Margaret Schilling, MA, LPC

2306 NE Glisan Street - Portland, Oregon 97232


Today’s Date:_______________

Initial Intake Questionnaire (Child and Family)
I. INFORMATION ABOUT PARENT(S) AND FAMILY SYSTEM
Name____________________________Age:____Bio parent___Adoptive parent___Step parent___
Name_______________________________Age____Bio parent___Adoptive parent___Step parent___
Biological Mother's History:  
Ethnic/racial background______________Immigration History____________________________________

Language(s) Spoken besides English__________________________________________________________
Does mother work outside the home? Yes___No___ Describe Job and hours:

_________________________________________________________________________________________
Marriages prior to the current one: ___________________________________________________________
Medical Problems: _________________________________________________________________________
M’s Childhood atmosphere (family position, abuse, illnesses, traumatic events, relationship to her parents) __________________________________________________________________________________________________________________________________________________________________________________
Has mother ever sought therapy before or is she currently in therapy? Yes____ No__When____________
If yes, for what purpose? ____________________________________________________________________
Does mother have any alcohol/drug use history? __ Yes ___No___If yes, please explain: ________________________________________________________________________________________
Biological Father's History: 
Ethnic/racial background______________Immigration History___________________________________

Language(s) Spoken besides English__________________________________________________________

Does father work outside the home? Yes__ No__Describe job and hours: _________________________________________________________________________________________
Marriages prior to the current one: ___________________________________________________________

Medical Problems: _________________________________________________________________________

F’s Childhood atmosphere (family position, abuse, illnesses, traumatic events, relationship to her parents) __________________________________________________________________________________________________________________________________________________________________________________

Has father ever sought therapy before or is he currently in therapy? Yes____ No__When____________

If yes, for what purpose? ____________________________________________________________________

Does father have any alcohol/drug use history? __ Yes ___No___If yes, please explain: _________________________________________________________________________________________
Child’s Siblings: (names, ages, challenges, strengths, relationship to client)

_________________________________________________________________________________________

_________________________________________________________________________________________
II. CHILD INFORMATION
Child’s Name__________________________________Age_____Birthdate____________________________
Ethnic/racial background______________Immigration History_____________________________________

Language(s) Spoken besides English__________________________________________________________
School:_______________________________________ Is on IEP____yes ____no. If yes, since when_______
Are you concerned that your child is using alcohol and/or illicit drugs? □ Yes □ No

Has your child ever threatened self-harm? □ Yes □ No If yes, when? _________________________________
SYMPTOM CHECKLIST 
On a scale of 0-4 (0=none, 1=rarely, 2=sometimes, 3=frequently, 4=many times) rate how much you have observed each symptom in your child over the past year (circle the number).
a. Withdrawal from family               0


 1


2

3

4
b. Irritability or mood changes        0


1


2

3

 4
c. Seems bothered by loud noises 0


1


2

3

 4

d. Loss of interest

             0


1


2

3

 4
e. Has difficulty transitioning             0

1

                2

3

 4

f. Has sensory/motor difficulties         0

1

        2


3

4

g. Difficulty expressing needs

       concerns/thoughts in words
0

1

        2                                        3                               4
h. Difficulty understanding what 

        is being said 


0

1

        2                                       3                                4

i. Being secretive


0

1

        2


3

4
j. Not following parent/house rules
 0

1

        2


3

4
k. Angry outbursts                                     0

1

        2


3

4
l. Difficulty managing emotional 

         responses to frustration                       0

1

        2


3

4

m. Difficulty handling unpredictability    0

1

         2


3

4

n. Negative attitude towards school     0

1

        2


3

4
o. Drop in grades                                         0

1

        2


3

4
p. Frequent change in friends                 0

1

        2


3

4
q. Difficulty making friends                      0                            1                                        2                                        3                               4
r. Worrying excessively                             0                            1                                        2                                       3                                4
s. Difficulty sleeping                                   0

1                                         2


3                                 4
t. Low self-image                                        0
                 1
                          2                                       3                                 4
How much do these symptoms interfere with the following?
Personal well-being


 0 

1 

          2 


3 

4

School performance 


0

 1

           2 

3 

4

Family relationships 


0 

1 

           2 

3 

4
Peer relationships


0

1

            2

3

4
Circle and date any traumatic or difficult events your child may have experienced:

Loss of loved one        Accident: car, bike, natural disaster         Community Violence       Abuse: emotional, sexual, physical
  Witnessing something disturbing         Refugee/migrant experiences   Medical procedure    

   Other: ___________
III. MAIN PURPOSE OF SEEKING SERVICES (please give a brief summary of the main issues)

_____________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________
What lead you to seek therapy at this time?

_____________________________________________________________________________________________

____________________________________________________________________________________________

What do you want for your child, yourself and your family?

_________________________________________________________________________________________
_____________________________________________________________________________________________

Prior attempts to address presenting issues: (Please include contact with other professionals, medications, types of treatment, etc.) _____________________________________________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

Other providers seen regularly (currently): ____________________________________________________________________________________________
What is going well in your child’s life? __________________________________________________________________________________________________________________________________________________________________________________

What motivates or energizes your child? __________________________________________________________________________________________________________________________________________________________________________________


What strengths do you notice in your child? __________________________________________________________________________________________________________________________________________________________________________________

What else is important for me to know before we begin working together? _________________________________________________________________________________________________________________________________________________________________________________

Thank You!
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