Erica DuPont, LCSW

Licensed Clinical Social Worker

Erica.DuPont@hotmail.com
813-966-7064

CLIENT INFORMATION FORM (CHILD/MINOR)
Name:________________________________  DOB:___________________  Sex:___________

School client attends:___________________________________  Grade:___________________

Services at school:_______________________________________________________________

Relationship to client (name):______________________________________________________

Mother/Guardian Name__________________________________________________________ 
Address:______________________________________________________________________

______________________________________________________________________________

DOB:_________________________________________________________________________
Phone numbers: H:_________________ C:_________________ W:_______________

Email (optional):________________________________________________________________

Occupation/Employer:___________________________________________________________
Father/Guardian Name:___________________________________________________________

Address:______________________________________________________________________
______________________________________________________________________________

DOB:_________________________________________________________________________
Phone numbers: H:_______________ C:________________ W:___________________

Email (optional):________________________________________________________________

Occupation/Employer:___________________________________________________________
Parents’ Marital Status (circle): Married, Life Partner, Separated, Divorced, Single, Widowed

*If the client lives with anyone other than their parents, please list the guardians’ information above.
Emergency Contact Name:________________________________________________________

Relationship:___________________________________________________________________

Phone numbers:_________________________________________________________________

Briefly explain why you are seeking treatment:______________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Medical and Developmental History:
Were there any complications during pregnancy? (Describe)_____________________________________________________________________
______________________________________________________________________________

Were there any complication after birth?_____________________________________________

What approximate age did your child walk:______________ speak a single word____________

speak a sentence_______________ was toilet trained_______________________?
Were there or are there any speech problems?  Any Treatment?___________________________

______________________________________________________________________________

Was there ever a time that the client has been unconscious?______________________________

Has the client ever had any serious illnesses?_________________________________________

Has the client ever been in any serious accidents or had any serious accidents?_______________

Any ongoing medical problems such as allergies, asthma, fatigue, headaches, stomachaches, etc..?_________________________________________________________________________

______________________________________________________________________________

Describe Mood:_________________________________________________________________

How is appetite? (weight or eating issues) ___________________________________________
Sleep/Nightmares?______________________________________________________________
Bedwetting? If yes, how often?____________________________________________________

Is your child overly sensitive about the way things feel, smell, taste, or sound?  If yes, please describe:
______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

Medications:

	Medication Name
	Start date/end date
	Dosage
	Used to Treat…
	Prescribed by…

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Primary physician/pediatrician:____________________________________________________
Please list any other people, including doctors and therapists, which are currently working with the client:______________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

Past Treatment History:
Past Diagnosis:_________________________________________________________________

Past Treatment:_________________________________________________________________

Hospitalizations:________________________________________________________________

Self Harm/Harm to others:________________________________________________________

Substance Abuse:_______________________________________________________________

Please circle if there is a family history of any of the following problems in biological relatives:

Depression

Panic Attacks




Neglect

Suicide


Phobias




Sexual Abuse

Drug Abuse

Manic Depression/Bipolar Disorder

Schizophrenia

Alcohol Abuse
Attention Difficulties



Foster Care

Seizures

Learning Difficulties



Other:__________________

Anxiety

Physical Abuse



________________________
Siblings and others in the home:
	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


What else would you like us to know about the client?__________________________________
______________________________________________________________________________

______________________________________________________________________________

What are the client’s strengths?____________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What level of commitment are you willing to make at home in order for you or your child to achieve the highest level of emotional functioning? (You may use a scale from 1-10)

______________________________________________________________________________

______________________________________________________________________________

Insurance Information:

Primary Insurance_______________________________________________________________

Claim’s phone number___________________________________________________________

Insured Name__________________________________________________________________

ID#_______________________Group#_____________________________________________

Secondary Insurance_____________________________________________________________

Claim’s phone number___________________________________________________________

Insured Name__________________________________________________________________

ID#______________________Group#______________________________________________

Person Responsible for Payment:
Name_________________________________________________________________________

Home address__________________________________________________________________

City_______________________________State___________________________Zip_________

Home phone#__________________________________________________________________

Relationship___________________________________________________________________

Payment Authorization
I request that payment of authorized insurance company benefits be made on my behalf to Kid-Pro Therapy Services, Inc. /The Boas Center for any services furnished to me or my child by that physician/supplier.  I authorize any holder of medical information about me or my child to release to the Heath Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable to related services.

I understand my signature requests that payment to the above provider be made and authorized release of medical information necessary to pay the claim.

Signature______________________________________________________________________

Date__________________________________________________________________________

I AGREE TO PAY FOR ALL PROFESSIONAL SERVICES RENDERED. NECESSARY FORMS WILL BE COMPLETED TO HELP EXPEDITE INSURANCE CARRIER PAYMENTS.  HOWEVER, I AM RESPONSIBLE FOR ALL FEES, (WITHIN 60 DAYS) REGARDLESS OF INSURANCE COVERAGE.  IT IS ALSO CUSTOMARY TO PAY FOR SERVICES WHEN RENDERED UNLESS OTHER ARRNAGEMENTS HAVE BEEN MADE IN ADVANCE.  IF IN THE EVENT COLLECTION AGENCY OR ATTORNEY FEES ARE INCURRED IN ORDER TO COLLECT ON MY ACCOUNT, I WILL BE HELD RESPONSIBLE FOR SAID FEES.

Signature______________________________________________________________________

Date__________________________________________________________________________

It is your responsibility to pay your co-payment for each visit.
The undersigned hereby acknowledge that the information contained in this form is accurate to the best of your knowledge.
Client:___________________________________________Date:________________________

Parent/Guardian:__________________________________Date:________________________
Thank you for your cooperation in filling out this form.  It will assist us in providing you with the best possible treatment.

Erica DuPont, LCSW

813-966-7064

Erica.DuPont@hotmail.com
