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Child Information Form 

Child's Name: _______________________________________________________  

Child's School:_______________________________________________________  

Child's Grade: ______________ Child's Date of Birth: ______________  

Home Address:  

Street__________________________________________City__________________________State____ 

Parents Contact Information: 

Mother: 

Home phone:_________________Cell Phone: __________________Work Phone: _________________ 

 Email Address: _____________________________________________  

Messages may be left at: □Home  □ Cell   □Work   □Email 

Father: 

Home phone:_________________Cell Phone: __________________Work Phone: _________________ 

 Email Address: _____________________________________________  

Messages may be left at: □Home  □ Cell   □Work   □Email 

 

Emergency Contact: 

Name:  _________________________________ Number: ________________  

Relationship:_____________________  

Is this your child's first experience with counseling? Yes____ No___  

Date/dates of last counseling: _________________________________  

Group Child is Enrolling  in:  

Anxiety ____ Coping with Divorce____ Social Skills ____ Expression of Feelings ____  
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List reasons for enrolling child in group: 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________  

 What do you hope group will accomplish for your child: 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________  

 

Please list any special concerns that you have regarding your child: 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________  

List any medical issues that your child is facing or has faced in the past: 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________  

List any medications that your child is currently taking: 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

 


