
Amanda Harmon, LCSW
8 Myrtle Avenue

Westport, CT 06880
p h o n e : 203.583.1257
CHILD INTAKE FORM

Child's Last Name First Name MI

Child's DOB SS# Gender M F

Name of Father Name of Mother
Father's Address Mother's Address

Father's home phone Mother's home phone
work phone work phone
cell phone cell phone

Name of Pediatrician Pediatrician phone

PARENTAL CONSENT TO TREATMENT

I (patient's father) hereby request therapeutic services from Amanda Harmon, LCSW on behalf of myself
and my minor child named above. I acknowledge and understand that no guarantee or assurance has
been made as to the outcome/results that may be obtained from these services.

Signature of Father Date

I (patient's mother) hereby request therapeutic services from Amanda Harmon, LCSW on behalf of myself
and my minor child named above. I acknowledge and understand that no guarantee or assurance has
been made as to the outcome/results that may be obtained from these services.

Signature of Mother Date

Custody Information:

What are your concerns that brought you and your child into counseling?

Have you and/or your child received any counseling or medical treatment for behavioral or emotional
issues in the past? If so, what for, and was it helpful?

What goals would you like your child/family to achieve while in counseling?



Symptoms Checklist: Place a mark next to each behavior or feeling you have seen or have suspicion of
occurring in the past month.

Never Sometimes Often Never Sometimes Often

Anger Outbursts Felt sad

Seeing or Hearing things that
aren't there

Felt Worthless

Changes in Energy Felt Lonely, unwanted, unloved

Changes in Sleep Change moods quickly

Changes in Appetite Thoughts of hurting self

Crying Excessive exercising

Worrying a lot Restricting eating

Irritable Binge eating

Have thoughts that you don't
like/want

Self-induced vommiting

Feeling panicked More talkative than usual

'Racing' thoughts Easily distracted

Use alcohol Trouble making decisions

Use of illicit drugs Poor self-esteem

Specific fears Loss of interest/pleasure

Nightmares Reckless behavior

Impulsivity Felt hopeless or helpless

Trouble going to school/work Engage in self-injurious behavior

Use tobacco Thoughts of hurting someone else

Sexually active Refuses to do homework

Sexually acting out Fidgets with hands or feet

Stealing Poor peer relations

Plays with fire Difficulty organizing/completing tasks

Very energetic Failing grades at school

Please list significant events in your child's medical history, such as prenatal problems, birth trauma,
delayed achievement of milestones, past surgeries, serious accidents, head injuries, significant illnesses,
etc.

Please list any medications your child is currently taking.



Please list any allergies your child has to medication, including the reaction to it.

Has your child been evaluated by a Psychiatrist or Psychologist or had any intelligence, speech, hearing,
or disability testing done? If so, please describe results.

Please list significant people in the child's life and describe how well they get along.

Please list your child's school and grade level

Please list any special programming your child receives in school.

What has been your child's experience with school (e.g. grades, behavior, likes/dislikes)?

How does your child get along with peers?

Please describe any family history of mental health issues or drug/alcohol problems.

To your knowledge, has your child ever experienced any abuse or other traumatic event?

What are the things you love most about your child?

What does your child like to do?

Thank you for your patience in completing this form!


