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NEW CLIENT REGISTRATION FORM
CHILD
Date ________________ 
Client Name____________________________________________ 
Date of Birth ______________ Age ___________
Assigned at Birth  Male     Female
Pronoun_______________________
Parent/Guardian Name(s) ________________________________________ 
Other Parent/Guardian Name(s) ____________________________________________________ 
Address _________________________________________________________
City _________________________
State _________ Zip ______________ 
Home Phone ______________________May I call you at this #? Yes / No
Cell Phone __________________           May I call you at this#?  Yes / No 
Work Phone ______________________ May I call you at this #? Yes / No
Person Completing Form _________________________
Relationship to Client_______________ 
Current Concerns and History
Please describe the primary reason(s) you are seeking psychological services:
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________
Describe Past Medical, Behavioral, or Emotional Problems other than current problems: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

Has the client expressed suicidal thoughts? Yes / No
If yes, please describe: 
________________________________________________________________________ 
________________________________________________________________________
Has the client used drugs/alcohol or is use suspected? If yes, please describe 

__________________________________________________________________________________________

___________________________________________________________________________________________

Prior psychotherapy, counseling, or psychiatric hospitalization? Yes / No

Name of Provider:___________________________________________

Date: __________________________

Reason for Treatment: 

______________________________________________________________________

Medical Information
Primary Physician: __________________________________ 
Phone: ______________________ 
Most recent physical: ___________
Is physician aware of the current concerns? ______________


Current Medical Conditions/Allergies: 
1) ___________________________________ 
4) ___________________________________ 
2) ___________________________________
3) ___________________________________ 
4) ___________________________________
Current Medications: 
Name                 Dose/Day       Condition Treated       Prescribed By 
_____________ _________    ______________     ____________ 
_____________ _________    _______________     ____________
_____________ _________    _______________     ____________
_____________ _________    _______________     ____________
Medical History: Please list any problems during pregnancy (high blood pressure, pre-term labor, etc.) ________________________________________________________________________
________________________________________________________________________________________________ 
Was there use of alcohol, cigarettes, drugs, or medication during pregnancy? 

___________________________________________________________________________________________

___________________________________________________________________________________________ 




Has the client ever experienced (please circle):
· Fever above 105 degrees  
· Significant accidents, injuries, broken bones  
· Loss of consciousness - 
· Seizures  
· Repeated headaches  
· Dizziness/fainting 
· Visual problems 
· Hearing problems 
· Bowel problems 
· Bedwetting/day wetting  
· Sleeping problems  
· Appetite problems 
· Feeding/eating problems  
· Other medical problems 
Hospitalization (includes dates/condition) 
________________________________________________________________________
________________________________________________________________________Early Development/Temperament: Was the client colicky, irritable, or hard to manage as an infant or toddler? If yes, please describe 
________________________________________________________________________How did the client respond to new and unfamiliar situations as an infant or toddler? 
_____________________________________________________________________ How did the client react to being left with caretakers (babysitters, daycare providers, etc.) 
________________________________________________________________________ 
Was the client fearful or resistant about going to school?______________________
_______________________________________________________________________________________ 
Was the client adaptable, easy to please, and easy to discipline as an infant and toddler? 
_______________________________________________________________________ 
Was the client interested in social contact (eye contact, social smiling, showing things) as an infant/toddler?
 _______________________________________________________________________ 

Family Information
Who lives with the client (e.g., parent, grandparent, stepparent, siblings, other relatives)? Please provide name, relationship, age, and occupation/grade in school for each:
Name             Relationship         Age     Quality of Relationship: good/bad/etc				                                            
_______________ _________________    _____             ___________________ 
_______________ _________________    _____             ___________________
_______________ _________________    _____             ___________________
_______________ _________________    _____             ___________________
_______________ _________________    _____             ___________________
_______________ _________________    _____             ___________________
Is there anything you would like me to know about your child’s culture?
________________________________________________________________________________________
_________________________________________________________________________________________
__________________________________________________________________________________________

Family Mental Health & Chemical Abuse History 
Please describe significant family problems including physical or emotional abuse, emotional problems, substance abuse, drug overdose, sexual abuse, suicide attempts, death by suicide, involvement in violent crime, or other law breaking behaviors. 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
Please describe any occurrence of depression, anxiety, bipolar disorder, schizophrenia, intellectual disability, learning disorders, or any other neurological, mental health, or psychiatric diagnoses in the client’s blood relatives. Please also indicate whether the person received treatment and type if known. 
______________________________________________________________________________________________
_______________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
_________________________________________________________________________________________________

Educational Information
Current School _____________________________ Grade______ 
Teacher ____________________
Address___________________________________________________
City ________________________________State ______ 
Zip _________ Phone _____________ 
How long at this school? ______________________________________
Does the client currently receive special education services (have an IEP)? If yes, under what category? ________________________________________________________ 
Which services? ____________________________________________ 
Since when? ___________________________________________ 
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