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CHILD/ADOLESCENT INTAKE

IDENTIFICATION DATA

Children age 9 years and older, please answer these questions yourself:

Children age 8 years and younger, parents please answer the following questions:

Full Name: 








   Gender:   Boy     Girl 

Date of Birth: _____/_____/_____   Age: 
 Race: 



 SSN: ________/______/


Address: 


City: _______________________
 State: _________________ Zip: 

 County: 



Telephone: _________--_________--____________ (Home)

_________--_________--___________(Cell)
E-mail: 




                                                                                                  


FAMILY DATA

Describe yourself: 


Describe your family: 


Do you use or have you ever used Drugs?  Yes   No   Sometimes   Often       Alcohol?  Yes   No   Sometimes   Often   
If so, what drugs or alcohol do you use? 


EDUCATION DATA

School: 


Grade: ________________________________ Teacher/Counselor: 


REFERRAL INFORMATION

Who asked you to come to the Indianapolis Institute? 


Why did you come to the Indianapolis Institute? 


Signature of Child/Adolescent: 


Date: 

/
/


PARENTS: Please complete the following information on your child.
HEALTH INFORMATION

Rate your child’s physical health:
Excellent
  Good

Fair

Poor

List any significant past or current physical illnesses, mental, emotional and learning disorders, developmental delays, injuries or handicaps: 


List all current medications:

	Medication
	Amount Prescribed
	Prescribed By
	Prescribed For

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


If you or a family member have previously or are currently engaged in mental health services, please complete the following: 
	Dates of Service
	Who Was Seen?
	Doctor/Therapist
	Hospital/Clinic/Agency
	Outcome

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Child’s Primary Care Doctor: __________________________________ Telephone: _______/_______/___________
Address: 







 City: 






Child’s Psychiatrist: 






 Telephone: 

/
/


Address: 







 City: 






Other Medical Professional: 





Telephone: ________/________/____________
Address: 







 City: 






Some insurance companies and Medicaid require us to communicate with your physician/pediatrician/psychiatrist.  

I consent to the release of information to my child’s doctor(s) as required.   Initial Here: 





I do not consent to release information to my child’s doctor(s) as required.  Initial Here: 





EMERGENCY CONTACT

In Case of Emergency, please notify: 
Name: ________________________________________________ Relation to Child: 





Telephone: 
  
   
_________________________
  Alternate Phone: 
_________



Name: ________________________________________________ Relation to Child: 






Telephone: 
  
   
_________________________
  Alternate Phone: 
_________




CONSENT
I/We hereby consent to the provision of mental health services by the INDIANAPOLIS INSTITUTE FOR FAMILIES, Inc.  I/We understand that these services shall be provided by a Licensed Clinical Social Worker and/or a Licensed Marriage and Family Therapist, or a therapist in training for licensure.  Diane A. Burks, LCSW, LMFT, CCFC, Executive and Clinical Director, as well as Ann H. Adinamis, M.D., Physician Director and Supervising Psychiatrist, provide clinical supervision of these therapists.  Please feel free to ask your therapist about specific credentials and certifications.

I/We, _________________________________________ and 


attest that I/We am/are the legal custodian(s)/legal guardian(s) of 
.

Type of Custody: 
_____ Married Biological Parent(s)
_____ Divorced/Sole Legal Custody      



_____ Divorced/Joint Legal Custody
_____ Single Parent/Sole Legal and Physical Custody



_____ Legal Guardian


_____ Single Parent/Sole Custody/Joint Physical Custody




_____ Adoptive Parent(s)

_____ Single Parent/Joint Custody/Joint Physical Custody
 


_____ Foster/Relative Parent

_____ Family Case Manager/DCS



_____ Other: 












Please note: The Indianapolis Institute for Families, Inc. 

requires consent from both parties in joint legal custody agreements
If you have a contested paternity or custody matter pending in the court, please explain: 
In signing this form, I/We give our consent for the INDIANAPOLIS INSTITUTE FOR FAMILIES, Inc. to provide therapeutic services for the minor child named above.  I/We further agree to participate in services as recommended by our primary therapist.  To the best of my/our knowledge, I/we have provided accurate and complete information regarding the minor child named above. 

Signature of Parent/Legal Custodian/Legal Guardian/Foster Parent 


Relationship to Child

Signature of Parent/Legal Custodian/Legal Guardian/Foster Parent



Relationship to Child
___________________________________








date
If you have further information or comments that you believe may benefit the Indianapolis Institute in providing services to your child and your family, please include it on the back of this page. 
Children & Adults ● Relationships & Families


Abuse & Trauma ● Juvenile Justice


Professional Training
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