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Child and Adolescent Patient Questionnaire 
Westmed Medical Group 

Department of Psychiatry/Behavioral Health 
 

 

Name of Child ________________________________________________Nickname ________________ 

What is your primary concern?   
_____________________________________________________________________________________ 

What is your child’s school’s primary concern?   
_____________________________________________________________________________________ 

When did you first become aware of concerns? ______________________________________________ 

Who has legal custody or guardianship of child? ______________________________________________ 

Who has medical decision making rights for child?____________________________________________ 

Name of person completing this form: _____________________________________________________ 

Relationship to patient: _________________________________________________________________ 

Signature: _____________________________________ Today’s date: ___________________________ 

 

Family Data 

First Parent:  ___________________________________________    DOB _________________________ 

Home phone________________ Work phone_____________________ Cell ________________ 

Place of Employment _________________________ Highest level of education ______________ 

Religious affiliation if any _________________________________________________________ 

Second Parent: ________________________________________    DOB __________________________ 

Home phone________________ Work phone_____________________ Cell ________________ 

Place of Employment _________________________ Highest level of education ______________ 

Religious affiliation if any _________________________________________________________ 
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Step Parent – if applicable: _______________________________    DOB __________________________ 

Home phone________________ Work phone_____________________ Cell ________________ 

Place of Employment _________________________ Highest level of education ______________ 

Religious affiliation if any _________________________________________________________ 

Step Parent – if applicable: _______________________________    DOB __________________________ 

Home phone________________ Work phone_____________________ Cell ________________ 

Place of Employment _________________________ Highest level of education ______________ 

Religious affiliation if any _________________________________________________________ 

Please identify marital status including dates of all marriages, divorces and remarriages, for both natural 
and step parents. 

_____________________________________________________________________________________
_____________________________________________________________________________________ 

List the names of all of your children including this patient, full siblings, step siblings, and half siblings. 
Give brief descriptions of each child including age, school status, and any health or mental health issues. 

1.___________________________________________________________________________________ 

2.___________________________________________________________________________________ 

3.___________________________________________________________________________________ 

4.___________________________________________________________________________________ 

List any other people who are currently living in the home with this child. Describe the relationship.   

1.___________________________________________________________________________________ 

2.___________________________________________________________________________________ 

List dates of moves and reasons for moves 

1.___________________________________________________________________________________ 

2.___________________________________________________________________________________ 

3.___________________________________________________________________________________ 
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Developmental Information 

Was pregnancy planned? _________________________________________________________ 

Was pregnancy complicated? _____________________________________________________________ 

Was pregnancy affected by drugs or alcohol? ________________________________________________ 

If child was adopted, from where and at what age?___________________________________________ 

Age of parents at time of birth or adoption? _________________________________________________ 

Approximate age your child crawled _________, walked____________, talked____________, toilet- 
trained during the day___________, toilet-trained at night_____________. 

What have the significant stressors or traumas been to the family and child? 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Education History 

List current and past school enrollments: 

          School       Town   Public/Private   Average grade 

1.___________________________________________________________________________________ 

2.___________________________________________________________________________________ 

3.___________________________________________________________________________________ 

4.___________________________________________________________________________________ 

Is this child currently receiving extra education services from the Board of Education like a 504 or an IEP? 
If yes, what services are included? Are they actually receiving them? Please bring a copy to your first 
session.  

_____________________________________________________________________________________ 

Has your child repeated any grade? If yes, please give the reason.  

_____________________________________________________________________________________ 
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If your child has ever had a psychological evaluation (including achievement testing, IQ testing, 
neuropsychological), please list the dates completed and the name of the testing agency. Please bring 
copies of these documents to your first visit.  

_____________________________________________________________________________________
_____________________________________________________________________________________ 

Did your child receive Early Intervention or CPSE services? If yes, please list services and dates. 

_____________________________________________________________________________________ 

Was this child ever in special education (IEP) or have a 504 plan in the past? If yes, please list services 
and dates. Please bring copies of these documents to your first visit. 

_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Psychiatric History 

Is the patient currently being treated by a psychiatrist or a therapist? If yes, please give contact 
information and initial if you give permission for Westmed to contact them. 
_____________________________________________________________________________________ 

List any past doctors or mental health professionals that have treated or evaluated your child. Please 
give name, dates and phone number for each. Please initial next to the clinician’s name if you give 
permission for Westmed to contact them. 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

What medications/vitamins/supplements is your child taking now? Please include prescriptions and over 
the counter and include start dates. 

_____________________________________________________________________________________
_____________________________________________________________________________________ 

Medications your child has been on in the past for mood or behavior. Please list name, highest dosage, 
dates of use and reason for discontinuation. 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________  
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List any past psychiatric hospitalizations, day treatment programs or residential placements: 

Name of Hospital/Program    Date    Diagnoses   Medications 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Has this child ever been exposed to abuse?  Were they the object of the abuse or exposed to it? Please 
state whether it is/was physical, emotional or sexual. 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Family Psychiatric History 

Please check which, if any, of the following condition/problems apply to your child’s blood relatives.  

 Mother Father Brother Sister Grandparent           Other   
Oppositional Defiant behavior       
Mania or Bipolar Disorder        
Problems with aggression or temper       
ADHD or Attentional problems        
Learning Disability or Dyslexia       
Unable to complete High School       
Developmental disability       
Schizophrenia       
Depression or suicidality       
Self-abuse or cutting       
Generalized Anxiety       
Panic attacks       
OCD or hoarding       
Postpartum mood or anxiety issues       
Tics or Tourette’s       
Alcohol Abuse       
Substance Abuse       
Antisocial behavior (assault/thefts)       
Arrests/incarcerations       
Physical abuse (victim)       
Physical abuse (perpetrator)       
Sexual abuse (victim)       
Sexual abuse (perpetrator)       
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Please check all that pertain to your child (either now or in the past). We will discuss them in more 
detail in person.  

___Sleep difficulties (trouble falling or staying asleep, avoids bed, etc.) 

___Nightmares 

___Eating difficulties (too much, too little, too restrictive, fears, etc.) 

___Poor personal hygiene 

___Poor time management 

___Excessive screen time (phone, computer, video games, TV, etc.) 

___Enuresis (urinates on self, daytime or during sleep) or encopresis (soils self, daytime or during sleep) 

___Tics (sudden rapid, recurrent motor movements or vocalizations) 

___Easily distracted, difficulty concentrating 

___Frequent misbehavior in school 

___Has difficulty awaiting his/her turns 

___Excessive energy, difficulty sitting still 

___Impulsive or acts without thinking 

___Unrealistic fears  

___Acts too young for his/her age 

___Clings to adults or too dependent 

___Feels no one loves him/her, complains of loneliness 

___Gets teased or bullied  

___Demands a lot of attention 

___Refuses to attend school or often late 

___Avoidance of being left alone 

___Excessive need for reassurance 

___Very self-conscious or easily embarrassed 

___Often appears tense and unable to relax 
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___Frequent physical complaints (headaches, stomach aches, nausea, etc.) 

___Overly concerned with future events 

___Nervous mannerisms (nail biting, thumb sucking, rocking, skin picking, hair pulling, etc.) 

___Panic attacks – episodes of intense fear with physical discomfort  

___Has complained of obsessions – unwanted ideas, images or impulses  

___Can’t get his/her mind off certain things 

___Fears s/he may do something bad or has to be perfect 

___Strange thoughts or ideas  

___Hallucinations – visual or auditory  

___Inappropriate expression of feelings (i.e. laughing at something sad) 

___Concerns that people are out to get him/her 

___Severe mood swings 

___Frequent temper tantrums 

___Talks too much or too loudly 

___Day dreams or spacey 

___Always tired 

___Social withdrawal 

___Pessimistic outlook toward the future 

___Excessive tearfulness/crying or often looks sad 

___Recurrent thoughts about death or preoccupation with death 

___Suicidal thoughts or verbalized intentions 

___Physically abusive to self (self-harm, cutting, scratching, suicide attempts, etc.) 

___Concerns about sexual or gender identity 

___Behaves or feels like the opposite sex 

___Sexual promiscuity 
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___Inappropriate sexual behavior  

___Poor relationship with parents or other family members 

___Poor relationship with siblings 

___Prefers to hang out with peers who get into trouble a lot 

___Argumentative, bragging, boasting or mean to others 

___Has difficulty making or keeping friends 

___Does not associate with people his/her own age 

___Avoids unfamiliar social situations 

___Is easily led by others 

___Has difficultly participating in organized activities likes sports or clubs 

___Avoids competitive situations 

___Problems with social media 

___Problems with video games 

___Concerns for addictive behavior 

___Abusive to animals 

___Destroys property  

___Criminal behaviors (fire setting, stealing, shoplifting, breaking and entering, etc.) 

___Running away 

___Often lying or fibbing 

___Chronic violation of parental limits (not adhering to curfew, not getting off electronics, etc.) 

___Substance abuse (pills, cannabis, cigarettes, vape, alcohol, etc.) 

___Involvement with Juvenile Court 

Thank you for your honesty in completing this questionnaire. All of this information is crucial in 
allowing us to help your child. If you have any questions or concerns with any of the above 

information, be sure to bring this up with your clinician.  

We look forward to working together with you.  


