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Child History Questionnaire
Child’s Name________________________​​_______
Date ______________________________
Age ___________Grade ______________________
Birthdate __________________________
School ____________________________________________________________________________
Child’s Doctor ______________________________________________________________________
Was the child born: __ Early (How early_______)   __ On time (38-42 weeks)   __ Late

What do you hope to gain from an evaluation? ____________________________________________
_______________________________________________________________________________
__________________________________________________________________________________
​​​​​​​​​​​​​​​​​​​​​Current Medications _________________________________________________________________

__________________________________________________________________________________

Has your child experienced any of the following:   _____surgeries (in and/or out patient)
___ loss of consciousness
___ extremely high fevers
___ traumatic brain injury

___ staring spells

___ seizure activity

___ sudden change in abilities

If yes, please provide details:___________________________________________________________
__________________________________________________________________________________

Does/Did your child experience/complain about any of the following symptoms: 

___ poor eye contact

___ lack of energy


___ repetitive behaviors

___ headaches


___ expressing needs


___ attachment to objects

___ lack of curiosity

___ restricted interests

___ obsessiveness

___ temper tantrums

___ difficulty initiating conversation
___ poor frustration tolerance

___ memory loss

___ attention/focus


___ anxiety

___ difficulty breaking routines                            ___ hypersensitivity to touch, taste, noise, smell


If yes, please provide details: __________________________________________________________
____________________________________________________________________________________________________________________________________________________________________

Does/Did your child have medication, food or environmental allergies?    ___Yes       ___No 
If yes, please list: ____________________________________________________________________
__________________________________________________________________________________
Any difficulty with falling asleep, staying asleep, sleeping too much, nightmares, sleep walking, sleep talking? 
____Yes    ____No

If yes, please describe: ________________________________________________________________

Any difficulty with appetite, weight gain, or weight loss? 
____Yes     ____No

If yes, please describe: ________________________________________________________________
Child History Questionnaire
Psychological/Social Information
Do you have concerns about your child’s emotional health (self-esteem, depression, anxiety, etc.)? ____Yes    ____No
If Yes, please explain: _____________________________________________

__________________________________________________________________________________ Are there behavioral issues for your child at school or at home? 
____Yes    ____No

If yes, please describe: _______________________________________________________________

__________________________________________________________________________________ Check any current stressors that apply to your child or the immediate family: 

____
change in marital status
____
family conflicts

____
separations

____
financial problems

____
legal problems


____
work problems

____
sexual abuse/assault

____
death of family/friend

____
retirement

____
physical abuse


____
birth/adoption


____
changes in residence

____
job changes


____
school problems

____
family illness
Other stressors: _____________________________________________________________________

Has your child received professional help for psychological issues?     ____Yes
  ____No

If Yes, please describe past or current psychiatric or psychological treatment (e.g., psychotherapy, counseling, inpatient hospitalizations, and substance abuse treatment): __________________________

__________________________________________________________________________________

Family History
Child lives with:

__ Both Parents __ Mother __ Father __ Mother/stepfather  __Father/stepmother __Grandparent
__ Legal guardian __ Other (please specify) ________________________________

Status of parents’ marriage: __ Married  __ Separated  __ Divorced  __ Single

Date of marriage __________ Date of divorce______________




Does family history include:
____
repeated grades in school
   ____
psychiatric illnesses (depression, anxiety, etc.)

____
history of special education
   ____
suicide

____
diagnosis of ADHD/ADD
   ____
dementia

____
Autism/Asperger’s Disorder
   ____
major medical disorders (cancer, heart disease, etc.)
Please include new or additional information that expands on the above: ____________________________________________________________________________________________________________________________________________________________________
Child History Questionnaire
Educational 

Are you concerned about your child’s educational abilities?   ____Yes    ____No
If NO, skip to end
At what age did your child begin Kindergarten? ____________________________________________

Have there been any grades repeated? 
____Yes    ____No 

If yes, please provide information about which grade(s) were repeated and the reasons why they were repeated: __________________________________________________________________________

__________________________________________________________________________________

What grade is your child currently in? ___________________________________________________
What are your child’s current grades in school? ____________________________________________
Are these grades consistent with past years? 
____Yes    ____No
Have you, instructors or tutors noticed any difficulty and/or changes in the following areas?
___ reading


___ reading comprehension

___ phonics

___ spelling


___ written expression

___ handwriting

___ math calculations

___ math word problems

___ history

___ science


___ memory problems

___ attention difficulties

___ concentration

___ hyperactivity
___ other: __________________________________________________________________________

____Yes     ____No      If Yes, please describe: ___________________________________________
__________________________________________________________________________________
Completed by _________________________________
Date ___________________________
Relationship to child___________________________
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