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CONFIDENTIAL WHEN COMPLETED

Today’s date: _______/_________/__________

                          Day               Month            Year 

Name of person completing this form: _______________________  Relation to child: _______________

Child’s name: ___________________________________________________ Age: __________ Grade: ________
Child’s date of birth: _______/__________/_________       Gender:  ______________ 

                                    Day                Month               Year 

Address: _______   ___________________    _________________  _____________   _____________

               Apartment                            Street
                   City
                          Province
 Postal Code
	FAMILY DOCTOR OR PAEDIATRICIAN

	Name:

	Address:

	Phone:                                                                 Fax:

	PLEASE DESCRIBE THE PROBLEM(S) WHICH LED YOU TO SEEK HELP:


	

	

	

	

	

	

	

	

	

	

	

	

	GOALS:

Please list the top three goals you would like your child and family to achieve within the next six months by working with our team.




	1.

	2.

	3.


	PARENT / GUARDIAN & FAMILY INFORMATION:



Marital status:  □ Married      □ Separated      □ Divorced      □ Common-law      □ Widowed     □  Single   

If parents are separated/ divorced, please specify who has custody:

□  Mother      □ Father      □ Joint custody      □ Neither - Specify:______________________________

In their primary residence, child/youth is living with:

□  Both parents      □  Father      □  Mother      □  Other:_____________________________________



	Name of Parent/Guardian (Age)
	Relationship to Child
	Address if different from child’s
	Occupation
	Telephone

	
	
	
	
	Home: (    )      -

Work:  (    )      -

Cell:    (    )      -

	
	
	
	
	Home: (    )      -

Work:  (    )      -

Cell:    (    )      -

	
	
	
	
	Home: (    )      -

Work:  (    )      -

Cell:    (    )      -

	Names of Other Children Living with this Child
	Relationship to Child
	Sex
	Age
	Any physical or mental health problems?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Names of other brothers or sisters living outside of the home
	Relationship to Child
	Sex
	Age
	Any physical or mental health problems?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	PREGNANCY:  If there is information available about the pregnancy, please answer the following questions.
Were there any medical problems, complications and/ or concerns during the pregnancy or birth?  

 □ No    □ Yes       If yes, please specify: __________________________________________________________________________________
Weight at birth: _____________

	MEDICAL HISTORY: Please list any medical illnesses 

	Medical Illness
	Date of Illness

	
	

	
	

	
	

	Date of last hearing test: _______________________ Any concerns? Y / N  If yes, describe: __________________
Date of last vision test: ________________________  Any concerns? Y / N  If yes, describe: __________________

	MENTAL HEALTH DIAGNOSIS:  Please list any mental health conditions previously diagnosed.

	Diagnosis
	Date first Diagnosed
	Who made the diagnosis

	
	
	

	
	
	


	Intellectual or Developmental Disability Diagnosis:  □ Yes     □ No     □ Not diagnosed


If yes, age when diagnosis was first made: ____________________

	CHILD’S HISTORY OF PSYCHIATRIC HOSPITALIZATION:   

	Hospital
	Date and Length of Stay
	Diagnosis/ Treatment

	
	
	

	
	
	

	CHILD’S VISITS TO HOSPITAL EMERGENCY DEPARTMENT:

(for emotional or behavioural problems)

	Hospital
	Date of Visit
	Outcome (example: admitted)

	
	
	

	
	
	


	CURRENT MEDICATION: 

	Medication
	                 Dose

i.e., mg.
	Times Given

i.e. 8 a.m.
	Benefits
	Side effects

	
	
	
	
	

	
	
	
	
	


	PROFESSIONALS INVOLVED WITH YOUR CHILD: Please name who has been involved in the past or is currently involved with your child: 

	  SPECIALTY
	                NAME
	DATE HE/SHE STARTED WORKING WITH YOUR CHILD

	□ Family physicians
	
	

	□ Paediatricians
	
	

	□ Psychiatrists
	
	

	□ Psychologists
	
	

	□ Dietician
	
	

	□ Children’s Aid Society
	
	

	□ Other
	
	

	RESOURCE INFORMATION:

List names of any support agencies or people who are currently involved with your child.

	Agency
	Contact Person
	Telephone

	Service Coordination           □  No     □ Yes
	
	

	Ottawa Children’s 

Treatment Centre
       □  No     □ Yes
	
	

	Children’s Aid Society         □  No     □  Yes 
	
	

	Crossroads                          □  No     □  Yes
	
	

	Youth Services Bureau       □  No     □  Yes
	
	

	Other agencies                    □  No     □ Yes

(Please specify:_______________________ )
	
	


Have you or any of your relatives had any of the following problems?

Please indicate for each if it is a maternal or a paternal relative.

	DISORDER
	Number of relatives 
	Relationship to child for maternal relatives
	Relationship to child for paternal relatives
	Any required treatment?

(yes or no)
	Any required hospitalization?

(yes or no)

	Depression

	
	
	
	
	

	Manic Depression

	
	
	
	
	

	Schizophrenia

	
	
	
	
	

	Obsessive-Compulsive Disorder

	
	
	
	
	

	Alcohol Abuse

	
	
	
	
	

	Drug Abuse

	
	
	
	
	

	Severe Anxiety

	
	
	
	
	

	Bulimia Nervosa

	
	
	
	
	

	Anorexia Nervosa

	
	
	
	
	

	Binge Eating Disorder

	
	
	
	
	

	Suicide Attempts

	
	
	
	
	

	Autism Spectrum Disorder / Asperger’s


	
	
	
	
	

	Learning Difficulties


	
	
	
	
	

	Language Difficulties


	
	
	
	
	

	Other medical conditions (i.e., diabetes, seizure disorders): 

	
	
	
	
	

	Other mental health issues


	
	
	
	
	


	SCHOOL INFORMATION:

	Name of school board:
	Please describe how your child is currently doing in school:  □ Excellent    □ Good    □ Fair     □ Poor

	Name of school:
	Principal:

	Learning disability/exceptionality:
	Placement / Type of classroom:

	Grade:
	Number of suspensions in past six months   ____

	Individual Education Plan (I.E.P.)  □  Yes       □  No


	Does your child attend school full time? □  Yes       □  No

If no, please describe current situation: ____________________________________________________

	Has your child had extended absences from school? □  Yes      □  No
If yes, please indicate the time frame and  describe: __________________________________________

____________________________________________________________________________________

	EXTRACURRICULAR ACTIVITIES: Is your child involved in any social groups, teams or clubs?  If so please list them: ____________________________________________________________________________


	What treatments have been tried for your child/adolescent?


	________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

	Which treatment(s) did you feel were most helpful and why?

	________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________


	STRENGTHS: Please describe some of your child’s strengths


	________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Thank you for taking the time to complete this information
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