Kathleen Pottkotter, Ph.D.

Intake Information

Name of Child:





DOB:  







Age:







SS#:









Mother and Father’s Names:

Name of Legal Custodial Parent:








Name of Parent and/or Parent(s) with legal right to make decisions regarding the child’s psychological and/or psychiatric evaluations/sessions:____________________________________________________










Phone: 






Emergency Phone:

School: 






Grade Level:

Vision Screening Results: 

 ___Pass

___Fail

Hearing Screening Results:

___Pass

___Fail

Has your child ever been seriously ill, seriously injured, or hospitalized?  If you responded with “yes” to the aforementioned question, please provide details of your child’s illness, injury, and/or hospitalization:

Has your child undergone any of the following assessments?  If so, please list the name of the test, if possible, and the date of the assessment:

Intellectual

Academic Assessment

Woodcock-Johnson III Tests of Achievement

Speech:  

Developmental Milestones:

Your child sat up:

Your child crawled:

Your child walked:

Your child spoke single words:

Your child spoke in phrases or sentences:

Your child did/did not experience any feeding difficulties during infancy.

Gets along well with parents:

Gets along with other adults:

Follows rules and complies w/requests at home:

Accepts criticism or correction appropriately:

Uses appropriate social language:

Becomes easily frustrated:

Attention Problems: 

Strengths

Cognitive:____________________________________

Language/Academic:___________________________

Motor:_______________________________________

Social/Behavioral:_____________________________

Are you generally satisfied with your child’s achievement in school?

How does  your child feel about homework?

How does your child get along with her or his teachers?

Has any teacher recommended special help or special education services for your child?

If so, tell me about the help that was recommended:

Have you needed to attend specially scheduled parent-teacher meetings because of your child’s behavior?

If yes, what did you learn at the meeting(s)?

Child’s Behavior

Tell me about your child’s attention span:

What kind of self-control does he/she have?

How well does your child follow directions?

Tell me about your child’s activity level:

Has your child ever been diagnosed and/or treated for Attention-Deficit Hyperactivity Disorder (ADHD)?

Child’s Affective Life

What kinds of things make him/her happy?

What makes him/her feel sad?

What does he do when he/she is sad?

What kinds of things make him/her angry?

What does he/she do when he is angry?

What kinds of things make him/her afraid?

What does he/she do when he/she is afraid?

What kinds of things does he/she worry about?

What kinds of things does he/she think about a lot?

What sorts of things does he/she ask questions about?

How does she/she typically react to a painful or uncomfortable event, such as when he gets an injection or has to take pills?

How does he/she feel about himself?

How does he/she behave when faced with a difficult problem?

What makes him/her frustrated?

What does he/she do when he is frustrated?

Does he/she ever become annoyed when you try to help him/her with something?

If yes, tell me about that:

What things does he/she do well?

What things does he/she really enjoy doing?

Tell me what he/she is really willing to work to obtain:

What do you do when he/she is:  

Sad:

Angry:

Afraid:

Worried:

Is in pain:

Motor Skills

Tell me about his her ability to do things that require small motor movements, such as turning pages of a book, using scissors, and folding paper:

Tell me about his/her general coordination, such as his ability to walk, jump, skip, and roll a ball:

Health History:

What common childhood illnesses has he/she had?

Has he/she had any surgical procedures?

How would you describe his/her usual state of health?

Has she/he experienced any serious accidents or injuries?

Allergies (Please include any medication and/or food allergies):

Does he/she eat well?

Does he/she sleep well?

Does she/he take medicine on a regular basis?  If so, please provide the name and dosage of the medication:

Family

Has anyone in the family that he/she was close to died?

How about a close friend?  Have any of his/her close friends died?

Has the family lost a pet?

Has anyone in your family been the victim of a crime?

Have you recently changed your place of residence?

Has the child’s caregiver recently changed in any way?

Are any family members currently having a problem at school or work?

Has anyone in the family shown a major change in behavior within the past year?

Parents Expectations:

Do you think that he/she needs treatment, special education, or special services?

What do you expect such services to do for him/her?

What are your goals for her or him?

Who in the family is most concerned about his/her problem?

Who is least concerned?

Who is mostly affected by the problem?

Who is least affected by the problem?

How does your view of his/her problem compare with that of other adult members of the household?

Overall, what do you see as his/her strong points?

And overall, what do you see as his/her weak points?

Where do you see him/her five years from now?

Is there anything else about him/her you think may be helpful?

