Darlene Vanchura MA, LPC

5751 Kroger Drive Suite 235

Keller, TX. 76244

817-371-4312

Child Information Sheet

The information below is used to better understand your child’s situation.  Please fill out this form as completely as you can.

Date _________________       Whom may we thank for this referral? ____________________________

Child’s Name ________________________________________________________________________



Last


First 


Middle

Child’s address  ___________________________________City _______________ Zip _____________

Child’s Birth date __________ Age ____________ Sex _____ Home Phone ______________________
School ________________________  Grade ___________ 

Child’s Physician ___________________ Medical or other concerns that you feel we should be aware of: _________________________________________________________________________________________________________________________________________________________________________  

Is this child adopted?  Yes  No   
Complications during birth?________________________________

Who can legally seek services for this child? ____________________________

Mother’s Name  _________________________
Father’s Name __________________________
Address ________________________________
Address ________________________________

City ____________________ Zip ___________
City ______________________  Zip _________ 

Marital Status ___________________________
Marital Status ___________________________

Employer ______________________________
Employer ______________________________ Home phone ____________________________
Home phone ____________________________
Work phone  ____________________________      Work phone  ____________________________

Cell phone ______________________________      Cell phone ______________________________

 May we contact you at work?  Yes  No             Home?  Yes No                   Cell?  Yes No 
At which number do you prefer to be contacted? __________________________________________

Has your child been a victim of any of the following:

______  Physical Abuse
______  Domestic Violence


______  Victim of DUI/DWI

______  Sexual Abuse
______  Survivor of Homicide/Suicide
______  Assault

______  Victim of another Crime (Please Specify) ________________________________________

______  Child witnessed any of the above 

People Currently Living in Household with Child

Name  

Relationship
 
Age

Education Level

Occupation

  to Child

________________________________________________________________________________  

________________________________________________________________________________

________________________________________________________________________________  

________________________________________________________________________________

________________________________________________________________________________

Please circle all that apply to your child at this time:

Destructive



Overly dependent on parents or siblings

Easily distracted


Reports unusual or peculiar thoughts

Frequently disrupts class

Is always on the go or acts as if “driven by a motor”

Often does not seem to listen

Delinquent (involvement with police)

Excessive fears or worries

Seems to have characteristics of the opposite sex

Runaway behavior


Has difficulty staying seated in school, church, etc.

Lies excessively


Difficulties in getting his/her attention

Needs lots of supervision

Often speaks or acts before thinking

Sleep problems


Difficulties getting along with other children

Involvement with drugs, alcohol
Has difficulty waiting turn in games

Inability to control bowel, bladder
Changes in or unusual eating patterns

Difficult to discipline


Overly sensitive (tearful, moody)

Provocative behavior


Socially withdrawn (prefers to be alone)

Argues excessively


Has difficulty in groups, play or school

Stubborn



Seems unhappy or depressed

Bedwetting



May injure self or others

Doesn’t like self


Sexual Misbehavior

Other  _________________________________________________________________

Please check any of the following that your child has ever experienced (also circle the areas that are current concerns.)

_____ panic attacks

_____ depression

_____ forgetfulness

_____ fainting spells

_____ seizures


_____ dizziness

_____ insomnia

_____ hopelessness

_____ chronic anxiety

_____ nightmares

_____ blackouts

_____ problems with alcohol 


_____ chronic pain

_____ suicidal thoughts
_____ drug abuse

_____ headaches

_____ poor appetite

_____ uncontrollable anger

_____ ulcers


_____ overeating

_____ urge to hurt someone

Has this child’s family experienced any of the following? 

_____ alcohol/drug problems (parent) 
_____ financial problems


_____ alcohol/drug problem (others)

_____ frequent moves

_____ major illness/accident (child)

_____ legal problems


_____ major illness/accident (parent) 
_____ divorce

_____ major illness/accident (others) 
_____ immigration

Has your child previously been to a counselor or psychiatrist? (Please explain) _________________

________________________________________________________________________________












Please describe in more detail the problems, concerns, or issues that motivated you to seek services for your child.  _________________________________________________________________________  

__________________________________________________________________________________  

__________________________________________________________________________________  

__________________________________________________________________________________ 

**********************

Permission for Counseling and/or Play Therapy

I give my permission for my child, _____________________, to receive counseling and/or play therapy from Darlene Vanchura, MA, LPC.
(optional) I also give permission for my child’s artwork to be used for teaching and research purposes, with the understanding that my child’s identity will be kept confidential. _____________











(initials)

I understand the need to respect the confidentiality of the therapist-child relationship and I agree to keep the therapist informed of any changes or circumstances that affect my child.

____________________________________    
_______________________________________ Parent’s Signature




Date

*********************** 

What strengths does your child possess? _________________________________________________  

__________________________________________________________________________________

What do you most admire about your child? ______________________________________________

__________________________________________________________________________________

