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Child’s Name: ______________________________________ Gender: ________        DOB: ______________

	www.feelgoodbehavioral.com
Phone: 267-682-6908
Child and Adolescent Intake Form


School/College: ______________________________________ Grade: _________IEP/504 plan: □ YES □ NO
Other Details: ______________________________________________________________________________
                          (Current Height & Weight).                                      (Any allergies to Medications, Food or Seasonal allergies)
Father’s name: ____________________________________________________________________________
Address:__________________________________________________________________________________
City:  ______________________________________State:_____________________Zip Code: ____________

Cell Phone: ________________________Home: __________________________Work: __________________
Email address:  _____________________________________________________________________________
Mother’s name: ___________________________________________________________________________

Address:__________________________________________________________________________________

City:  ______________________________________State:___ __________________Zip Code: ____________

Cell Phone: ________________________Home: __________________________Work: __________________
Email address:  _____________________________________________________________________________
Parent’s relationship status: (Please check one that apply). Married □ Divorced □ Not Married □ Other □
\Parent’s Custody status: □ Shared custody □ Sole custody - Mother □ Sole custody – Father (Please enclose the copy of custody order, separation agreement or divorce degree specifying custody status for each parent).
Primary Insurance Company: _________________________________________________________________
Primary Insured’s Name: ____________________________________________________ DOB: ___________

Insurance ID: ______________________________          Group Number: ______________________________
How you heard about us: _____________________________________________________________________

Primary Reason for seeking help now: __________________________________________________________ Is your child currently attending therapy? (Please Check one):     □ YES       □ NO
Pediatrician: ________________________________________________ Phone: ________________________
Past Psychiatrist if any: _______________________________________ Phone: _________________________

Current Diagnosis if known: __________________________________________________________________

Current Medical Problems: ___________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                           .                                                                                                                                                                                                                                                                                                                                                                              (Past Surgeries & Year)
Current Medications and Dose: ________________________________________________________________
Family Psychiatric History: ___________________________________________________________________ 
Alcohol use if applicable: □ YES       □ NO         Drug use if any, including Marijuana: □ YES       □ NO
Pharmacy details: ___________________________________________________________________________
                                          Pharmacy Name                           Pharmacy Address                                 Phone number
__________________________________________________________________________________________ 

Signature of Patient (ages 14 to 18)                                        Print name                              Date 
__________________________________________________________________________________________ Signature of Patient (ages 14 to 18)                                        Print name                              Date 
