Parent Goals and Description of Needs

Please print neatly.  Please use the backs of these pages for elaboration of any answers.  Thank you.

Client Name: ____________________________
Date of Birth: ____________ 

Date completing this form:________________
Date of first appointment: __________________

Name of person completing this form: ______________________________ Relationship to child: _______

[If there is any answer on this form that you do not want me to share with your child at this time, please make a note of that with your answer.]

1. What are the most important of your child’s needs that you want me to focus my initial intervention? Or assessment?

a.

b.

c.

2. Please list at least three of your child’s strengths or best qualities.

a.

b.

c.

3. Who is the most concerned about and/or impacted by these needs?

4. Please list any medications your child currently takes, the reason for the medication and the name(s) of the prescribing physician(s).

5. Were there any complications during the pregnancy (including any substance use – including tobacco, prescription medications and alcohol) with or the birth of this child?  If so, please briefly describe.

6. Please briefly describe any significant medical problems your child has faced or with which she/he is currently dealing.  

7. Please briefly describe any developmental concerns or problems your child has faxed or with which she/he is currently dealing.

8. If this child is in school, please describe what sort of grades she/he makes and list the current or rising grade.  Also, please note if there have been any changes in school performance.

9. Does this child have friends, with at least one friend seeming to be really trusted by your child – and about whom you are not overly concerned regarding negative influence?

10. What sorts of activities does your child enjoy?  

11. When and how do you spend time with your child?

12. Please list any family history of depression, anxiety, alcohol abuse or addiction or other addictions, schizophrenia or any other mental illness history for this child’s extended family.

Please review this list and circle any symptoms you have observed in your child.  Also, please note the approximate duration of time for which you have noticed the symptom circled and any marked changes.  Please include historical issues and note the time frame beside the item.  Please list any additional concerns on the back or bottom of this page.

Difficulty making or maintaining eye contact

Few or no friends

High level of peer conflict

Predominately has friendships with younger or older peers

Doesn’t seem interested in interacting with peers or family

Communicates mostly with gestures (not due to age or normal development)

Obsessive patterns in play or behavior

Very upset by unexpected changes

Often makes a careless mistake

Often has difficulty in sustaining attention in tasks or play

Often doesn’t seem to listen when spoken to directly

Has difficulty with daily personal needs (e.g., grooming – not due to age or normal development)

Nightmares

Enuresis or encopresis (urinating or defecating in places other than commode – and please note the time frames during which this happens or happened)

Tantrums (beyond age or developmentally typical)

High level of family conflict

Verbal or physical aggression toward any person or animal

Self-injurious behavior 

Frequently hurts self by accident

Marked changes observed in behavior or emotions

Appears to have a low tolerance for frustration

Cries frequently

Expresses wish to harm self, be dead, harm someone else or run away

Bites nails or has another anxiety behavior

Lacks interest or energy in activities

Appears to be very sensitive to sounds, smells, light or noises

Appears to be withdrawn in social settings

