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Haven Center

Child/Adolescent Intake Information
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HOPE « HELP - HEALING




Date: 

Child’s Name:
 
  Date of Birth: 
  Gender: 

Father’s Name:  
  Mother’s Name:  

Home address:  

Phone numbers:  

Date of parents’ marriage(s), separation(s) and/or divorce(s):

Level of Education:  Father 
  Mother  

Father’s Employer: 
  Occupation: 

Mother’s Employer: 
  Occupation: 

Others living at home:

	Name
	Date of Birth
	Gender
	Grade
	Relationship

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Referred by: 
  Telephone Number: 

Agency: 

Primary Problem(s):  

Family Physician: 
  Last Physical Exam Date: 

Developmental History
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Was pregnancy planned?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Were there complications?  If so, what? 

Developmental History (continued)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is child adopted?     If so, age when adopted? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Problems with:    feeding / eating / sleeping?


If so, when did they start? 
  Duration: 


Describe: 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Were there any physical separations (i.e. death, extended travel, hospitalizations) between the child and a parent?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there any history of abuse that you are aware of?  If so, describe: 



__________________________________________________________________________
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Any traumas or tragedies?  If so, describe: 




_________________________________________________________________________
	Please check areas you feel were slow to develop:
	 Please check problem behaviors:

	Age he/she:
____Smiled at parent
____Held head up
____Turned over

____Pulled self up

____Sat


____Crawled


____Walked with help



	____Said 4-10 words


____Used sentences

____Walked alone

____Fed self

____Dressed alone

____Dry during day

____Dry during night

	Check all that apply:

____Blank spells


____Rock or repetitive motion

____Shun attention

____Temper tantrums


____Fainting spells


____Unusual fears


____Hit or bang head


____Hold breath




	____Sleep disturbance


____Unhealthy eating habits


____High risk activity


____Say “no” to most things


____Shy or timid


____Impulsive


____Clumsy



Previous testing or therapy

	What
	Where
	When
	Result

	
	
	
	

	
	
	
	

	
	
	
	


School Information
Name of school:

Grade: 
  School Telephone Number:  

School Social Worker or Psychologist: 

Previous Schools: 

Please fill in where appropriate:
	My child has:
	I have been told by the school that my child:

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Needed tutoring
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Gets along poorly with adults

	
If so, in what?

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Gets along poorly with students

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Been enrolled in special class(es)
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Procrastinates

	
Which one(s)?

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Has few friends

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Been expelled
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Is bored

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Been suspended
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Is below average IQ

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Repeated a grade
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Is above average IQ

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Cut class
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Has trouble on bus/playground

	
How often?

	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    Is “hyperactive”
Is “hyperactive”


Office Use Only
Who is requesting service? 


Parent(s)’ main concerns: 

Child’s main concerns: 

5833 Pecan Street  *  P.O. Box 723  *  North Branch, MN  55056

651-277-(HAVEN) 4283 * (fax) 651-277-4284 * www.mnhavencenter.org
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