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SOPHIA CENTER, INC.

Biographical Information Form - Child

Date: Client I.D. #: (For office use only) e-mail
Client’s full name Nickname?

Mother's Name Father's Name

Address Telephone #

City, State, Zip

Client's Birth Date: / / Client's Age: L] male [ Female
Date of Clinic Visit: / /

School Grade [] Retained in school?  Grade Retained

Why?

Parent (or other responsible adult) completing this form:

Residential Parent and Phone # (In cases of divorce):

Parenting Arrangements (In case of Divorce)?

FAMILY INFORMATION (Please list names of everyone who lives in the current household with the child)

Name Age Relationship to Client Highest Grade of School
Completed (or current grade)

7.

8.

Was this child adopted? No Yes If so, please provide details of the adoption including age of child, reason for the
adoption, country or origin, anything known about biological parent(s), etc.




Parent’'s Marital Status (check all that apply)

Mother: OCurrently married to child’s father

Never married to child’s father

Previously married to child’s father

Currently married to someone other than child’s father

Never Married

Divorced/Date O Separated/Date O Widowed/Date
Other/Date

oooooag

Father: O Currently married to child’s mother

Never married to child’s mother

O Previously married to child’s mother

O Currently married to someone other than child’s mother

O Never married

O Divorced/Date O Separated/Date OWidowed/Date
O Other/Date

Parent’s Employment:

Mother’s job/profession: Hours worked weekly in this activity:

Father’s job/profession: Hours worked weekly in this activity:

What are the PRESENTING problems for which the child is being evaluated?

HISTORY OF CURRENT PROBLEMS

The current problems developed when the child was approximately age
At that age, the following difficulties were noted (please list briefly):

1.

2.

3.

Please indicate any events occurring around that time that you believe may be related to the problems noted above:




Please review the following list of common behavioral/emotional problems. Indicate the extent to which each symptom
describes YOUR child.

0 = This does not apply to my child to any significant degree

1 =This does apply to my child to a moderate degree, at least some of the time

2 =This clearly applies to my child and often causes significant problems for the child and for those around him
3 =1don’t know the answer to this question

12 3

[0 O OPersistent worry about future events

O O OOverly concerned about past behaviors

O O O Preoccupied about competence

O O O Frequently complains about headaches/stomachaches
O O OEasily embarrassed

O O OUnusually tense

O O OPerfectionistic

O O ODisturbed sleep

O O OFearful of performing in social situations

O O OExtremely shy

O O OExcessive fears

O O OEmotional reactions to separation from parent(s)

0O O OClinging behaviors

O O OReluctance to sleep away from home

O O ORefuses to go to school

O O ORepetitive thoughts

O O ORefuses to speak in most social situations

O O ORitualistic Behaviors (things they must do over and over the same way)

OooodooDOoooDoooooooooe

0O O OLoses temper easily

O O OArgues with adults

O O ORefuses to comply with adult requests
O O OBlames others

OO OVindictive

ooooao

O O OOften angry and resentful

O O OUses obscenities

O O OPurposely engages in behaviors to annoy others
O O OViolent towards people or property

O O OCruelty to animals

O O ODefecates in inappropriate places
O O ORepeated voiding of urine during waking/sleeping

O O OFrightening dreams

O O OSleep walks

[0 O OVocalizes strange noises

OO0 O OVocalizes obscenities w/o provocation
O O Olmitates movements/words of others
OO OTies

O O Olrritability

O O OUnusually sad
O O OWeight loss
O O OWeight gain

O O OUses weapons during confrontations
O O OsSteals
O O OPlays with fire/sets fires

Oo00 O0OO00 O00OO000O OO Oooooo



O OO O Persistently lies

O O 0O ORuns away from home

O O O OPersistently truant from school
O O O OLacks remorse for actions

0 12 3

0O O O O Easily distracted

O O O OMakes careless errors

[0 O O ODoes not listen

O O O ODisorganized

[0 O O OFidgets excessively

O O O OForgetful

[0 O O ODoes not follow directions
O O O OLoses things

O 0O 0O OLoud

O O O Olinterruptive

O O O OTalks incessantly

O O O OUnable to remain in seat
OO0 O O ODoes not wait to turn in activities
O O O OAccident prone

0O O O OBossy

O O O OPersistently eats non-food substances
O O O Olintense fear of being fat

O O O OFails to maintain minimum body weight for height/age
0O O O OSelf-induced vomiting

0O O O OUses laxatives

O O O ODeprives self of food

O O O OExercises excessively

[0 O O OPreoccupied with body image

[0 O O OEngages in recurrent binge eating

O O O OAbuses substances (alcohol/drugs) What?

[0 O O ONo facial expression
0 O O ODoes not initiate social interactions

O O O dTired

O O O OExcessive sleep

O O O OAvoidance of people or situations
O O O OHopeless

O O O OHelpless

O O O OPreoccupied with physical health
O O O OWithdrawn and isolated

[0 O O OChanges in personal hygiene

O O O ODecline in school performance
O O O OTalks of suicide

O O O OSelf-injurious behaviors

[0 O O OSuicide attempts

O O O OMood swings

O O O OGiddy mood

O O O OExcess high risk/pleasure seeking behaviors
O O O ORapid speech

O O O OPhysically overactive

O O O dThinks he/she can do anything

O O O OSevere rage episodes



O O O OHas experienced traumatic/threatening event. Identify

O O O ODistressing themes expressed in play
0O O O ODreams about traumatic event
[0 O O OShows distress in situations resembling traumatic event

O O O OExposes to one or more significant stressful events in past three months
Identify
0O O O Osignificant impairment in functioning since exposure

O O O OLong-term tendency to over react to stressful situations

0 12 3

[0 O O DAvoids situations that may prompt memory of event
O O O Olnability to give or receive affection

O O O OEasily alarmed

O O O OLoss of recently acquired developmental skills

Please complete for ages 11 years and older:

Y N N/A
[0 O O Is there current substance abuse for alcohol, drug or tobacco?

Substance use/abuse or suspected abuse (circle all that apply):
alcohol marijuana cocaine heroin/opiates

tranquilizers hallucinogens, LSD PCP, “dust” “ecstasy”

Are there any problems not already mentioned?

others:

PAST PSYCHIATRIC HISTORY OF CHILD

List other psychologist(s)/counselors and approximate dates seen

PAST MEDICAL HISTORY OF CHILD

Name of Primary Care Physician:

Address

Telephone

When did the child most recently see his primary care physician?

Previous hospitalizations, surgery or major illnesses:

Dates of treatment/iliness Nature of medical problem

Outcome of condition/treatment




Has the child had head injuries or high fevers? If so, please describe.

Past Medications

Current Medications:

Dose Level of Medication(s)

Allergies to Medication(s)

Medication to which child is allergic:

Description of allergic reaction:

Other allergies (e.qg., specific food allergies, ragweed, cats, etc.):

Child’s Immunization History

Are required immunizations up to date? OYes O No

DEVELOPMENTAL AND PERINATAL HISTORY:

# of pregnancies prior to this child:
# of live births prior to this child:

# of miscarriages/stillbirths prior to this child:

Pregnancy

Y N NA

O O OFull term (=40 weeks)?

OO0 O OMedications for the mother? If yes, specify:
O O OBleeding/Spotting?

O O OPersistent vomiting?

Y N NA

O O OEclampsia/pre-eclampsia, high blood pressure, swelling, urine protein?

O O OGestational diabetes?

[0 O ODrugs or other toxic substances to which mother was exposed? What were they?

O O OOther illnesses?

Labor and Delivery

Labor and Delivery




Y N N/A

O O OVaginal Delivery

O O OC-Section, emergency?

O O OC-section, planned or repeat?
O O OForceps used?

O O OMeconium stain (fetal poo-poo)
O O OBreech presentation?

O O OFetal bradycardia (slow heart rate)
Infant’s condition at birth

Birthweight of child: pounds ounces

First Year of Life

Y N N/A

O O OBottle fed?

O O OBreast fed?

0O O OSlept well?

O O OFretful?

O O OColicky?

O O ODid your child struggle against you—touching, holding, hugging, etc?

O O ODid your child avoid looking at you?

O O OAny major health issues during child’s first year of life? If yes, what were they

Milestones

Age at walking unassisted (motor development)

Age baby spoke first words (language development)

Age child started using full sentences

Age at which child started reading

Age at which child could use the toilet consistently

Social Development

Does your child play well with other children? Describe

Does your child seem emotionally detached from other children/adults?

Special interests/hobbies

ACADEMIC HISTORY (Please list schools attended, beginning with the most recent)

Name of School(s) Dates/grades attended

Y N N/A

O O OPrevious Psychological Assessments for Developmental or Learning Problems?



Type?

When

Does your child receive special educational services? O Yes O No If Yes, please explain

Is your child on an IEP?

Is your child gifted?

FAMILY HISTORY

Family Stressors (check any that apply):
OMarital conflicts

OParent/Child conflicts

OFinancial problems

ORecent deaths

OPhysical iliness (Medical problems)
OFrequent moves

ODrug/alcohol abuse by parents
OSexual/physical abuse

OOther

LEGAL HISTORY OF CHILD (Please describe any legal issues in which your child has been involved.)

EAMILY PSYCHIATRIC HISTORY

Please indicate the presence in biological relatives of any psychiatric problem, such as depression, suicide, alcoholism,
drug abuse, anxiety, panic attacks, manic-depressive (bipolar) iliness, schizophrenia, mental retardation, autism,
learning disability, hyperactivity, attention deficit disorder, childhood behavior problems, school or academic problems,
narcolepsy, obsessive compulsive disorder, etc.

Please provide details about problem(s) here:

O O OcChild’s father

[0 O OFather’s parents, brothers, sisters

O O OcChild’s mother

[0 O OMother’s parents, brothers, sisters

O O OChild’s brothers and sisters

[0 O OOther biological relatives

Family Circumstances: Please provide any information about the family that you feel would be important to under-
stand the child’s development and current problems:
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