Alexian Brothers Behavioral Health Hospital
Child and Adolescent Questionnaire

Date:________________
Child/Adolescent: __________________________________________________    SSN#: __________ - __________ - __________

Date of Birth: __________________________        FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female 
       Phone #: (_________) - _________ - ________
Person Completing Form: _____________________________________   Relationship: __________________________________
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Notify in case of Emergency (Please notify us of any change during treatment):

Name: _____________________________________

Address: ________________________________________________








City:  _____________________________________ State: ________

Home Phone: (______) _______________________

Cell Phone: (______) ______________________________________
Work Phone: (______) ________________________
Briefly describe why you are seeking help for your child/adolescent at this time:______________________________________
What are specific issues of concern: 

History of presenting problems and description of precipitating circumstances:

I:  SCHOOL HISTORY

Current Grade Level: ____________________________
*Type of class:
 FORMCHECKBOX 
 Mainstream
    FORMCHECKBOX 
 Mainstream with Resource
     FORMCHECKBOX 
 L.D.       FORMCHECKBOX 
 B.D.       FORMCHECKBOX 
 E.D.
  

 FORMCHECKBOX 
 Placement out of school
 FORMCHECKBOX 
 Other: ________________________________________________________
	Please describe your child or adolescent’s experiences (check one):
	Excellent
	Good
	Fair
	Poor

	Pre-School:
	
	
	
	

	Kindergarten:
	
	
	
	

	Elementary (grades 1, 2, 3, 4, 5):
	
	
	
	

	Junior High School (grades 6, 7, 8):
	
	
	
	

	High School (grades 9, 10, 11, 12):
	
	
	
	

	Job History (describe):

	
	
	
	


Please describe briefly any significant school events, performance issues, school behavior, or job behavior:

*Current and past use of the following services: 
 FORMCHECKBOX 
 Speech/Language
 FORMCHECKBOX 
 Therapy
 FORMCHECKBOX 
 Social Worker






 FORMCHECKBOX 
 Other Special Services
Please describe:

Name of therapist(s) and psychiatrist(s) whom you have consulted in the past or are working with now:
(Current)
Name 1. ______________________________________
Phone #: ___________________________________



           2. ______________________________________
Phone #: ___________________________________

(Past)

Name 1. ______________________________________
Phone #: ___________________________________



           2. ______________________________________
Phone #: ___________________________________
Name of current school: ________________________________________
Phone #: ___________________________________


Name 1. (Counselor) ____________________________
Phone #: ___________________________________


           2. (Teacher) ______________________________
Phone #: ___________________________________



           3. ______________________________________
Phone #: ___________________________________



           4. ______________________________________
Phone #: ___________________________________
Has your child/adolescent ever been evaluated through the school district (e.g., case study evaluation)? 
Which district(s)? ____________________________________________________________________________________________

Date(s): _________________________________________________
Outcome: _________________________________________

II.  DEVELOPMENTAL HISTORY & MILESTONES

Were there any significant delays? 
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No

If yes, please describe: _______________________________________________________________________________________
Please check if any of the following are or were problems and list date it started:

	
	YES
	NO
	START DATE
	IF YES, PLEASE DESCRIBE.

	Bed-wetting alter training
	
	
	
	

	Bed-soiling alter training
	
	
	
	

	Walking difficulty
	
	
	
	

	Unclear speech
	
	
	
	

	Feeding problem
	
	
	
	

	Weight problem
	
	
	
	

	Colic
	
	
	
	

	Trouble separating from parent
	
	
	
	

	Temper tantrums
	
	
	
	

	Poor motor skills
	
	
	
	

	Excessive worries/fears
	
	
	
	

	Poor follow through on tasks
	
	
	
	

	Poor memory
	
	
	
	

	Poor daily living skills
	
	
	
	


	EARLY CHILDHOOD (0-4)
	YES
	NO
	START DATE
	IF YES, PLEASE DESCRIBE.

	Eating patterns
	
	
	
	

	Sleeping patterns/nightmares
	
	
	
	

	Level of activity
	
	
	
	

	Impulse control
	
	
	
	

	Attention span
	
	
	
	

	Social behaviors with adults
	
	
	
	

	Early security object
	
	
	
	


	CHILDHOOD (5-10)
	YES
	NO
	START DATE
	IF YES, PLEASE DESCRIBE.

	Eating patterns
	
	
	
	

	Sleeping patterns/nightmares
	
	
	
	

	Level of activity
	
	
	
	

	Impulse control
	
	
	
	


	CHILDHOOD (5-10) (cont.)
	YES
	NO
	START DATE
	IF YES, PLEASE DESCRIBE.

	Attention span
	
	
	
	

	School adjustment and history
	
	
	
	

	Emotional problems
	
	
	
	

	Behavior w/peers and/or siblings
	
	
	
	

	Behavior with adults
	
	
	
	


	ADOLESCENT (11-Present)
	YES
	NO
	START DATE
	IF YES, PLEASE DESCRIBE.

	Eating patterns
	
	
	
	

	Sleeping patterns/nightmares
	
	
	
	

	Level of activity
	
	
	
	

	Impulse control
	
	
	
	

	Attention span
	
	
	
	

	Emotional problems
	
	
	
	

	Behavior w/peers and/or siblings
	
	
	
	

	Behavior with adults
	
	
	
	

	Sexuality
	
	
	
	

	Puberty development
	
	
	
	


III.  FAMILY STATUS
Have there been any changes in the family in the last six months or are there any contemplated changes?       FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If yes, please describe and at what age

Has the child/adolescent experienced any parental separations, divorces, or deaths?       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If yes, please describe 

Does your child or family have any cultural concerns, spiritual beliefs, or values of which we should be aware?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, please describe

Who has legal custody of the child/adolescent?
 FORMCHECKBOX 
 Mother      FORMCHECKBOX 
 Father      FORMCHECKBOX 
 Joint       FORMCHECKBOX 
 Other

If other, please explain 

Please describe visitation arrangements. Any problems with this arrangement? 

Has child experienced other trauma or loss?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    If yes, please describe 

Are there any relationship problems with family members that you would like us to know about?      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, please describe 


Do other children in the family have significant behavior problems?      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, please describe 


Describe your child’s current social behavior, number of friends, play activities, recreation/leisure interests, hobbies

Is you family experiencing any financial problems?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

IV.   PSYCHOLOGICAL SYMPTOMS

Is child/adolescent suicidal?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
Suicidal thoughts only?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Previous suicide attempt at any time?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Involvement in gang activity?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

Does child/adolescente have any 
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

problems or concerns regarding  

his/her sexual orientation?


Is child/adolescent currently engaged 
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
in aggressive/violent behavior?
Have current violent thoughts
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
Have had violent behavior or thoughts
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
in the past?
Please check off any of the following that apply:

CURRENT
PAST
Depressed mood 
 FORMCHECKBOX 

 FORMCHECKBOX 

Daily irritability
 FORMCHECKBOX 

 FORMCHECKBOX 

Lack of interest or pleasure in activities 
 FORMCHECKBOX 

 FORMCHECKBOX 

Loss of appetite
 FORMCHECKBOX 

 FORMCHECKBOX 

Decreased need for sleep
 FORMCHECKBOX 

 FORMCHECKBOX 

Physically abused
 FORMCHECKBOX 

 FORMCHECKBOX 

Sexual promiscuity
 FORMCHECKBOX 

 FORMCHECKBOX 

Restlessness or inability to concentrate
 FORMCHECKBOX 

 FORMCHECKBOX 



CURRENT
PAST
Excessive fear of persons, places, 
 FORMCHECKBOX 

 FORMCHECKBOX 

animals, objects, situations
Difficulty controlling anger/bad temper
 FORMCHECKBOX 

 FORMCHECKBOX 

Increase in appetite
 FORMCHECKBOX 

 FORMCHECKBOX 

Difficulty sleeping or poor sleep
 FORMCHECKBOX 

 FORMCHECKBOX 

Increased need for sleep
 FORMCHECKBOX 

 FORMCHECKBOX 

Sexually abused
 FORMCHECKBOX 

 FORMCHECKBOX 

Distressing memories that recur or intrude
 FORMCHECKBOX 

 FORMCHECKBOX 

Please check off any of the following that apply:

CURRENT
PAST
Fatigue or loss of energy 
 FORMCHECKBOX 

 FORMCHECKBOX 

Hallucinations
 FORMCHECKBOX 

 FORMCHECKBOX 

Feelings of hopelessness
 FORMCHECKBOX 

 FORMCHECKBOX 

Recurrent thoughts of death
 FORMCHECKBOX 

 FORMCHECKBOX 



CURRENT
PAST
Recurrent distressing dreams 
 FORMCHECKBOX 

 FORMCHECKBOX 

Difficulty making decisions
 FORMCHECKBOX 

 FORMCHECKBOX 

Delusions (unreasonable throughts
 FORMCHECKBOX 

 FORMCHECKBOX 

or beliefs)

Feeling of worthlessness or guilt
 FORMCHECKBOX 

 FORMCHECKBOX 

Please check off any of the following that apply:

CURRENT
PAST
Not able to control impulse to steal 
 FORMCHECKBOX 

 FORMCHECKBOX 

Racing thoughts or ideas
 FORMCHECKBOX 

 FORMCHECKBOX 

Rapid mood swings
 FORMCHECKBOX 

 FORMCHECKBOX 

Fear of dying or going crazy
 FORMCHECKBOX 

 FORMCHECKBOX 

Periods of time which you can’t remember
 FORMCHECKBOX 

 FORMCHECKBOX 

Avoidance of thought or feelings of trauma
 FORMCHECKBOX 

 FORMCHECKBOX 

Accelerated heart rate or chest pains
 FORMCHECKBOX 

 FORMCHECKBOX 

Trembling or shaking
 FORMCHECKBOX 

 FORMCHECKBOX 

Choking
 FORMCHECKBOX 

 FORMCHECKBOX 

Nausea or abdominal distress
 FORMCHECKBOX 

 FORMCHECKBOX 

Feeling unreal
 FORMCHECKBOX 

 FORMCHECKBOX 

Numbness or tingling sensations 
 FORMCHECKBOX 

 FORMCHECKBOX 

Compulsive exercising
 FORMCHECKBOX 

 FORMCHECKBOX 



CURRENT
PAST
Excessive dieting 
 FORMCHECKBOX 

 FORMCHECKBOX 

Preoccupation with/or frequent gambling
 FORMCHECKBOX 

 FORMCHECKBOX 

Distractability
 FORMCHECKBOX 

 FORMCHECKBOX 

Sense of reliving traumatic events
 FORMCHECKBOX 

 FORMCHECKBOX 

Intense reactions to certain events
 FORMCHECKBOX 

 FORMCHECKBOX 

or anniversaries
Avoidance of activities or situations
 FORMCHECKBOX 

 FORMCHECKBOX 

of trauma
Shortness of breath/dizziness
 FORMCHECKBOX 

 FORMCHECKBOX 

Detachment from feelings, people 
 FORMCHECKBOX 

 FORMCHECKBOX 

and places
Sweating/feeling flushed
 FORMCHECKBOX 

 FORMCHECKBOX 

Binging/compulsive overeating
 FORMCHECKBOX 

 FORMCHECKBOX 

Intentional vomiting
 FORMCHECKBOX 

 FORMCHECKBOX 

Diuretic or laxative misuse
 FORMCHECKBOX 

 FORMCHECKBOX 




V.   CHEMICAL USE HISTORY
Alcohol or drug use currently or in the past?       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If yes, which substances have been used, what frequency, and what amount? 


    CURRENT
PAST
Do you believe your child/adolescent has an alcohol or substance abuse problem?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Daily tobacco usage: 

VI.  CHILD / ADOLESCENTS WITH ATTENTION OR CONDUCT PROBLEMS
Please check the box if the problem has persisted for more than 6 months.    

	
	Not At All
	Just Alittle
	Pretty Much
	Very Much

	Fails to pay close attention to details or makes careless mistakes in schoolwork, chores or other activities
	
	
	
	

	Has difficulty sustaining attention in tasks, chores or activities
	
	
	
	

	Does not seem to listen when spoken to directly
	
	
	
	

	Does not follow through on instructions and fails to finish schoolwork, chores, or duties in the workplace (not due to oppositional behavior or failure to understand directions)
	
	
	
	

	Has difficulty organizing tasks and activities
	
	
	
	

	Avoids, dislikes or is reluctant to engage in tasks which require sustained mental effort (such as schoolwork)
	
	
	
	

	Loses things necessary for tasks or activities (e.g. toys, school, assignments, pencils, books or tools)
	
	
	
	

	Is distracted by unimportant stimuli
	
	
	
	

	Is forgetful in daily activities
	
	
	
	

	Fidgets with hands or feet or squirms in seat
	
	
	
	

	Leaves seat in classroom or in other situations when expected to remain seated
	
	
	
	

	Runs about or climbs excessively in situations where it is inappropriate (in adolescents, may be limited to restlessness)
	
	
	
	

	Has difficulty playing or engaging in leisure activities quietly
	
	
	
	

	Is “on the go” or often acts as if “driven by a motor”
	
	
	
	

	Talks excessively
	
	
	
	

	Blurts out answers before the questions have been completed
	
	
	
	

	Has difficulty awaiting turn
	
	
	
	

	Interrupts or intrudes on others (e.g., butts into others conversations or games)
	
	
	
	

	Often loses temper
	
	
	
	

	Often argues with adults
	
	
	
	


	
	Not At All
	Just Alittle
	Pretty Much
	Very Much

	Often actively defies or refuses to comply with adult requests or rules
	
	
	
	

	Often deliberately annoys people
	
	
	
	

	Often blames others for his or her mistakes or misbehaviors
	
	
	
	

	Is often touchy or easily annoyed by others
	
	
	
	

	Is often angry and resentful
	
	
	
	

	Is often spiteful or vindictive
	
	
	
	


VII.  MEDICAL HISTORY
What medical issues should the staff be concerned about? _________________________________________________________

Are there any allergies to medications?
     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, please describe: _______________________________________________________________________________________

Name of pediatrician or PCP: __________________________________
Phone #: ___________________________________

Name of other physician whom you believe we should contact: _____________________________________________________

Phone #: __________________________________________

BIRTH HISTORY (if relevant)
Birth weight 
________________
Length

________________
Hrs. labor 
________________

Mothers’ age 
________________
C-section?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Premature?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Induced?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Apgar score
________________
Complications? Please explain: _______________________________________________________________________________
___________________________________________________________________________________________________________
Is the child/adolescent currently on medication?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, what kind, what dosage, and what duration? ________________________________________________________________

How do you feel about the child/adolescent being on medication? ___________________________________________________
Has the child/adolescent had a neurological evaluation or a psychological evaluation? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, describe: _____________________________________________________________________________________________
Does the child/adolescent have any hearing or vision problems?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please describe: _______________________________________________________________________________________

NUTRITION SCREEN

Please give as much detail when you complete this nutrition screen.

1. Has there been any recent change in your child/adolescent’s appetite?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Is your child/adolescent’s appetite: 
 FORMCHECKBOX 
 Fair

 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
Poor

2. What is your child/adolescent’s: 

Height: ___________
Current weight ____________
Usual weight ____________

3. Has your child/adolescent gained or lost weight in the past year?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so, how much?
Gained: ____________ pounds
Lost: ____________ pounds
Were they trying to? __________________________________________________________________________________

4. Does your child/adolescent have any eating problems or food allergies?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please describe: ________________________________________________________________________________
5. Does your child/adolescent use any purging methods:

 FORMCHECKBOX 
 Laxatives
 FORMCHECKBOX 
 Diuretics
 FORMCHECKBOX 
 Diet Pills
 FORMCHECKBOX 
 Vomiting

If so, how many? ________________________
How often? ______________________________________________

6. What type of exercise does your child/adolescent do? ______________________________________________________
How often and for how long? ___________________________________________________________________________

7. Does your child/adolescent take vitamins or supplements?

If yes, which ones? ___________________________________________________________________________________

8. How often does your child/adolescent eat meals with family/significant others? ________________________________
9. How often does your child/adolescent eat out? ____________________________________________________________

Which meals does your child/adolescent eat out most often? ________________________________________________

10. Is your child/adolescent’s menstrual period regular?
    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A
11. Check any personal or family history of:

CHILD:
 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 High blood pressure
    FORMCHECKBOX 
 Cancer
 FORMCHECKBOX 
 HIV


 FORMCHECKBOX 
 Eating disorder
 FORMCHECKBOX 
 Liver disease

OTHER:
 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 High blood pressure
    FORMCHECKBOX 
 Cancer
 FORMCHECKBOX 
 HIV


 FORMCHECKBOX 
 Eating disorder
 FORMCHECKBOX 
 Liver disease

12. List any medication(s) that your child/adolescent takes: ____________________________________________________
________________________________________________________________________________________________________
Have any family members presented the following? Please specify family member’s relationship to the child/adolescent.














  Other (describe): ___________________________________________________________________________________________
Thank you for taking the time to complete this form. Please bring this in with you to your first meeting or drop it off at the office where you will be seen prior to your first meeting.

Therapist’s/Physician’s Conclusion/Recommendation: ____________________________________________________________

___________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Parent / Guardian Signature: ___________________________________________________
Date: _______________________
Provider Signature: ___________________________________________________________
Date: _______________________
This questionnaire is part of our assessment process. Please answer as the information relates to your child/adolescent. Your answers are very important in completing a thorough evaluation. If you are unsure of how to answer a question please mark the question and continue to the next item.





  Household Members        Age            Sex	Relationship	  Living in Household	              Occupation


                  &						                  Yes	          No


    Immediate Family












































      YES		    NO 	      RELATIONSHIP





Alcoholism





Attention Deficit Disorder





Depression/anxiety





Diabetes





Epilepsy / Seizures





HIV positive





Learning disability





Mental illness





Mental retardation





Physical handicap





Substance abuse





Suicide





Tourette’s
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