
	Has you child ever repeated a grade?

	
	 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes- Grade and reason
	     

	
	     

	  7.
	Please describe any academic or other problems your child has had in school.

	
	  FORMCHECKBOX 
 None    
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	Please answer the following questions about the child.

	1a. Age
	1b.  Weight
	1c. Weight one (1) year ago
	1d. Date of last physical

	     
	     
	     
	     

	2. a.   Name, address, and telephone number  of family physician
	b.   Name, address, and telephone number of pharmacy

	     
	     


	3.  Has  the child had or is there a family history of :                                        

	(If CHILD, place ‘C’ in the column, or if FAMILY, place ‘F’ in the column)

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No
	

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bladder Infections
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hepatitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Thyroid Disease

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tuberculosis

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DT’s
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ulcers

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Liver Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	VD

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genetic of family disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Prostrate Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Yellow Jaundice

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart Attack
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Seizures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other
	     

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Strokes
	     

	

	4.  Check any of the following allergies which the child has:

	  FORMCHECKBOX 
 Drugs (Specify)      


	  FORMCHECKBOX 
 Food (Specify)       


	  FORMCHECKBOX 
 Chemicals  (Specify)      


	  FORMCHECKBOX 
 LATEX  (Specify)      


	  FORMCHECKBOX 
 Insects  (Specify)      


	  FORMCHECKBOX 
 Other (Specify)      


	5.  If the child has been hospitalized, give name of hospital, city and state where located, and when:

	     

	6.  List any operations the child had and when:

	     

	7.  If the child has been hospitalized for mental health reasons, give the name of the hospital, city and state, and when:

	     

	8.  Does the child have:

	

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No
	

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Areas of numbness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ear problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Night sweats

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Change in eating habits
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eye problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Periods of unconsciousness

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Change in hair growth
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fevers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Poor coordination

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chest pains
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent colds
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Poor memory

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic bleeding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Headaches
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Problems with urination

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	    anywhere in the body
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heartburn
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	    (Passing water)

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic constipation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hemorrhoids
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sexual difficulties

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cough
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Menstrual difficulties
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Swelling of ankles

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diarrhea
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Muscle weakness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Trouble sleeping
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