Valerie Domenici, Ph.D.

Licensed Clinical Psychologist

28 S Pitt St
Carlisle, Pa 17013
Phone:  (717) 713-0059
Child & Adolescent Personal Data Form

Child/Adolescent Information
Name: ___________________________________________


Date of Birth: _____________________________________


Address: _________________________________________ 



                _________________________________________ 



Home Phone:_________________________



Cell Phone: __________________________



Health insurance carrier and policy number: _____________________________________________
Name of Insured: ________________________________ Date of birth of insured: ______________
Parent/Guardian Information
Parent:  __________________________

Parent: ______________________________

Address: __________________________

Address: _____________________________

                __________________________


    _____________________________

Home phone: ______________________

Home phone: _________________________

Work phone: ______________________

Work phone: __________________________

Cell phone: ________________________

Cell phone: ___________________________

Email: _______________________________

Email: __________________________________

May I leave a message at:    



May I leave a message at:    

□ home phone □ work phone □ cell phone

□ home phone □ work phone □ cell phone
□ email





□ email
Who has custody? ________________________________________________________________
Provider Information
Pediatrician: ________________________

School: ____________________________

Phone: _____________________________

Phone: _____________________________

Address: ___________________________

Address: ____________________________

             ____________________________


 _____________________________

How did you find out about my practice? _________________________________________________

Current living situation (if there is more than one, please include all)
Name                        

   Relationship          Age       Occupation/Grade                                                                                                                 

 

__________________________    _____________    _____   ______________________   

__________________________    _____________    _____   ______________________   

__________________________    _____________    _____   ______________________   

__________________________    _____________    _____   ______________________   

__________________________    _____________    _____   ______________________   

__________________________    _____________    _____   ______________________   

__________________________    _____________    _____   ______________________   

__________________________    _____________    _____   ______________________   

If child has more than one home, please describe schedule/arrangements: ____________________________________

_______________________________________________________________________________________________
Child Medical History
Any current medical problems?  Y  N


If yes, describe problem and current treatment/medications: ______________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Does your child have any allergies?  Y  N 

Please list all allergies to medications, foods, and/or environment: _________________________________

______________________________________________________________________________________

Has your child had any serious medical concerns in the past? Y   N

Please list all past hospitalizations, accidents, surgeries, and other major medical conditions: ____________

_______________________________________________________________________________________

_______________________________________________________________________________________
Child Psychiatric History
Has your child ever received psychotherapy/counseling before?  □Yes     □ No

If yes, please indicate:

When?                              From whom?                                           For what?                                 With what results?

__________________     ______________________________     ______________________     _______________

__________________     ______________________________     ______________________     _______________

__________________     ______________________________     ______________________     _______________

Has your child ever taken, or is he/she now taking, medications for psychiatric or emotional problems?  □Yes     □ No

If yes, please indicate:

When?                  From whom?                     Name of medication                 For what?                With what results?

____________     ___________________     ______________________     ______________     _______________

____________     ___________________     ______________________     ______________     _______________

____________     ___________________     ______________________     ______________     _______________

Has your child been diagnosed with a behavioral or emotional problem by his/her pediatrician or school?  

Y   N    Diagnosis (if known) _____________________________________________________________
Has your child had or done any of the following?

□ Suicide attempt
       □ Mood Swings
          □ Depression

     □ Self-injurious behavior

□ Aggressive behavior     □ Impulsive Behavior   □ Alcohol or drug abuse   □ Unusual thinking

Family Psychiatric History
Has any family member experienced any of the following?

□ Suicide attempt
□ Self injurious behavior
□ Depression
□ Anxiety
□ Aggressive behavior

□ Death by suicide
□ Mood swings/Bipolar
□ Alcohol abuse     □ Drug Abuse
□ Schizophrenia

□ Other __________________

Please describe relationship to child, what treatment (if any) was received, and outcome: ____________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

School History

Current grade: ______  Any repeated grades?  Y  N 
    Missed days so far this year? ____
Does your child receive any special instruction or services? Y  N     

Please describe: _______________________________________________________________________

Does your child have an IEP currently in place?  Y   N

My child struggles with: □ learning □ grades □ peer relationships □ behavior in school  
□ attention/focus  □ speech □ motor skills
Chief Concern
Please describe the main difficulty that has brought you/your child here:  ___________________________

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
______________________________________________________________________________________

______________________________________________________________________________________

When did this difficulty begin?  ____________________________________________________________
_______________________________________________________________________________________
What solutions or efforts have you/your child tried to solve the problems that bring you/your child here?  

_______________________________________________________________________________________

How effective have these efforts been?  _______________________________________________________

What are the current stressors in your child’s life? _______________________________________________

_______________________________________________________________________________________

Has your child experienced a traumatic event or other loss? _______________________________________
_______________________________________________________________________________________
What else should I know about your child? ____________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
_________________________________

____________________

____________
Name of person completing this form

relationship to child


date
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