[image: image1.png]San Francisco 833 Market Street, Suite 809
Neuropsychology San Francisco, CA 94103

/ U k TEL: 415.627.9095
FAX: 415.627.9108
=n[] all

Dnna www.sfbraindoc.org





Child Neuropsychological Intake

Child’s Name: _________________________________  Birth Date: ___________ Age: _____
Parent’s/ Guardian’s Names: ____________________________________________

Home Address: _______________________, _____________________, _____________

City: ___________________________________State: ________ Zip Code: __________

Home phone: ___________________ Cell: ____________ Work: __________________
Email is not considered secure enough for private health information, but may be used for scheduling.  If you’d like to use email to schedule appointments, please provide the best email address for you here:

Child’s Doctor: ______________________________ Phone: (_____) ______ -________

Child’s ethnicity: ________________________ Primary Language: _________________

Secondary Language: ______________________ Years of schooling?_______________
Handedness: R___ L___ Both___

What are the problems that caused you to seek help for this child?

________________________________________________________________________
________________________________________________________________________


When did these problems begin? _____________________________________________


Does your child have any diagnoses? _____________________________

________________________________________________________________________
________________________________________________________________________


Does anything relieve the problem or symptom(s)? ________________________________________________________________________

Physical Functioning

 Any difficulties? None    Mild      Moderate   Severe
   Remarks

	Vision*
	
	
	
	
	When evaluated:

	Hearing*
	
	
	
	
	When evaluated:

	Smell/Taste
	
	
	
	
	

	Speech
	
	
	
	
	

	Dental
	
	
	
	
	

	Legs
	
	
	
	
	

	Arms
	
	
	
	
	

	Coordination
	
	
	
	
	

	Walking
	
	
	
	
	

	Intellect
	
	
	
	
	


* please bring any glasses or hearing aids to all appointments

Behavior

Behavioral Traits (Check those descriptions that describe the child’s behavior):
	
	Stubborn

	
	Bossy
	
	Resentful

	
	Tantrums
	
	Tense
	
	Jealous

	
	Clinging
	
	Runs away frequently
	
	Stealing

	
	Affectionate
	
	Nervous habits
	
	Fighting

	
	Demanding
	
	Accident prone
	
	Odd mannerisms

	
	Responsive
	
	Clumsy
	
	Narrow interests

	
	Cooperative
	
	Thumb-sucking
	
	Obsesses 

	
	Defiant
	
	Withdrawn 
	
	Compulsions

	
	Show-off
	
	Nail biting
	
	Angry outbursts

	
	Happy
	
	Friendly
	
	Overly active


Describe traits in more detail and/or describe any traits no listed above: 

Communication

Does your child talk? yes or no
Can he/she be understood by everyone? yes or no    If not, how does he/she communicate what he/she needs? 

________________________________________________________________________

Eating

Does your child feed his/herself? yes or no       

If not, who feeds the child?_____________

Any special diets? yes or no (circle)
If yes, describe: ____________________________

Food allergies? yes or no (circle) If yes, list allergies: ____________________________

Any concerns regarding your child’s appetite? __________________________________

Sleeping

What time does your child typically get into bed at night? ________

What time does s/he typically fall asleep at night? ______________

Does s/he typically wake up in the middle of the night? ______ If so, how often or for how long? _______________________________________________________

What time does s/he typically wake up and get up in the morning? ______________

Naps? ________ Time of day: _________ How long? _________ 

Nightmares? __________   In total, how many hours of sleep does s/he typically get in a night? __________   Does he/she snore?____________________

Toileting

Is the child toilet trained? yes or no
If yes, at what age?__________________________

Was training difficult? yes or no
 If yes, why? _______________________________

Any problems such as constipation or loose stool? _______________________________

Health and Medical History

What are your child’s current diagnoses?

What are his/her current medications? (name, amount, what for)

Please list all hospitalizations and surgeries:

Has your child ever been diagnosed with seizures (e.g. convulsions, fits, high fevers) or a seizure disorder? yes or no    If yes, explain:____________________________________

Has your child ever experienced a head injury? yes _______or no______



      If yes, did they lose consciousness? Yes____ or no_____  If yes, for how long?_____

Were brain images taken? __________ If yes, what did they reveal? ________________

Any other serious accidents, describe:________________________________________

Has the child had a serious illness (chronic or acute)? Yes_____ or no_______ 
   

If yes, what was the illness? ____________________ How old was the child? _________

Use of medical marijuana? Yes_______ No.__________
Family pediatrician? _____________________________ Phone: ___________________

Prior Evaluations

(e.g. Neurospychological, Physical or Occupational, Academic, Speech and Language)

Type of Eval:

Date:

Results:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Pregnancy & Birth

Age of mother at birth: ______ Age of father at birth: ______ 

Length of pregnancy: ___________
Apgar scores: _____   _____
Did mother have any health problems during pregnancy? 

________________________________________________________________________________________________________________________________________________

Was the birth Caesarean or natural (circle one)?

Where was the child born? __________________________________________________

What were the following at birth?  Child’s weight: ________ length: _________ 

Condition of baby at birth: Normal __Vigorous __ Drowsy__Floppy/Weak__ Blue__

Describe any unusual conditions not mentioned above: 

_______________________________________________________________________


_______________________________________________________________________


Were any of the following conditions present during the first year? (circle any that apply)

Unusual crying                 Difficulty nursing                           Fretful

Lack of energy                 Difficulty in swallowing                 Energetic            

Unresponsive                   Lack of muscle tone                        Head deformity     

Difficulty in breathing     Abnormal eye movements

Describe any unusual conditions not mentioned above: 

Development

Approximately when did this child first do the following, if appropriate?

Sat alone: __________ 

Crawled: ________ 

Walked alone: _________ 

Walked up stairs: ________ 

Used single words: ______, what was the word? ______ 

Put 2 to 3 words together: ______

Any difficulties with feeding?

Education/Schooling

Please list schools your child has attended.
Name of school



Date(s) Attended

Adjustment

_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

Additional Comments: ____________________________________________________
_______________________________________________________________________


Current school situation (e.g. grade, type of classroom, number of students in class): _______________________________________________________________________

Special services received at school, if any: ___________________________________


Starting at what age or grade? ________________________________________ 

Child’s social situation in school: _____________________________________________

What accommodations does your child receive at school? Which ones are effective, and what is not helpful, or not working?

Family Medical History
Does anyone of the child’s family (parents, siblings, cousins, etc) have any complaints similar to this child?

If so, please describe:

What are the major medical conditions that run in the family?  (Who?)

Any family history of any neurological disease (epilepsy, memory disorder, etc),? (Who?)

Psychiatric disease (depression, anxiety, schizophrenia, etc)? (Who?)

Developmental disorder (mental retardation / intellectual disability, dyslexia, learning disabilities, etc.)? (Who?)

Psychosocial History

People in your household:

Name:      

Relationship to child:       Ages: 
     Gender:         Handedness:

_________________  _________________      ______             ______           __________

_________________  _________________      ______             ______           __________

_________________  _________________      ______             ______           __________

_________________  _________________      ______             ______           __________

_________________  _________________      ______             ______           __________

_________________  _________________      ______             ______           __________

_________________  _________________      ______             ______           __________

_________________  _________________      ______             ______           __________

List names and ages of any other siblings:
Mother’s name ________________   Occupation ________________  Schooling _____


Telephone number: ________________________

Father’s name ________________   Occupation ________________  Schooling _____


Telephone number: ________________________

Parents past relationship: married, divorced, widowed, separated, etc.: _______________

Date:____________Child’s reaction: _________________________________________

Parents current relationship: married, divorced, widowed, separated, etc.: ____________

Date:____________Child’s reaction:__________________________________________

Describe the interaction and communication within the family: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Past location of residence(s): 





    Date to and from:

____________________________________________________    ________to________

____________________________________________________    ________to________

____________________________________________________    ________to________

____________________________________________________    ________to________

Parents’ perception of the child: ________________________________________________________________________

________________________________________________________________________

Describe any life-changing or significant experience(s) or event(s) that have taken place during your child’s life: 

Date:
Event:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

As far as you know, have any of the events listed above affected your child’s functioning or mood? yes or no      If yes, which one(s): 

________________________________________________________________________

What activities does your child enjoy most? (Hobbies, after school activities, etc).
________________________________________________________________________

Does he/she have any home chores/responsibilities? 

________________________________________________________________________

Does he/she play with other children? _________________________________________

How does he/she get along with other children? _________________________________

Can he/she participate in games? ________What sort? ___________________________

Describe the child’s current mood: ___________________________________________

Please describe what it is you are hoping to learn from this evaluation:

Please provide any additional relevant information:

Is the child involved in any ongoing legal case?
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