Adolescent Initial Assessment 

**Please be mindful that the Caregiver section of this intake will be shared in session with your child present. So be sure to bring this form with you to your first session.** 

Caregiver’s Section (to be filled out in advance)

Parent/ Caregivers Name(s)____________________________________________________________________ 

Client Address ________________________				 City ______________ Zip__________ 

Current School_______________________					 Current Grade: _______         
Any repeated grades? _________________ 

Family’s Home Phone: ___________________________ 
Caregiver’s Mobile Phone (s) :____________________________________________________		 
Teen’s phone: ________________________								 

In case of emergency, contact: ___________________________________ 
Phone: (______)____________________________________________________ 
Relationship to client:____________________________________ 

How were you referred to Safe Space Counseling? (Circle One): 
Psychology Today 	Google Search 		Medical Referral 	Other: _________________________ 


Medical History: 

Is your child currently seeing a physician for an ongoing medical condition such as diabetes, ADHD, thyroid disorder, Depression, cancer treatment etc.? Y / N 

If yes, then please explain/describe including medications taken. _______________________________________________________________________________ 																																																																		
Name of Pediatrician: ______________________________________________________________	 
Contact Number:											

Please describe any current concerns with alcohol or drug use in yourself or in your family:
_______________________________________________________________________________ 																																								

Were there any complications during pregnancy? _______________________________________________________________________________																																								

Were there any disruptions with bonding or attachment including out of home placement? 
																																							

Were there any concerns with milestones (walking, talking, potty training)? _______________________________________________________________________________																																																					

Have your child been in therapy before? ____ (Y/N) 
If yes, when was the last time you saw a therapist? ________ (date) 
If so, what worked and what didn’t? _______________________________________________________________________________																																								

Family Background: 

Any health, financial or legal concerns that the family is facing that I should know about? _______________________________________________________________________________																																								

What are your family’s strengths that will help your child succeed in counseling? ______________________________________________________________________________________ ______________________________________________________________________________________ __________________________________________________________________________		 													 

Any other children living in the household? 
Name 			Age 		brother? Sister? Cousin? etc. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________								_____

Are sibling relationships part of what you hope will be addressed in your child’s therapy sessions?___(Y/N) 
If yes, please briefly share your concerns: _______________________________________________________________________________														

Please list any other adults living in the home and their relationship to the family? _______________________________________________________________________________	

How would you describe your parenting style? _______________________________________________________________________________																																																							
What issues do you see your teen struggling with? 
																																																				

How long ago did you first see this behavior begin? _______________________________________________________________________________																																								

Has this behavior increased over time or been occurring at the same level? 
													

Any history of running away? If yes, please elaborate
__________																																																																 

How motivated do you feel your teen is to start counseling? Please elaborate
																																																				

What does your family do for fun? _______________________________________________________________________________																																																																																																									

Section 2. Teen’s Section
[bookmark: _GoBack]This section should be left BLANK and brought to your teen’s first session where it will be completed by your teen during our intake. If your child is younger and/or you feel they are not at a place to be asked the questions below, please assist your teen to answer these questions in advance of session. 

School & Relationships: 

How important is school to you? 




Are there any adults at school that you find helpful? 




What are your friends at school like? Do you hang out with a particular group of kids? 




If you are in High School, do you have plans for after graduation? 




Do you feel that your family relates well to each other? 




What do you do for fun? 




What do you do to relax? 




Any sport/ band/ theatre/choir/ artistic involvement? 




Any cutting, self harm? 




Do you have any ongoing issues such as trouble sleeping, having low self-esteem or feeling sad or anxious? 





Do you have a good support system (People you can turn to with problems, to have fun, people who enrich your life)? 




What do you see as your strengths that help you get through day to day life? 


What makes life hard for you? 







What are three words you would use to describe your relationship with your:

Caregiver/Mother: 




Caregiver/Father: 




Sister(s): 




Brother(s): 




Other significant family members: 




Are there any current concerns with alcohol or drug use in yourself or in your family? 




How do you handle your anger? 




Have you ever experienced any of the following:
___separation from one or more parents? ____out of home placement? ____depression of primary caregiver? ___Addiction in a primary caregiver? ____death or chronic illness of a family member? _____abuse? ____neglect? ___chronic pain or illness? ___ disruption in bonding? ____witness to a death or traumatic event? ____sexual abuse/ assault?
On a scale of 1 to 10 with 1 being NO interest and 10 being very interested, how interested are you in starting counseling?




Anything else that would be helpful for me to know? 




What do you perceive your family wants you to get out of therapy? 




What do you hope to get out of therapy? 















