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The Banyan Tree Wellness Center
Child Client Intake Form
**Please note: All information provided on this form will be kept strictly confidential unless you request otherwise**
Parent/Caregiver Name(s): Mother/Caregiver:
Father/Caregiver:
Mother/Caregiver’s Phone:  

Address:
Father/Caregiver’s Phone:  

Address:
Insurance Provider:  

ID# 
 Contact: 

Person Responsible for Payment: 

------------------------------------------------------------------------------------------------------------
Child’s Name:  

Nickname:  

Age:  


Date of Birth:  


Presenting Problem: 

How long has this been a problem? 

What have you tried previously?
Family Information:
Frequent Visitors to household:
Are you:  
Single   
Married/Partnered   
Divorced/Unpartnered
 
Widowed
Please describe your current or past relationship with your partner:
{ 
{ 
} 
}
Major Problems
Minor Problems
Satisfactory
Very Satisfactory
Would you like to talk about this further?   

Is their a current Custory Agreement?  

NOTE: The office needs to retain a current copy of any custody paperwork, please have this with you at your appointment.
Other Info you feel we should know about your Child/Family: 

**Are you now, or have you ever been concerned that your child may have experienced sexual or physical abuse?  
No
 
Yes
Has your child ever received counseling?  
No   
Yes
From  

Related Symptoms your child may be exhibiting:
 
overeating

 
odd behavior/thoughts 
recent weight loss
 
recent weight gain
 
social withdrawal
 
cant fall asleep
 
restless

 
depressed mood
 
crying
 
anxiety    
vomiting
 
aggressive behavior   
feelings of worthlessness
 
difficulty concentrating
 
low motivation   
jumpy   
distrust
 
stomach problems   
overly tired   
problems with school
 
trembling/shaking   
sweating   
nightmares   
distractible
 
decreased sleep   
compulsive behaviors   
fears/phobias
 
dizzy/lightheaded   
fatigue/loss of energy    
obsessions
 
traumatic event
Family Symptoms:
 
financial problems   
housing problems   
drug use
 
excessive alcohol use   
traumatic event
 
relationship problems
Additional information on above areas you would like me to know:
Medical History:
Major Illnesses?  

Does your child take medication?  
No   
Yes
Type 
 Duration 

Any medical/physical concerns?  

Is there anyone in your family (immediate/extended) who has experienced problems with mental health?  
Yes
 
No
(I.E: depression, bipolar, anxiety, schizophrenia, phobia, attention, eating
disorders, OCD, behavioral issues…)
School Information:
School & Address  

Teacher  

Can this teacher be contacted?  
 Yes

 
No
Does your child receive additional support at school? If Yes, what:
Does your child have a school behavior plan?  
Yes
 
No
Has your child ever been evaluated by their school?  
Yes   
No
Is there anything else you would like to share?
Signatures:
Parent/Caregiver  
 Date  

Parent/Caregiver  
 Date  



