
Family Life Resource Center 
273 Newman Ave 

Harrisonburg, VA 22801 

Information about Your Child 

Please complete this form if you are seeking services concerning your dependent child under the 
age of 18. 

Name and relationship of person completing fo1m: _____________ __
Child's Full Name: 

---------------- - ---------

Child's Age: 
------

School Currently Attending: ___________ _ __________ _ 
Grade: 

----

Age: ___ Bhih date: ____ Height: __ __ Weight: ___ _ 
Hair Color: Eye Color: _____ _ 
Child's Social Security Number: 

- -- - ----

Home Address: 
---------------------------

Home Phone: Cell Phone 
--------------- ----- - --

Parents Work Phone: 

Family Information 

Father: ________ __________ Age: ___ Living In Home:  
Mother: Age: Living In Home:   
Brothers and/or sisters (Include Age): 

Others living in home and relationship: 

Has your child or any other family members received counseling or psychotherapy? If so, who 
received services? 

- --------------------------

For what reason? 
------ - - -------------- - - ----

When and with whom? 
-------------- - ----------

History About Your Child 

Any Difficulties with pregnancy, delivery or biiih? 

Age child talked: ______________ Walked: ________ _ 
Age Toilet training Completed: _____________________ _ 
Any concerns or difficulty with toilet training: ________________ _ 

Yes      No

Yes      No



Significant Illnesses, diseases, allergies, high fevers, head injuries or hospitilizations: 

Physical, psychological, social or academic history: 

Pediatrician and/or family doctor's name, address and phone number: 

Do we have your permission to advise the physician that your child is receiving care? 
(if information is neededji·om your physician we will ask/or completion of a different release) 

___ No __ Yes (Coordination of Care will be sent to your Child's Physician) 

You may gmnt consent by signing here: ________________ _ 
Parent/Guardian Signature 

Significant Life events such as divorce of parents, deaths in family, moving and child's reactions 
to events: 

Cunent Teachers Name & School: 
------ ---------

0th er Schools Attended and dates of attendance 

Religious affiliation or Church attending: ____________ _ 

WHAT IS YOUR MAIN CONCERN ABOUT YOUR CHILD AT THIS TIME and how long 
have you had this concern? 

Who referred you to our services? _ _____________________ _ 



On a scale of 1 to 10, with 1 being the worst and 10 the best, how would you rate your child's 
behavior in comparison to other children his/her age? 1 2 3 4 5 6 7 8 9 10 (Please Circle) 

Below you will find a number of statements about your child and his/her problems. Check 
"yes" for those that are true of your child at the PRESENT time. Check "no" for those that do 
not pe1iain to your child. 

1. My child explodes under stress. Yes No 
2. My child cries easily. Yes No 
3. My child is a wonier. Yes No 
4. My child has many or unusual fears. Yes No 
5. My child is often angry. Yes No 
6. My child is moody or sensitive. Yes No 
7. My child has sleep problems. Yes No 
8. My child has trouble remembering things. Yes No 
9. My child says people don't like him/her. Yes No 
10. We frequently have family problems. Yes No 
11. One or more ofmy other children have problems too. Yes No 
12. My child has trouble making friends. Yes No 
13. My child does not get along with other people in household. Yes No 

Specify who in Household if circled yes: ______ _____
14. My child speaks of death or dying. Yes No 
15. My child has been physically or sexually abused. Yes No 
16. My child tells lies or often exaggerates. Yes No 
17. My child has learning problems at school. Yes No 
18. Teachers complain about my child. Yes No 
19. My child is a discipline problem at home or school. Yes No 

If yes, specify which ________ _ 
20. My child steals. Yes No 
21. My child has bladder or bowel problems. Yes No 
22. My child is currently taking medication. Yes No 

If yes, what type of medication? ___________ _
23. My child has a visual, hearing or speech problem? Yes No 

If yes. Which? ____________ _
24. My child often complains of illness. Yes No 
25. My child eats to much or not enough. Yes No 

If yes, which one? ___ _________ _
26. List any concerns not listed above.

27. List some strengths of your child. __________________ _

28. List your child's hobbies or interest. _________________ _
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Separatedillivorced Parents' Consent To 
Mental Health Treatment for a Minor Child 

As an organization, we strive to serve children and adolescents (youth) who are experiencing 
mental health difficulties or adjustment issues to various circumstances. We also believe it is 
important therapeutically to have the consent of BOTH parents to tr·eat a child. For us to best 
serve your child, we ask that you complete this form and provide the necessary information prior 

to your child's first appointment. 

In Virginia, regardless of the arrangements about physical custody, legal custody is either "sole" 
or "joint". Please place your initials next to the conect statement to identify whether you (the 
parent or legal guardian who is bringing the minor to counseling) have sole or joint legal custody. 

I have sole legal custody of 
--- - - - - - --------

(Minor's Name) 
___ ! have joint legal custody of _ ___________ _ 

(Minor's Name) 

If you have sole legal custocly. please do one of the following: 

*Provide a letter from your attorney stating that there is nothing in the custody agreement that
would prevent you from seeking counseling and/or treatment for your minor.

OR 

*Provide a copy of the legal custody agreement verifying that you are the sole legal guardian who
has the right to make decision's for your minor's mental health treatment.

lfyou have ioint legal custoclv. please do both of the following: 

*Provide a copy of the legal custody agreement verifying that you have joint legal custody.
AND 

*Provide the information for the child's other parent so that the person's written consent may be
obtained by FLRC. (Provide below)

I share custody with ----------�(Name of minor's mother or father). You may 
contact the other parent at: (phone number) or 

(address). 

Signature Date 

If there is no custody agreement established on behalfofminor, both parents need to sign below 
indicating you are aware an support the mental health treatment that is being provided for the 
minor ______________ (Name of Minor). 

Mother Signature Date 

Father Signature Date 



For Office Use Only: 

Additional parent's signature cannot be obtained due to the following: 

Parent inaccessible 

_ __ Unwilling to Patticipate 
___ abuse or neglect suspected/rep01ted 

Involvement detrimental to child 
_ __ Other: Explain ___________________ _



















Family Life Resource Center 

Acknowledgement of Receipt of Notice of Privacy Practices 

By signing this form, you acknowledge that Family Life Resource Center has given you a copy of it Notice 

of Privacy Practices. This notice explains how your counseling information will be handled. HIPAA, the 

Federal law concerning medical privacy, requires this notice. 

I have received a copy of the Notice of Privacy Practices. FLRC has given me this opportunity to ask any 

questions about this notice and all my questions have been answered. 

Client's Signature, or Guardian 

Date Signed 

Provider Use Only 

If the client was not able to sign due to an emergency/health issue or refused signature, please 

document if the client was given the notice and the reason why the client did not sign below. 

Client was given the notice _____ Yes ______ No 

Reason signature was not obtained: 

Signature of Staff Date 
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