WEST BERGEN MENTAL HEALTHCARE
APPLICATION FOR TREATMENT SERVICES - Child

Today’s Date: Name of Client:
Date of Birth: SS#: How did you hear about West Bergen?
Address:

Street Town Zip Code
Home Phone: Cell Phone: Email(optional):

Business Phone:

Client's Education Level:

Grammar School High School College PostGrad

Client's Marital Status: Never Married/Minor Child Married Separated Divorced
Widowed Living with Domestic Partner

Client's Ethnicity: American Indian/Alaskan Asian/Pacific Islander

African American Hispanic White Other

Client's Sex: Male Female

(To be filled out if applicable)

Parent/Guardian #1 Name: SS# DOB:
Home Address & Phone: (if different from above)
Parent/Guardian#2 Name: SSH: DOB:

Home Address & Phone: (if different from above)
Parents'/Guardian Marital Status:

Please list every member of your household:

Name Date of Birth Sex Ethnicity (if different from above)  Relationship
Insurance Information: Policy Holder's Name

Insurance Company:

Member ID Number: Group 1D Number:

Who's Financially Responsible for Payment of Services?

Name: Address:

Home Phone: Cell Phone:

For Office Use Only- TO BE COMPLETED BY INTAKE THERAPIST

Date of Intake. Diag. Dept. Therapist.

(PRINT)

*xkxkxk* Please Fill Out Back of Page********
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PLEASE LIST CHILD(REN) AND SCHOOL(S):

CHILD GRADE SCHOOL TEL# | TEACHER GUIDANCE
COUNSELOR
CHILD(REN)’S PHYSICIANS:
NAME ADDRESS PHONE

FAMILY HISTORY:
Avre there/have there been medical problems with any family member? Yes_ No__ |If
yes, please describe:

Avre there/have there been psychiatric problems with any family member? Yes  No__
If yes, please describe:

Avre there/have there been drug or alcohol problems with any family member? Yes  No__

If yes, please describe:

Is anyone in your family currently taking prescription medication? Yes __ No__
If yes, who, and what medications?

DEVELOPMENTAL HISTORY::

._AT ANY AGE: Yes No

Familv stresses? (Separation. divorce. relocation. financial)

Concerns about peer relationshins?

Phvsical/sexual abuse?

Problems with controls? Fears?

Problems keepina immunizations current?

. PRE-NATAL/PREGNANCY/POST-NATAL:

Adonted or foster child?

Medical/deliverv complications?

Medications?

Drua or alcohol use durina preanancv?

Revised 2.09




Yes No

1. PRESCHOOL DEVELOPMENT:

Anv difficulties in achievina motor milestones?

Speech or lanauaae delavs?

Neuroloaical problems?

Bodv care difficulties? (Toiletina. aroominag)

V. SCHOOL AGE (5 THROUGH 18 YEARS):

Learnina difficulties?

Behavioral difficulties?

Child Studv Team evaluation? When?

Supplemental services? (Resource room. aifted and talented)

Delaved phvsical maturation?

Difficulties in academic achievement?

Drua or alcohol use?

Depression or suicidal behaviors?

Assaultive behaviors?

HAS YOUR CHILD HAD ANY PREVIOUS TREATMENT SERVICES? IF SO, WITH WHO AND
FOR HOW LONG?

PLEASE LET US KNOW HOW YOU LEARNED ABOUT WEST BERGEN.

TO HELP US HAVE A MORE COMPLETE PICTURE OF YOUR CHILD, PLEASE COMMENT ON
HIS/HER STRENGTHS AND TALENTS.
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