
Adolescent Name: ________________________Counselor Name: _______________________

Section 1: Checklist of Concerns-								
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Please mark all items below that concern you about your adolescent:



1

2
 PAGE   \* MERGEFORMAT 2





· Accident prone
· Avoids being left alone
· Bullied by others
· Caregiver role
· Chronic illness
· Competitive
· Complains
· Complains of body aches
· Concerned for the future
· Co-sleeping
· Cries easily
· Cruel to animals/others
· Debt/Spending Habits
· Demands attention
· Depressed
· Destructive
· Dieting
· Difficulty w/ change
· Difficulty w/ parental figure
· Diagnosis seeking
· Discipline problems
· Disrupts family activities
· Easily embarrassed 
· Excessive exercise
· Fantasy life
· Fearful
· Feelings easily hurt
· Fidgety
· Fire setting
· Forgetful
· Gambling
· Gender sexual identity questions
· Grades
· Guilt
· Hallucinations 
· Homicidal Threats
· Hyperactive
· Hygiene
· Immature
· Inappropriate expression of feelings
· Inattentive
· Independent
· Interrupts
· Isolates
· Jealous 
· Lacks organization
· Lacks respect for authority
· Loss of friends
· Loss of former interests
· Lying
· Manipulates
· Mood swings
· Nervous mannerisms
· Nightmares
· Obesity
· Obsessions
· Online relationships
· Only older friends
· Only younger friends
· Overachieving 
· Paranoid
· People pleasing
· Promiscuous
· Perfectionism
· Physical altercations
· Poor nutrition
· Procrastinates
· Provokes others
· Risk taking
· Ritualistic/excessive habits
· Runs away
· School avoiding
· Screen-time
· Self-conscious
· Self-harming behaviors
· Sleep problems
· Sneaking out
· Social influences 
· Social media
· Spiritual values differ from caregiver
· Stealing
· Substance abuse  
· Suicidal talk or attempt
· Swearing
· Tiredness
· Traumatic event(s)
· Unable to relax
· Unmotivated
· Urinary/Bowel accidents
· Vandalism
· Weapon Use
· Worthlessness

Look back over the concerns you have checked above. Identify your top three concerns below.
1. __________________________________            2. __________________________________
3. __________________________________

Section 2: Life Experiences-									
Please check the life experiences below that apply to your adolescent:
· Abuse – emotional
· Abuse – physical
· Abuse – sexual
· Adopted
· Bullied
· Death or loss of someone close
· Divorce
· Domestic violence
· Family member in jail/prison
· Foster care
· Injury or illness
· Injury or illness of caregiver
· Medical or mental health concerns of caregiver
· Multiple times moving
· Multiple schools
· Natural disaster survivor
· Neglect
· Parental figure loss of job
· Raised by caregiver other than biological parent
· Separation from parental figure for any time period
· Social media issues/reports

Section 3: Caregiver Information-								
1. Please mark each of the living situations the adolescent has experienced with the maternal figure.
· Single 
· Living with partner 
· Married 
· Divorced 
· Separated 
· Widow
2. Please mark each of the living situations the adolescent has experienced with the paternal figure.
· Single 
· Living with partner 
· Married 
· Divorced 
· Separated 
· Widow
3. Is there legal paperwork regarding shared custody or conservatorship of your adolescent with anyone else?     YES	NO
If YES... Name: _________________________________________
Relationship: ___________________________________________
Type of custody or conservatorship: _________________________
If YES, please mark below the best description of the co-parenting relationship.
· Cooperative 
· Neutral 
· Infrequent Contact
· No Contact 
· Conflictual 	 
· High Conflict 


Section 4: Emergency Contact-									
In the event of a medical emergency during a session, please contact:
Name: _________________________________________
Phone Number: ___________________________     Relationship: ________________________

Section 5: School Information/Educational History -						
1. Adolescent’s School: _________________________________________________    Grade: _______
2. Have you noticed or has your adolescent been assessed for:
Developmental delays: _________
Difficulty with coordination: _________
Learning disability: _________
If YES to any of the above, please explain:
___________________________________________________________________
___________________________________________________________________
3. Is your adolescent meeting your expectations academically?	YES 	NO
[bookmark: _Hlk173999387]4. Please mark all items below that your adolescent has experienced
· School Phobia 
· Truancy 
· School Refusal 
· Detentions   
· Suspensions
· Expulsions
· Repetition of Grades 
· Special Education
· Remedial Classes 
· Speech Classes
· Tutoring
· Accommodations
· Changing Schools


Section 6: Household Information-								
Please list the Names, Roles (mother, father, spouse, partner, girlfriend, boyfriend, child, stepchild etc.), and Date of Birth of each person who resides in the home with your adolescent.
1. Name: __________________________________________          Role: ___________________ 
Date of Birth: _____/_____/_____
2. Name: __________________________________________          Role: ___________________ 
Date of Birth: _____/_____/_____
3. Name: __________________________________________          Role: ___________________ 
Date of Birth: _____/_____/_____
4. Name: __________________________________________          Role: ___________________ 
Date of Birth: _____/_____/_____
5. Name: __________________________________________          Role: ___________________ 
Date of Birth: _____/_____/_____
Section 7: Relationship History-								
1. Mark below the best descriptions of your child/parent relationship: 
· Connected			
· Disconnected
· Effective Communication
· Insufficient Communication

2. What parenting practice has been most effective for your adolescent?
    ____________________________________________________________________________
3. What parenting practice has not been effective with your adolescent? 
    ____________________________________________________________________________
4. What are frequently used consequences in your home?
    ____________________________________________________________________________
5. Are there any changes in rules/consequences you are wanting to implement in your home? 		YES 		NO
If YES, please list: _______________________________________________________________ 
    ____________________________________________________________________________

Section 8: Spiritual History-								
1. Are there spiritual beliefs and practices your family follows that would be helpful for me to        know about while providing counseling to your adolescent?
    ____________________________________________________________________________
Section 9: Medical History-									
1. Primary Care Physician: ______________________________ Phone # ___________________

2. When was your adolescent’s last physical exam? _______________________

3. List any past or present medical conditions that your adolescent is or has been treated for.  ________________________________________________________________________________________________________________________________________________________
4. Does your adolescent have any previous medical diagnosis?                YES 		NO
If YES, please list: ________________________________________________ 
5. Has your adolescent attended counseling or been hospitalized for a mental health concern in the past?             YES		NO
If YES, please specify the year(s) and for what reason.
Year(s): ____________ Reason: ___________________________________________

6. Is adolescent currently under the care of a psychiatrist?                YES 		NO
If YES... Name of Psychiatrist: ___________________________________________ Practice Name: ______________________________________________________
7. Does your adolescent have any previous mental health diagnosis?                YES 		NO
If YES, please list:________________________________________________ 
Section 9: Medical History (Continued)-								
8. In the table below, please list any prescription, psychotropic, or over-the counter medications your adolescent currently takes.
	Name of Drug
	Reason for Taking It
	Date Started
	Frequency Taken
	Dosage
	Has it been Helpful?

	
	
	
	
	
	0 YES     0 NO

	
	
	
	
	
	0 YES     0 NO

	
	
	
	
	
	0 YES     0 NO

	
	
	
	
	
	0 YES     0 NO

	
	
	
	
	
	0 YES     0 NO

	Describe any side effects that you find troublesome from any of the medications your adolescent is currently taking.





9. How many hours does your adolescent exercise a week? 
_______________________________________ 
10. How many hours does your adolescent sleep at night? 
_______________________________________
11. How much caffeine does your adolescent consume in a day? 
  _______________________________________
12. How many times does your adolescent eat out each week?
  _______________________________________
13. How many hours of screen time does your adolescent have each day?
     ________________________________________
Section 10: Legal History             				                          			             	  
1. Please mark all items below that your adolescent has experienced
· [bookmark: _Hlk173998875]Criminal  
· Custody 
· Divorce 
· Adoption 
· Truancy 
· N/A
· Other: __________

Section 11: Substance History     				                          			             	  
1. Please mark all items below that your adolescent has experienced
· Alcohol  
· Recreational Drugs
· Prescription Drug Abuse
· None
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