Life Force Counseling & Consulting
Parent Screening Form

To be completed by Parent/Guardian:

Child’s Name_______________________________ 
Today’s Date: _____________________

Form Completed by: _________________________ 
Relationship: _______________________

Child’s Legal Guardian (Managing Conservator): _____________________________________
Child’s Date of Birth: ___________________ Age: ____________ Gender: Male/ Female

School: _______________________________________________________    Grade: _______

School Counselor: _____________________________________________________________

Has your child ever seen a mental health professional (psychiatrist, psychologist, social worker or counselor)? 






(   ) Yes 
(   )   No
If so, Please list the dates of when your child saw this provider and the provider’s name:

__________________________________________________________________________________________________________________________________________________________________________
Has your child ever been hospitalized for mental health concerns?  (   ) Yes    
(   )   No
If so, Please list the dates and location of the hospitalization: __________________________________________________________________________________________________________________________________________________________________________
Has your child ever been diagnosed with any of the following mental health concerns? (please  place a check next to any that apply). 
___ Depression

___ ADHD-Hyperactive

___ ADHD-Inattentive

___ Oppositional Defiant Disorder

___ Conduct Disorder 

___ Impulse Control/ Anger

___ Learning Disability

Type(s): _______________________________ 

___ Anxiety Disorder

___ Post Traumatic Stress Disorder 
___ Panic Attacks/ Disorder

___ Obsessive Compulsive Disorder
___ Bipolar Disorder

___ Schizophrenia

___ Tics

___ Aspersers/ Autism
___ Substance Abuse/ Addiction
___ Other:_________________________

Is your child currently taking any medications? 

(  ) Yes 

(   ) No
If so, please see the medication log attached to this packet and fill out the form as completely as possible.

Please describe why you are seeking counseling/therapy services for your child: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has anything happened that may have brought on/intensified the concerns that you are experiencing regarding your child? 

(  )   Yes
(   ) No

 If yes, please explain:  __________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
When did your child first begin to display these concerns? __________________________________________________________________________________________________________________________________________________________________________
How often does your child experience these concerns?  (Please check one.)
__ Most of the day, every day

__ Some part of the day, every day

__ Most of the day on most days

__ Some part of the day on most days

__ More than once a week

__ More than once a month

__ Other: _______________________

How much is/are these concerns affecting your child? __Mildly __ Moderately __Severely

In what areas do these concerns impact your child’s life? (Check all that apply)

__ Lifestyle (the way your child lives his/her life)

__ Activities (things your child normally does or would like to do)

__ Relationships (your child’s ability to form or maintain relationships with others)

__ Eating

__ Sleeping

__ Mood

Please complete the following statements:

My child’s source of satisfaction is:

____________________________________________________________________________
My child’s sources of stress are:

____________________________________________________________________________
My child’s leisure activities include:

____________________________________________________________________________
My child’s typical day looks like:

____________________________________________________________________________
Additional Concerns:
Indicate severity of the following items (1= Mild,  2 = Moderate,  3 = Severe) for any concerns that apply to your child. 
___ Health concerns (physical complaints and/or medical problems)

___ Adjustment to life changes (parents’ divorce, move, etc.)
___ Recent loss/ death
___ Past abuse (physical, emotional, or sexual)
___ Recent abuse (physical, emotional, or sexual)
___ Suspected abuse

___ Self esteem problems

___ Frequent sadness/ tearfulness

___ Feeling guilty or shameful
___ Loneliness
___ Suicidal thoughts/  urges
___ Homicidal thoughts/ urges
___ Aggressive behavior toward others
___ Anger
___ Irritable

___ Bed time/ sleep difficulties

___ Bed wetting
___ Drug or alcohol use
___ Eating (purging, bingeing, overeating, hoarding, severely restricting diet)
___ Body image (overly critical of physical appearance)
___ Excessive behaviors (spending, gambling, etc.)
___ Illegal behaviors (running away, stealing, fire setting, truancy, etc.)

___ Self injurious behaviors (hurting self)
___ Difficulties getting along with family members in the household
___ Difficulties with step-family

___ Difficulties getting along with peers
___ Making/keeping friends
___ Social skills
___ Fears or phobias

___ Feeling anxious (nervous, clingy, fearful, worried, panicky.)
___ Easily overwhelmed or stressed
___ Learning/academic difficulties

___ Religious or Spiritual concerns

___ Sexual problems/behavior

___ Sexual identity concerns

___ Significant other relationship (boyfriend/ girlfriend)
___ Unusual behavior (bizarre actions, speech, compulsive behavior, tics, motor skills, etc.)

___ Unusual experiences (loss of periods of time, hearing/ seeing things others don’t, etc.)
___ Other: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Impact on Family:
Read each of the items below. Check the box the Indicates the level of impact that your child’s concern are having on the members of the family
	Level of Impact:
	None
	Mild
	Moderate
	Severe
 

	Time mother spends with the other children in the family
	
	
	
	

	Time father spends with the other children in the family
	
	
	
	

	Time parents can spend alone
	
	
	
	

	Time spent with relatives
	
	
	
	

	Mealtimes
	
	
	
	

	Engaging in activities with the family in the home
	
	
	
	

	Engaging in activities with the family outside of  the home
	
	
	
	

	Going on a family vacation
	
	
	
	

	Traveling in the car
	
	
	
	

	Having friends/ family visit our home
	
	
	
	

	Visiting friends/ family in their homes
	
	
	
	

	Emotional well being of mother
	
	
	
	

	Emotional well being of father
	
	
	
	

	Relationship between parents
	
	
	
	

	Emotional well-being of brother(s) and sister(s)
	
	
	
	

	Relationships among the children of the family
	
	
	
	

	Relationship between child and parents
	
	
	
	

	Relationship between parents and the other children in the family
	
	
	
	

	Family finances
	
	
	
	

	Overall level of happiness in the home
	
	
	
	


______________________________________________________________________________

Parent/ Guardian Signature






Date

______________________________________________________________________________

Counselor Signature








Date

