Worth Counseling Group

Shelly Killingsworth LPC, Child & Family Therapist

118 Exchange Place, Lafayette, LA 70503

Phone: 337-242-7307 ; Fax: 337-345-1576

worthcounselinggroup@gmail.com

Child’s Full Name_______________________________________________________________________

Date of Birth_________________________Age____________  

Sex____________ Race____________ School:___________________________________________Grade:_______________________________

Parents/Guardians :_____________________________________________________________________________

Address_______________________________________________________________________________

City_________________________________State_______________________Zip____________________

Phone:______________________________ 

Home____________________________WK________________________Cell______________________

List only numbers you give consent for me to contact you or leave a message.

Emergency Contact & Relationship:___________________________________________________________________________

Family History
Parents
Parents are / were married ____ years.

Are parents divorced?  ____Yes  ____No  If yes, how old was the child at time of divorce: ______________________________________________________________________________________

Are parents married?  ____Yes  ____No  If no, who has legal custody: ______________________________________________________________________________________

Is there any significant information about the parents’ relationship or treatment towards the child which might be beneficial in counseling: ____Yes  ____No

If yes, explain: ______________________________________________________________________________________

Parent with whom child lives:  Both _________Mother ________Father ________Neither______________

Mother’s Name_________________________________________________________________________

___Natural parent   ___Step-parent   ___Adoptive parent   ___Foster parent     Other: _________________

Is there anything unusual or stressful about the child’s relationship with the mother? ____Yes  ____No

If yes, explain: ______________________________________________________________________________________

______________________________________________________________________________________

Occupation_____________________________________________________________________________

Employer______________________________________________________________________________

Father’s Name__________________________________________________________________________ 

___Natural parent   ___Step-parent   ___Adoptive parent   ___Foster parent     Other: _________________

Is there anything unusual or stressful about the child’s relationship with the father? ____Yes  ____No

If yes, explain: ______________________________________________________________________________________

______________________________________________________________________________________

Occupation_____________________________________________________________________________

Employer______________________________________________________________________________

Siblings and Others in Household
Names of Siblings

Age
Gender

        Lives            Quality of Relationship

 
 M     F

Home   Away
 Poor      Average     Good

____________________________
____
___   ___               ____    ____
 _____      _____      _____

____________________________
____
___   ___
 ____    ____
 _____      _____      _____

____________________________
____
___   ___
 ____    ____
 _____      _____      _____

Others living in household 

   
      Relationship to child

 ____________________________   ____
___   ___      _______________________________________

 ____________________________
  ____
___   ___       ______________________________________


 ____________________________
  ____
___   ___       ______________________________________


Please Circle  all that apply. 

	
✓
Headaches                               
	
✓
Feeling shy around others 
	
✓
Drug use

	
✓
Sleep problems
	
✓
Stomach problems
	
✓
Not confident

	
✓
Memory problems
	
✓
Trouble concentrating
	
✓
Concerned about eating habits

	
✓
Heart palpitations
	
✓
Grief or loss 
	
✓
Alcohol use

	
✓
Depression
	
✓
Feelings of hopelessness
	
✓
Nightmares

	
✓
Feeling tense or nervous 
	
✓
Disturbing thoughts
	
✓
Feelings of worthlessness

	
✓
Academic concerns
	
✓
Mood swings
	
✓
Hallucinations

	
✓
Worries about money
	
✓
Suicidal thoughts
	
✓
Recurring thoughts

	
✓
Having a lack of friends
	
✓
Sexual identity concerns
	
✓
Trembling

	
✓
Feelings of panic , fear, phobias 
	
✓
Memory problems
	
✓
Anger 

	
✓
Feeling sad or depressed 
	
✓
Abusing others
	
✓
Chronic pain

	
✓
Feeling restless
	
✓
Problems at home
	
✓
Dizziness

	
✓
Low self-esteem
	
✓
Antisocial or illegal behavior
	
✓
Feeling a need to be on the go

	
✓
Aggression 
	
✓
Abused by others
	
✓
Concerned about family members

	
✓
Chest pain 
	
✓
Disorganized thoughts
	
✓
Sick often

	
✓
Sexual concerns
	
✓
Impulsive
	
✓
Relationship Problems

	
✓
Ideas of harming others 
	
✓
Blaming or criticizing self
	
✓
Poor Judgment

	
✓
Feeling tired 
	
✓
Anxiety
	
✓
Irritability 

	
✓
Isolating self
	
✓
Distractibility
	


Medical
List any medication your child is on and prescribing physician: ______________________________________________________________________________________

______________________________________________________________________________________

List any medical conditions the child has been diagnosed with and / or any surgeries:

______________________________________________________________________________________
Developmental / Social
List your child’s three greatest strengths:

_______________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

List your child’s three greatest needed areas of improvement:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Briefly describe the child’s friendships/peer relationships: ______________________________________________________________________________________

______________________________________________________________________________________

Briefly describe the child’s hobbies or interests: ______________________________________________________________________________________

______________________________________________________________________________________

What report card grades does the child usually receive? ______________________________________________________________________________________

Have these changed lately?  ____Yes  ____No   If yes, how: ______________________________________________________________________________________

Referred By:___________________________________________________________________________

Reason for Referral:_______________________________________________________________________________

Person Responsible for Bill:__________________________________________________________________________________

Payment Method: Private Pay (See Declaration of Practices & Procedures)

I understand that all services are provided on a cash/check/credit card basis payable immediately upon delivery unless otherwise arranged.  

Guardian or Client Signature________________________________________________________Date:__________________

