 Life Designs Behavioral Health Center, LLC

Child and Adolescent Psychosocial History Addendum

_____________________________    ______________   ___________________

                                  Name                                                               ID                                          Date

The below questions may seem intrusive, but they are all needed and meant to help your child.  Thank you in advance for your cooperation!

	   Symptoms
	Yes
	No


	Age  behavior began
	Please give examples to Yes Answers

	Overactive/Can’t set still
	
	
	
	

	Short attention span
	
	
	
	

	Doesn’t seem to listen
	
	
	
	

	Frequently fails to complete tasks
	
	
	
	

	Acts without thinking
	
	
	
	

	Daydreams a lot
	
	
	
	

	School problems
	
	
	
	

	Frequently fails to do homework
	
	
	
	

	Destroys property
	
	
	
	

	Temper problems
	
	
	
	

	Problems at babysitters
	
	
	
	

	Bullies others and/or fights
	
	
	
	

	Difficult to discipline
	
	
	
	

	Serious Lying
	
	
	
	

	Runaway behavior/skips school 
	
	
	
	

	Steals
	
	
	
	

	Cruel to people/animals
	
	
	
	

	Wetting problems (day or night)
	
	
	
	

	Soiling Pants
	
	
	
	

	Nightmares or sleeping problems
	
	
	
	

	Unusual Fears (please list)
	
	
	
	

	Sadness
	
	
	
	

	Withdrawn from others/loner
	
	
	
	

	Easily upset 
	
	
	
	

	Requires a lot of attention
	
	
	
	

	Often loses temper
	
	
	
	

	Often argues with adults
	
	
	
	

	Often refuses to comply with requests
	
	
	
	

	Blames others for mistakes/behavior
	
	
	
	

	Easily annoyed by others
	
	
	
	

	Often angry and resentful
	
	
	
	

	Immature actions
	
	
	
	

	Lack of imagination/social play
	
	
	
	

	Unable to make friends with peers
	
	
	
	

	Can’t initiate or sustain conversation
	
	
	
	

	Language problems
	
	
	
	

	Doesn’t adapt to change in routine
	
	
	
	

	Preoccupied with parts/objects
	
	
	
	

	Learning problems
	
	
	
	

	Alcohol/drug/cigarette use
	
	
	
	

	Sexual behaviors with self or others
	
	
	
	

	Sensitive to stimulation/activity
	
	
	
	

	Clingy, can’t stand to be alone
	
	
	
	

	Sleeping Problems (too much/too little)
	
	
	
	


Hospitalizations/Crisis Stabilization Unit stay/Intensive Outpatient/Outpatient Treatment

When


Where


Diagnosis

Duration

Outcome/Medications

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Developmental/Medical History 

Any Allergies to food or medications? No______  Yes______ List____________________________________

Who is the child’s current pediatrician?________________________________________ Please sign a release.

Current Medications:

Medication              Milligrams         Dosage      Frequency         Prescribed by Whom        For What

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________         

Any problems during pregnancy? No______   Yes______ Explain____________________________________

Premature?  No______   Yes______ How many weeks? ______ Complications?_________________________

Delivery complications?  No______   Yes______ Explain___________________________________________

Any use of medications, alcohol or illicit drugs during pregnancy? No______   Yes______ List_____________

_________________________________________________________________________________________

Any complications after birth?  No______  Yes______ Explain______________________________________

At what age did child start walking? ______  Talking?______ Potty training?______  ____________________

Any serious illness during any time in child’s life? Yes ________  No________  Explain__________________

Any head injuries, seizures, loss of consciousness during any time in child’s life? Yes_______   No__________

Is the child’s physical growth on target?  Yes______  No______   Height________   Weight________

When did child start to her period?____________ Period’s normal? Yes___  No____ PMS?________________

Is child up to date on vaccinations and physicals? Yes______   No______  Explain_______________________

Has child ever been touched in a sexual way by anyone?____________________________________________

Has child ever touched someone else in a sexual way?______________________________________________

Has child ever been hit, pushed, shoved, choked?__________________________________________________

Has child ever been yelled at a lot, called names, put down by anyone?_________________________________

Has the child ever witness physical, emotional or sexual violence?____________________________________

Family/Relationship History (Many psychiatric illness are genetically based)
Are there any blood relatives living or deceased with depression, mood, or psychiatric issues, emotional problems, or on medications ?  No______  Yes______  If yes, Who/What_______________________________ __________________________________________________________________________________________

Have any blood relatives ever used alcohol or drugs on a regular basis ever?       No______        Yes ______ Who/What_________________________________________________________________________________

Client currently lives with biological parents ______  Mom ______  Dad______ Mom/Step dad______

Dad/Step mom______ Foster family______ Adoptive family ______ Other (explain)_____________________ 

Who has custody?_____________________ Contact with non-custodial parent?_________________________

What is visitation pattern? _ __________________________________________________________________ Are parents separated or divorced No______ Yes______  Child’s age at separation/divorce_________________

Are there or have there ever been any custody issues or problems?____________________________________

Are there any conflicts within the home that the child lives in?________________________________________

Are there any conflicts between any family members?______________________________________________

Is extended family (aunts, uncles, grandparents) involved with family?  None   Some   Moderately   Extensively

Discipline/Social

Is the discipline consistent (caregivers give consequences for the same things)? Yes______  No_________

What type of discipline do you use? Corporal Punishment___ Time Out___ 123 Magic___ Natural Consequences___ Positive reinforcement____ Other______________________________________________

__________________________    ______________   ___________________

                                  Name                                                               ID                                          Date

What is current discipline form? By Parent #1_____________________  Parent #2______________________

For what behavior?___________________________________Is current discipline form effective?__________

Do the caregivers/parents agree on discipline? Yes____  No ____ If no, explain__________________________

How many friends does the child have?______ Does child have difficulty making friends? No______  Yes____ 

Keeping friends? No______ Yes_______  Explain_________________________________________________

Religious Preference_______________ Active in Church? Yes____  No_____ What does child like to do for fun? ____________________________  What country was your family’s ancestors from?_________________
Routine

Does child sleep alone?  Yes______  No______  Explain____________________________________________

Does child have own bedroom? Yes______  No______ If no, who do they share room with?________________

What are the steps in the child’s bedtime routine?__________________________________________________

What time does child go to bed?______  Wake up? ______ When and where does child do homework? __________________________________________________________________________________________

Any current serious illnesses or past deaths in immediate/close family members?  No______ Yes______ Explain___________________________________________________________________________________

How many times has the family moved in the past two years?________________________________________

Does the child get allowance?  No __  Yes ___ How much?____.  Does the child get extra money besides allowance? No ___  Yes ___  If yes, from who, for what, when______________________________________

What are the child’s chores and consequences if she/he does not do them?_____________________________

Educational

Current School________________________ Current Grade______ Has child ever repeated a grade? No______ Yes______ Which ones, why, how often?________________________________________________________ 

School contact person_________________  How many schools has child attended?______ Any difficulty learning? No______  Yes______ Explain________________________________________________________

Any special classes?  No ______  Yes______ Please explain_________________________________________

Any problems with vision, speech or hearing? No______ Yes______  Explain___________________________

Has child ever been in IMPACT or IMPACT PLUS?  No______  Yes______ Explain_____________________

Does have a current or past IEP? No______  Yes______ Explain______________________________________

Any psychological or IQ testing?  No______  Yes______ Where and When?____________________________

Any behavior related school problems (detention, A school, Saturday school, suspensions)?  No____ Yes_____  Explain_______________________________ ____________________________________________________

Has the child ever been required to go to an alternative school?  No______  Yes______ Explain_____________

Legal

Any current/past legal problems with child or family?  No______  Yes______ Explain____________________

Has child ever been arrested? No______  Yes______  When/for what__________________________________

Has child served time in juvenile detention? No______  Yes______ How long/when______________________
Is the Department of Juvenile Justice ever been involved? No______  Yes______ DJJ worker_______________

Is child on probation?  No______  Yes______  For what, how long____________________________________

Who is PO?________________________________ Does child have social worker or court appointed worker?  No______  Yes______  Who/from where________________________________________________________

Any pending court dates or hearings?  No______ Yes______ When/Where/For what?____________________

Person who filled out this form____________________Person’s relationship to client____________________
______________________________________       ____________________________________

(Signature of therapist reviewing form)                                           Date

