
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 

FAMILY PSYCHOLOGICAL SERVICES 

of Lakeland 

fps 

COUNSELING PARENT QUESTIONNAIRE 

CHILD’S NAME:  DATE COMPLETED: 

DATE OF BIRTH:  AGE: 

YOUR NAME:  RELATIONSHIP TO CHILD: 

PARENTS’ NAMES: 

MOTHER’S ADDRESS AND PHONE: 

 

FATHER’S ADDRESS AND PHONE: 

 

MOTHER’S OCCUPATION: 

 

YEARS OF EDUCATION: 

FATHER’S OCCUPATION: YEARS OF EDUCATION: 

PARENTS MARITAL STATUS (CHECK ONE): TOGETHER SEPARATED DIVORCED OTHER: 

STEP-MOTHER’S NAME: 

STEP-FATHER’S NAME: 

WHO REFERRED YOU TO FAMILY PSYCHOLOGICAL SERVICES? 

ARE BOTH PARENTS AWARE THAT THE CHILD IS PARTICIPATING IN COUNSELING? 

DESCRIBE THE PROBLEMS WHICH HAVE LED YOU TO SEEK THIS CONSULTATION FOR YOUR CHILD: 

 

 

WHAT DO YOU, PERSONALLY, BELIEVE TO BE THE MOST IMPORTANT FACTORS CAUSING THESE PROBLEMS? 

 

HAVE THERE BEEN ANY FAMILY CHANGES OR DIFFICULTIES (NEW BABY, DIVORCE, FAMILY ARGUMENTS, ETC.) WHICH MAY BE RELATED TO THESE PROBLEMS? 

IF SO, PLEASE EXPLAIN: 

 

 

 
 
 
 

107 Morningside Drive, Suite C -  Lakeland, Florida 33803 

Tel: 863.606.6001  -  info@fpslakeland.com  -  www.fpslakeland.com 
 

mailto:info@fpslakeland.com


 
 

WHAT SOLUTIONS (HELPFUL OR UNHELPFUL) HAVE YOU TRIED TO RESOLVE THE ABOVE CONCERNS? 

 

 

 

HAVE YOU OR YOUR CHILD HAD THERAPY IN THE PAST? IF SO, PLEASE PROVIDE TREATMENT PROVIDERS NAMES, DATES OF SERVICE, WHAT YOUR CHILD 

WAS SEEN FOR, AND THE RESULTS. 

 

 

 

 

DESCRIBE YOUR CHILDS STRENGTHS AND BEST BEHAVIOR TRAITS: 

 

 

 

WHAT ARE YOUR EXPECTATIONS FROM THERAPY AND THE THERAPIST? 

 

 

IF YOU HAD A CRYSTAL BALL AND WERE ABLE TO LOOK INTO THE FUTURE, YOU WOULD SAY THERAPY HAS BEEN WORTH IT BECAUSE (LIST CONCRETE CHANGES  

YOU WOULD LIKE TO SEE): 

 

 

 

WHAT OTHER THINGS WOULD YOU LIKE TO SEE CHANGE IN YOUR LIFE AND YOUR FAMILY’S LIFE? 

 

 

 

DO YOU FORESEE ANY OBSTACLES TO ACHIEVING YOUR GOALS AND/OR CHANGES? 
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HOW LONG WILL THERAPY NEED TO LAST TO ACHIEVE THE CHANGES AND/OR GOALS YOU WANT?  

 

WRITE DOWN A TARGET DATE: 

CHILD BEHAVIOR INVENTORY 

BELOW ARE A SERIES OF PHRASES THAT DESCRIBE CHILDREN’S BEHAVIOR. PLEASE CIRCLE THE NUMBER DESCRIBING HOW OFTEN THE BEHAVIOR CURRENTLY 

OCCURS WITH YOUR CHILD, AND CIRCLE EITHER “YES” OR “NO” TO INDICATE WHETHER THE BEHAVIOR IS CURRENTLY A PROBLEM. 

QUESTION: 
HOW OFTEN DOES THIS OCCUR WITH YOUR CHILD? IS THIS A 

PROBLEM FOR 

YOU? NEVER SELDOM SOMETIMES OFTEN ALWAYS 

DAWDLES IN GETTING DRESSED 1 2 3         4 5       6 7 YES NO 

DAWDLES OR LINGERS AT MEALTIME 1 2 3         4 5       6 7 YES NO 

REFUSES TO EAT FOOD PRESENTED 1 2 3         4 5       6 7 YES NO 

REFUSES TO DO CHORES WHEN ASKED 1 2 3         4 5       6 7 YES NO 

SLOW IN GETTING READY FOR BED 1 2 3         4 5       6 7 YES NO 

REFUSES TO GO TO BED ON TIME 1 2 3         4 5       6 7 YES NO 

DOES NOT OBEY HOUSE RULES ON HIS OR HER OWN 1 2 3         4 5       6 7 YES NO 

REFUSES TO OBEY UNTIL THREATENED WITH A CONSEQUENCE 1 2 3         4 5       6 7 YES NO 

ACTS DEFIANT WHEN TOLD TO DO SOMETHING 1 2 3         4 5       6 7 YES NO 

ARGUES WITH PARENTS ABOUT RULES 1 2 3         4 5       6 7 YES NO 

GETS ANGRY WHEN DOES NOT GET OWN WAY 1 2 3         4 5       6 7 YES NO 

HAS TEMPER TANTRUMS 1 2 3         4 5       6 7 YES NO 

SASSES ADULTS 1 2 3         4 5       6 7 YES NO 

WHINES 1 2 3         4 5       6 7 YES NO 

CRIES EASILY 1 2 3         4 5       6 7 YES NO 

YELLS OR SCREAMS 1 2 3         4 5       6 7 YES NO 

HITS PARENTS 1 2 3         4 5       6 7 YES NO 

DESTROYS TOYS AND/OR OTHER OBJECTS 1 2 3         4 5       6 7 YES NO 

IS CARELESS WITH TOYS AND/OR OTHER OBJECTS 1 2 3         4 5       6 7 YES NO 

STEALS 1 2 3         4 5       6 7 YES NO 
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CHILD BEHAVIOR INVENTORY (CONTINUED) 

QUESTION: 
HOW OFTEN DOES THIS OCCUR WITH YOUR CHILD? IS THIS A 

PROBLEM FOR 

YOU? NEVER SELDOM SOMETIMES OFTEN ALWAYS 

LIES 1 2 3         4 5       6 7 YES NO 

TEASES OR PROVOKES OTHER CHILDREN 1 2 3         4 5       6 7 YES NO 

VERBALLY FIGHTS WITH FRIENDS HIS OR HER OWN AGE 1 2 3         4 5       6 7 YES NO 

VERBALLY FIGHTS WITH SIBLINGS 1 2 3         4 5       6 7 YES NO 

PHYSICALLY FIGHTS WITH FRIENDS HIS OR HER OWN AGE 1 2 3         4 5       6 7 YES NO 

PHYSICALLY FIGHTS WITH SIBLINGS 1 2 3         4 5       6 7 YES NO 

CONSTANTLY SEEKS ATTENTION 1 2 3         4 5       6 7 YES NO 

INTERRUPTS OTHERS 1 2 3         4 5       6 7 YES NO 

IS EASILY DISTRACTED 1 2 3         4 5       6 7 YES NO 

HAS A SHORT ATTENTION SPAN 1 2 3         4 5       6 7 YES NO 

FAILS TO FINISH TASKS OR PROJECTS 1 2 3         4 5       6 7 YES NO 

HAS DIFFICULTY CONCENTRATING ON ONE THING 1 2 3         4 5       6 7 YES NO 

IS OVERACTIVE, RESTLESS, AND/OR FIDGETY 1 2 3         4 5       6 7 YES NO 

ACTS IMPULSIVELY (SPEECH OR ACTIONS) 1 2 3         4 5       6 7 YES NO 

HAS PROBLEMS MAKING FRIENDS 1 2 3         4 5       6 7 YES NO 

HAS PROBLEMS KEEPING A CLOSE FRIEND 1 2 3         4 5       6 7 YES NO 

BED WETTING 1 2 3         4 5       6 7 YES NO 

SOILING UNDERCLOTHES 1 2 3         4 5       6 7 YES NO 

REPEATEDLY CHECKS AND RECHECKS THINGS 1 2 3         4 5       6 7 YES NO 

FREQUENTLY ERASES WORK AT SCHOOL OR HOME 1 2 3         4 5       6 7 YES NO 

HAS ROUGH OR CHAPPED HANDS 1 2 3         4 5       6 7 YES NO 

HAS FREQUENT AND/OR EXCESSIVE FEARS 1 2 3         4 5       6 7 YES NO 

HAS TO RE-READ OR RE-WRITE OFTEN 1 2 3         4 5       6 7 YES NO 

IS EXCESSIVELY CONCERNED ABOUT ILLNESS AND/OR DISEASE 1 2 3         4 5       6 7 YES NO 

FREQUENTLY PULLS AT HAIR OR BITES FINGERNAILS 1 2 3         4 5       6 7 YES NO 

SEEMS SAD OR DEPRESSED 1 2 3         4 5       6 7 YES NO 

SEEMS ANXIOUS OR NERVOUS 1 2 3         4 5       6 7 
YES 

NO 
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FOR THE FOLLOWING LIST, READ EACH PROBLEM AND CHECK  
FOR PERSISTENCE: 

PERSISTENCE 

PROBLEM 
NOT A  

PROBLEM 
PRESENT IN MOST 

SITUATIONS 
PRESENT IN ALL 

SITUATIONS 

OFTEN FIDGETS WITH HANDS OR FEET, SQUIRMS IN SEAT  
(IN ADOLESCENTS, MAY BE LIMITED TO SUBJECTIVE FEELINGS  

OF RESTLESSNESS) 
   

HAS DIFFICULTY REMAINING SEATED WHEN REQUIRED TO DO SO    

IS EASILY DISTRACTED BY EXTRANEOUS STIMULI    

HAS DIFFICULTY WAITING TURN IN GAMES OR GROUP SITUATIONS    

OFTEN BLURTS OUT ANSWERS TO QUESTIONS BEFORE THEY HAVE BEEN 

COMPLETED 
   

HAS DIFFICULTY FOLLOWING THROUGH ON INSTRUCTIONS FROM OTHERS 

(NOT DUE TO OPPOSITIONAL BEHAVIOR OR FAILURE TO COMPREHEND) 

I.E. FAILS TO FINISH CHORES 
   

HAS DIFFICULTY SUSTAINING ATTENTION IN TASKS OR PLAY ACTIVITIES    

OFTEN SHIFTS FROM ONE UNCOMPLETED ACTIVITY TO ANOTHER    

HAS DIFFICULTY PLAYING QUIETLY    

OFTEN TALKS EXCESSIVELY    

OFTEN INTERRUPTS OR INTRUDES ON OTHERS; I.E. BUTTS INTO OTHER 

CHILDREN’S GAMES 
   

OFTEN DOES NOT SEEM TO LISTEN TO WHAT IS BEING SAID TO HIM OR 

HER 
   

OFTEN LOSES THINGS NECESSARY FOR TASKS OR ACTIVITIES AT SCHOOL  
OR HOME; I.E. PENCILS, BOOKS, ASSIGNMENTS 

   

OFTEN ENGAGES IN PHYSICALLY DANGEROUS ACTIVITIES WITHOUT 

CONSIDERING POSSIBLE CONSEQUENCES (NOT FOR THRILL-SEEKING)  
I.E. RUNS INTO THE STREET WITHOUT LOOKING 
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IMPORTANT QUESTIONS WE MUST ASK 

HAS YOUR CHILD EVER HAD SUICIDAL IDEATIONS?    NO     YES     IF YES, PLEASE EXPLAIN: 

 

 

HAS YOUR CHILD EVER PLANNED TO HURT HIMSELF OR HERSELF?    NO     YES     IF YES, PLEASE EXPLAIN: 

 

 

HAS YOUR CHILD EVER ATTEMPTED TO HURT HIMSELF OR HERSELF?    NO     YES     IF YES, PLEASE EXPLAIN: 

 

 

HAS YOUR CHILD EVER FELT LIKE HE OR SHE WANTED TO SERIOUSLY HURT OR HARM SOMEONE ELSE?    NO     YES     IF YES, PLEASE EXPLAIN: 

 

 

DO YOU HAVE WEAPONS IN YOUR HOME OR ACCESS TO WEAPONS?    NO     YES     IF YES, WHO HAS ACCESS TO THEM AND WHAT ARE THE SAFETY PROTOCOLS 

AROUND THEM: 

 

 

IS THERE ANY HISTORY, PAST OR PRESENT, OF ABUSE OR VIOLENCE?    NO     YES     IF YES, PLEASE EXPLAIN: 

 

 

HAS YOUR CHILD IN THE PAST OR IS CURRENTLY USING ANY ILLEGAL DRUGS, TOBACCO, OR ALCOHOL OR IS THE REASON YOU ARE SEEKING THERAPY SERVICES  

SUBSTANCE ABUSE RELATED?    NO     YES     IF YES, PLEASE EXPLAIN: 

 

 

HAS YOUR CHILD EVER WITNESSED OR EXPERIENCED A TRAUMA? DOES YOUR CHILD HAVE REOCCURRING NIGHTMARES, FLASHBACKS, OR AVOIDS ANYTHING  

THAT IS UNCOMFORTABLE OR PAINFUL?   NO     YES     IF YES, PLEASE EXPLAIN: 
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ARE YOU CONCERNED YOUR CHILD MAY SEE OR HEAR THINGS THAT DO NOT APPEAR TO BE REAL?   NO     YES     IF YES, PLEASE EXPLAIN:  

 

 

HAS YOUR CHILD EVER BEEN ARRESTED, BEEN INVOLVED WITH THE JUVENILE JUSTICE SYSTEM, OR IS ENGAGING IN BEHAVIORS THAT PUT HIM OR HER AT  

RISK?   NO     YES     IF YES, PLEASE EXPLAIN: 

 

 

DO YOU HAVE ANY CONCERNS ABOUT YOUR CHILD’S SEXUALITY, GENDER, OR SEXUAL DEVELOPMENT? 

 

 

FAMILY INFORMATION 

DESCRIBE YOUR CHILD’S RELATIONSHIP WITH THE FOLLOWING: 

MOTHER: 

 

FATHER: 

 

IS THIS TYPICALLY HOW YOU WOULD HAVE DESCRIBED YOUR RELATIONSHIP IN THE PAST OR HAS THERE BEEN A CHANGE? 

 

 

SIBLINGS (BIOLOGICAL AND /OR STEP-SIBLINGS). PLEASE LIST NAMES, AGE, AND WHETHER OR NOT THEY LIVE WITH YOUR CHILD. 

NAMES 

 

AGE 

 

  LIVES WITH YOUR CHILD 

 

RELATIONSHIP 

    

    

    

    

SIGNIFICANT OTHER: 

OTHER(S): 
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IF PARENTS ARE DIVORCED, WHAT IS THE CURRENT VISITATION SCHEDULE? 

 

 

IF PARENTS ARE DIVORCED, PLEASE DESCRIBE THE PARENTS’ RELATIONSHIP WITH ONE ANOTHER? 

 

 

HAS THE CHILD EVER LIVED WITH ANYONE OTHER THAN YOURSELF? 

WHO PROVIDES THE PRIMARY CARE FOR YOUR CHILD? 

TYPE OF DISCIPLINE USED: 

 

DOES YOUR FAMILY BELONG TO ANY RELIGIOUS OR SPIRITUAL GROUPS?   NO     YES     IF YES, WHAT IS YOUR LEVEL OF INVOLVEMENT: 

 

 

WHO ELSE DO YOU CONSIDER TO BE PART OF OR SUPPORTIVE TO YOUR FAMILY (PEOPLE OR AFFILIATIONS): 

 

 

DOES YOUR FAMILY HAVE ANY PETS?   NO     YES     IF YES, PLEASE LIST THE NAMES, TYPES, AND RELATIONSHIP TO EACH PET: 

 

 

HOW IS YOUR CHILD AROUND PETS? 

WHAT RESPONSIBILITIES DOES YOUR CHILD HAVE AT HOME? 

 

IF YOUR CHILD IS AGE 15 YEARS OLD OR ABOVE, WHAT OTHER SKILLS DO YOU THINK YOUR CHILD NEEDS TO BE INDEPENDENT? HOW IS HE OR SHE LEARNING  

THEM? WHAT ELSE DOES HE OR SHE NEED TO GAIN INDEPENDENCE? 

 

 

DOES YOUR CHILD HAVE HIS OR HER OWN CELL PHONE?   NO     YES     IF YES, WHAT ARE THE RULES AROUND YOUR CHILD’S CELL PHONE USE AND WHO  

ENFORCES THOSE RULES? 

 

PAGE 8 



 

DEVELOPMENTAL HISTORY 

MOTHER’S HEALTH DURING PREGNANCY (PHYSICAL AND EMOTIONAL): 

WAS THE MOTHER PRESCRIBED ANY MEDICATION DURING PREGNANCY?    NO     YES     IF YES, WHAT? 

 

DID THE MOTHER USE ALCOHOL, CIGARETTES, OR ILLEGAL SUBSTANCES DURING PREGNANCY?    NO     YES     IF YES, WHAT? 

 

LENGTH OF PREGNANCY (PREMATURE/FULL-TERM/LATE): 

ANY PROBLEMS WITH DELIVERY? 

DID YOUR CHILD HAVE ANY MEDICAL PROBLEMS AT THE TIME OF BIRTH OR SHORTLY AFTER? 

 

NUMBER OF DAYS THE BABY WAS IN THE HOSPITAL? 

DESCRIBE YOUR BABY’S TEMPERAMENT THE FIRST MONTHS OF LIFE: 

 

DEVELOPMENTAL MILESTONES 

PLEASE LIST THE APPROXIMATE AGE AT WHICH YOU CHILD DID THE FOLLOWING: 

WEANED FROM NURSING OR BOTTLE: 

 

TALKED: 

SLEPT THROUGH THE NIGHT: WALKED: 

TOILET TRAINED:   

EDUCATION 

DID YOUR CHILD ATTEND PRE-SCHOOL? 

WHAT IS THE NAME OF YOUR CHILD’S CURRENT SCHOOL? 

WHAT GRADE IS YOUR CHILD CURRENTLY IN? 

DOES YOUR CHILD HAVE AN ESE PLACEMENT   NO     YES     IF YES, WHICH CATEGORY OF ESE (SLD, EH, EMH, ETC.): 

 

HAS YOUR CHILD SKIPPED OR REPEATED ANY GRADES? 

WHAT IS THE NUMBER OF DAYS YOUR CHILD HAS BEEN ABSENT THIS SCHOOL YEAR? 

WHAT IS THE NUMBER OF DAYS YOUR CHILD HAS BEEN TARDY THIS SEMESTER: 

WHAT WERE YOUR CHILD’S GRADES ON HIS LAST REPORT CARD? 

HAS YOUR CHILD HAD ANY IN OR OUT OF SCHOOL SUSPENSIONS? 

HAS YOUR CHILD HAD ANY SCHOOL PLACEMENT DISRUPTIONS DUE TO BEHAVIOR PROBLEMS? 

PAGE 9 



 

MEDICAL HISTORY 

HAS YOUR CHILD EVER BEEN HOSPITALIZED?   NO     YES     IF YES, FOR WHAT CONDITION? 

 

 

IS YOUR CHILD TAKING ANY MEDICATION?   NO     YES     IF YES, WHAT MEDICATIONS? 

 

 

DOES YOUR CHILD HAVE ANY ALLERGIES (FOOD, MEDICATIONS, OR ENVIRONMENT)? 

 

DOES YOUR CHILD HAVE ANY CURRENT MEDICAL CONDITIONS? 

 

HAS YOUR CHILD EVER SUFFERED A HEAD INJURY?   NO     YES     IF YES, DID YOUR CHILD EXPERIENCE CONCUSSION SYMPTOMS OR SUFFER ANY LOSS OF  

CONSCIENTIOUS? PLEASE EXPLAIN: 

 

NAME OF PRIMARY CARE PHYSICIAN AND PRACTICE: 

DATE OF LAST PHYSICAL EXAM? 

WERE ANY PROBLEMS NOTED WITH YOUR CHILD AT THE LAST PHYSICAL EXAM?   NO     YES     IF YES, WHAT? 

 

DOES YOUR CHILD HAVE ANY SENSITIVITY TO STIMULI (NOISES, SMELL, OR TASTE, ETC.)? 

 

 

DOES YOUR CHILD HAVE ANY DIFFICULTIES WITH ANY OF THE FOLLOWING (CHECK ALL THAT APPLY): 

  SLEEP   SEIZURES   ROCKING OR HEAD BANGING 

  APPETITE   HEADACHES   SOILING OR LACK OF BOWL CONTROL 

  STOMACHACHES   WEIGHT LOSS OR GAIN   SERIOUS INJURY FROM AN ACCIDENT 

HAS ANYONE IN YOUR IMMEDIATE OR EXTENDED FAMILY BEEN TREATED FOR ANY MENTAL HEALTH TREATMENT OR EXPERIENCED ANY LEARNING 

DISABILITIES? IF SO, PLEASE LIST WHICH FAMILY MEMBER AND THEIR CONDITION, IF KNOWN: 
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ADDITIONAL BACKGROUND HISTORY 

DO YOU OR ANYONE IN THE IMMEDIATE FAMILY HAVE A HISTORY OF PHYSICAL, SEXUAL, OR EMOTIONAL ABUSE? 

 

 

HAS YOUR CHILD EVER SET A FIRE? 

HOW MANY HOURS A DAY DOES YOUR CHILD WATCH TV? 

HOW MANY HOURS A DAY IS YOUR CHILD ON THE COMPUTER? ON THE INTERNET? 

WHAT DOES YOUR CHILD DO IN HIS OR HER SPARE TIME? 

HOW MANY HOURS A DAY IS YOUR CHILD UNDER YOUR SUPERVISION? 

 

IS THERE ANY ADDITIONAL INFORMATION THAT YOU THINK IS IMPORTANT TO SHARE ABOUT YOUR CHILD? 

 

 

 

 

 

 

 

 

 

 

 
 
 

PARENT SIGNATURE: _________________________________________ DATE: ____________________ 
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