Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form) V06.26

Please complete this prior to attending with your child and bring this and other completed
paperwork with you to the first session at Made It Clinic Allied Health.

If you don’t know the information, or if you do not understand the question, leave the item blank.
N/A = not applicable.

Client information

Child’s Name: Child’s Surname:
Child’s Date of Birth: Today’s Date:
Your name: Your caregiver role:

Contact number:

Address:

Email:

Referrer (Name, Profession, Contact Details): O N/A
School: Grade:

Teacher’s Name: Teacher’s Contact:

Emergency contact information

Name and contact details:

Relationship to child:

Other caregivers contact information
Please provide contact information for all other adults who are responsible and may need to be
involved in the process of providing psychological care to this child.

Name and contact details:

Relationship to child:

Name and contact details:

Relationship to child:
Please let the psychologist know if there is a reason why any of the above contacts should not be
used to co-ordinate the child’s psychological care.
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Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form) V06.26
Presenting Issue
Briefly describe your main concern or reason for making an appointment
When did you (or others) first notice this concern? 0 N/A
How much does the issue impact your child’s functioning now? Circle one number 0 N/A
Not much Very Much
01 02 3 4 s e a7z (R O9 10
How much does the issue distress your child now? Circle one number 0 N/A
Not much Very Much
1 2 3 4 s 6 a7z s o9 110
How much does the issue impact your functioning now? Circle one number 0 N/A
Not much Very Much
01 a2 3 4 s e a7z o8 O9 10
How much does the issue distress you now? Circle one number O N/A
Not much Very Much
1 2 3 4 s 6 a7z s o9 110
How motivated are you to work together on this issue? Circle one number 0 N/A
Not much Very Much
1 2 3 4 X 5 6 a7z s o9 110

What makes the issue worse? What situations or actions increase disfunction and distress?

What makes the issue better? What situations or actions improve functioning?

What are your main goals in accessing services through Made It Clinic Allied Health? (What do you

want to accomplish at the end of the service?)
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Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form)

How do you motivate your child?

] Rewards (e.g. stickers, toys, money)
[ Taking items away

[ Taking privileges away

[ Bribing

I Guilt and shame

[ Encouragement

LI Less chores

I Exclusion from fun activities

[0 Natural causes and consequences
O Tell him/her you are disappointed

V06.26

Praise

Grounding

Negotiating

Shouting/loud noises/growling

Posts on social media

Hitting

Time out (to calm down, not to exclude)
Inclusion in decision making

Reflection on actions

To-do list

[ Talk through thoughts and feelings

O Attention

OoooooooooooOoaad

Hugs/affection
Other (specify):

Additional concerns

Indicate any additional concerns and provide detail

O

Excessive crying
Social media/internet
Parent relationships
Lying/Stealing
Toileting

Pain

Stress

Stuttering
Alcohol/Substance Use
Separation anxiety
Procrastination
Domestic violence

OoooooooooOonOoan

Unusual perceptual
experiences

O

Shy/nervous

Mood swings

Sibling relationships
Harm to humans/animals
Eating/Feeding
Adjustment difficulties
School refusal

Poor schoolwork

Low self confidence
Communication
Self-harm
Chronicillness

Ooo0ooooboooooOoanO

Repetitive
behaviour/rituals

Additional Details and Other Concerns:

[ I o I R W

O N/A

Sleeping

Concentration difficulties
Friendships

Destruction of property
Grief and loss

Conduct (home only)
Hyper-focus/obsessive
Parent separation
Gaming/computers
Anger

Suicidal thoughts/actions
Conduct (classroom only)
Concerning sexual

behaviour
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Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form) V06.26

Have you sought support for these issues before? If so, briefly list the services and approaches used

to address the issues in the past. O N/A
Issue: Service/approach:
Dates of support: Number of
sessions:
Outcome:
Issue: Service/approach:
Dates of support: Number of
sessions:
Outcome:

Developmental history

Please note any difficulties/ilinesses/disruptions/major events in your child’s developmental history:

Conception/fertilization O N/A
Early pregnancy 0 N/A
Late pregnancy O N/A
Delivery/Birth O N/A
Early infancy O N/A
From 2 -5 years O N/A
From 6 — 12 years 0 N/A
From 13 — 16 years O N/A
As an infant, did the child like to be held? O YES O NO

As an infant, what was the child’s temperament?

O Grumpy/sad O Friendly O Unresponsive/flat [0 Hard to settle
O Easily 1 Fussy/irregular O Calm O Cautious/slow to
upset/startled warm to strangers
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Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form) V06.26

Did the child meet developmental milestones on time? If not, which were late/significantly early?
LI Yes

Did the mother smoke cigarettes during pregnancy? If so, how many per week?
L No

Did the mother consume illegal substances during the pregnancy? If so, what type and how much
per week?
] No

Did the mother use prescription medicine or health supplements during the pregnancy? If so, what
type and how much per week?
] No

Did the mother experience significant illness or conditions, including mental illness during or shortly
after pregnancy? If so, please describe:
0 No

Did the mother have any pregnancies that did not come to term previously? If so, what year(s)?
I No

Is the father involved in parenting? If so, what tasks?
0 N/A

Did the father experience significant illness or conditions, including mental illness during or shortly
after pregnancy? If so, please describe:
I No

Was the father using substances or drinking alcohol excessively during conception or pregnancy? If
so, what is the type and quantity?
I No
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Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form) V06.26

Please list any of your child’s health conditions, surgeries, or major illnesses including mental health:

OO N/A
Issue: Onset: Treatment: ac
Issue: Onset: Treatment: ac
Issue: Onset: Treatment: ac
Issue: Onset: Treatment: ac
Issue: Onset: Treatment: ac

Indicate “ X C” for CURRENT TREATMENT

Please list any events where the child was separated and distressed for a period of 2 weeks or longer
from their primary caregiver (e.g. parental separation, illnesses in family, unexpected
circumstances):

O N/A

Family history
What is the father’s usual occupation? ac
What is the mother’s usual occupation? ac
What are other significant caregivers’ usual ac

occupation(s) (if applicable)?

Indicate “ X C” for CURRENTLY EMPLOYED

Indicate any illnesses or conditions and indicate whether they are from the mother (M) or father’s
(F) side of the family:

O High blood pressure Owm0OF [ Depression OmOF
L] Diabetes OoMOF L Anxiety OomMOF
[ Obesity Owm0OF [ Psychosis OmMmOF
U] Stroke OoMOF J Alcoholism OomMOF
[ Cancer OoMOF J Addiction OomMOF
O Immunodeficiency Owm0OF O Sensory differences OmMmOF
O Autism OmOF O Attention/Hyperactivity OmMmOF
O Asthma Owm0OF [ Personality disorder OmMmOF
O Chromosome abnormality OmOF O Intellectual impairment OmMmOF
[ Blood disease (specify): Owm0OF O Intolerances (specify): OmMmOF
O Other (specify): OmMmOF
[ Other (specify): OmMmOF
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Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form) V06.26

Child social and occupational history

Who does the child currently live with? Who resides at the same address as the child?

Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:

Please list past and present schools/institutions your child attends:

School: Year:
School: Year:
School: Year:
School: Year:
School: Year:

Has your child repeated any years of education? If so, which:

What is your child’s favourite school subject and why?

Who is your child’s favourite teacher and why?

What are your child’s hobbies/interests?

What are your child’s strengths?
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Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form) V06.26

Other stakeholders and influences

Who else is involved frequently with your child? What organizations/adults/peers/friends does your

child come into frequent contact with? O N/A
Name: Role: Influence: & D &
Name: Role: Influence: & & (&
Name: Role: Influence: & @& &
Name: Role: Influence: & D &
Name: Role: Influence: & D &
Name: Role: Influence: & @ &

How many hours a week does your child engage in:

education/training? O N/A
volunteer and home activities? O N/A
leisure activities? 0 N/A
paid employment? 0 N/A

Any additional concerns or comments?

O No
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Made It Clinic AHA Hub Form: Child/Adolescent Intake Questionnaire (Parent form) V06.26

Other information

Is there any other information you would like Made It Clinic Allied Health to know for the purpose of
service provision? If so, note them here:

Are there any current or imminent legal issues related to your child? If so, please specify:

O N/A

Do you think Made It Clinic Allied Health would require additional information from your child’s
school to administer services? [ YES 0 NO

Will Made It Clinic Allied Health be required to work with/provide recommendations to your child’s
school to achieve desired outcomes? I YES 0 NO

Service improvement

How would you rate your contact with the Made it Clinic Allied Health so far? Please circle one

LI Very poor U] Poor L] Average ] Good [ Excellent

Would you be interested in being contacted for feedback after you have completed services with
Made It Clinic Allied Health? I YES 1 NO

Thank you for your time in completing this form. This will reduce the amount of time gathering
information during the first session. Please keep a copy of this completed intake form for your
records.
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