Dennis R. Verville, Psy.D.                                                                     1101 Lake Street, Suite 405-D

Licensed Clinical Psychologist                                                                        Oak Park, Illinois 60301

                                                                                                                              Phone: 708-205-8028

                                                                                                                                  Fax: 844-996-1345 ___________________________________________________________________________________                                                                                                                                
Child and Adolescent Social History

Child’s Name: __________________________________

Date: _______________________
 Patient Information
1.  Age: ___
Gender:  FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female
2. Race:  FORMCHECKBOX 
 White   FORMCHECKBOX 
 African-Amer.   FORMCHECKBOX 
 Hispanic  FORMCHECKBOX 
 Native-Amer.   FORMCHECKBOX 
 Asian   FORMCHECKBOX 
 Biracial  FORMCHECKBOX 
 Other 
3. Religion:  FORMCHECKBOX 
Christian  FORMCHECKBOX 
Jewish  FORMCHECKBOX 
Muslim  FORMCHECKBOX 
Buddhist  FORMCHECKBOX 
 None   FORMCHECKBOX 
 Other ____________________
Biological Family
1. Parents

a. Biological Father’s Age: _______   Occupation: _____________________________________
b. Biological Mother’s Age: ______   Occupation: _____________________________________
c. Marital Status:  FORMCHECKBOX 
 Never Married    FORMCHECKBOX 
 Married: Years Married ___  

 FORMCHECKBOX 
 Separated        FORMCHECKBOX 
 Divorced             FORMCHECKBOX 
 Widowed
Number of years separated, divorced or widowed: ____
 If divorced, who has legal custody:  FORMCHECKBOX 
 Mother  FORMCHECKBOX 
 Father  FORMCHECKBOX 
 Joint

2. Biological Siblings


 FORMCHECKBOX 
 Brothers: Names and Ages: ____________________________________________________





   ____________________________________________________

 FORMCHECKBOX 
 Sisters:  Names and Ages:   ____________________________________________________




           
  ____________________________________________________
Current Living Situation
1. Child/Adolescent resides with

 FORMCHECKBOX 
 Biological Family  FORMCHECKBOX 
 Stepfamily  FORMCHECKBOX 
 Adoptive Family  FORMCHECKBOX 
 Other
2. Household Members, other than those listed above (Name, age and relationship)

a. ____________________________________________________________________________ 


b. ____________________________________________________________________________ 


c. ____________________________________________________________________________

3. Current Family Stressors:   FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Yes, explain: __________________________________
  _____________________________________________________________________________
Patient History
1. Academic History:
a. Current Grade Level: ______ Current School:   FORMCHECKBOX 
 Public  FORMCHECKBOX 
Private    FORMCHECKBOX 
 Home School
b. Classroom Type:     FORMCHECKBOX 
 Regular    FORMCHECKBOX 
 Learning Disabled     FORMCHECKBOX 
 Gifted     FORMCHECKBOX 
 Behavior Disordered
c. Current Grades:   FORMCHECKBOX 
 A’s & B’s
   FORMCHECKBOX 
  B’s & C’s            FORMCHECKBOX 
  C’s & D’s
       FORMCHECKBOX 
  D’s & F’s

d. Diagnosed Learning Problems

1. Learning Disorders:  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Reading  FORMCHECKBOX 
 Math  FORMCHECKBOX 
 Writing
2. Mental Retardation:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
e. Tutoring:    FORMCHECKBOX 
 No
  FORMCHECKBOX 
 Yes, specify: _______________________________________
f.  504 Plan      FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes


g.  IEP Plan       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes

h. School Behavior Problems:
 FORMCHECKBOX 
 None  FORMCHECKBOX 
 Suspensions  FORMCHECKBOX 
 Expulsions  FORMCHECKBOX 
 Grade Retention
 Please describe (Number, Grade, and Triggering Behavior):_______________________ ___________________________________________________________________________
                  ___________________________________________________________________________

i. In-School Activities

 FORMCHECKBOX 
 None  FORMCHECKBOX 
 Clubs  FORMCHECKBOX 
 Athletic Teams  FORMCHECKBOX 
 Student Government  FORMCHECKBOX 
 Other
List: ______________________________________________________________________
___________________________________________________________________________

2. Medical History:


a. Pregnancy and Delivery

1. Pregnancy  FORMCHECKBOX 
 Full Term  FORMCHECKBOX 
  Premature (___ weeks premature)   FORMCHECKBOX 
 Late (____weeks late) Describe complications: _______________________________________________________ __________________________________________________________________________


2. Delivery:  FORMCHECKBOX 
 Vaginal   FORMCHECKBOX 
 C-section   FORMCHECKBOX 
 Complications: __________________________
__________________________________________________________________________

b. Childhood Milestones: (Indicate the age at which the milestone was achieved. If you cannot

    recall the date please estimate by checking one of the categories at the far right.) 




Age


Early

Average
Late

1. Crawling:

______

   FORMCHECKBOX 


     FORMCHECKBOX 


   FORMCHECKBOX 

2. Sitting:

______

   FORMCHECKBOX 


     FORMCHECKBOX 


   FORMCHECKBOX 

3. Standing:

______

   FORMCHECKBOX 


     FORMCHECKBOX 


   FORMCHECKBOX 

4. Talking

______

   FORMCHECKBOX 


     FORMCHECKBOX 


   FORMCHECKBOX 

5. Bladder Trained
______ 

   FORMCHECKBOX 


     FORMCHECKBOX 


   FORMCHECKBOX 

6. Bowel Trained
______ 

   FORMCHECKBOX 


     FORMCHECKBOX 


   FORMCHECKBOX 

7. Reading

______

   FORMCHECKBOX 


     FORMCHECKBOX 


   FORMCHECKBOX 

8. Rode a Bicycle
______

   FORMCHECKBOX 


     FORMCHECKBOX 


   FORMCHECKBOX 

c. Childhood Remedial Services Received:


 FORMCHECKBOX 
 None   FORMCHECKBOX 
 Occupational Therapy  FORMCHECKBOX 
 Physical Therapy  FORMCHECKBOX 
Speech Therapy



    Year and Problem: ______________________________________________________ 



________________________________________________________________________ 



________________________________________________________________________

 d. Past Medical Problems (Allergies, illnesses, injuries, medical diagnoses)

1.  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Yes (Year and Problem): _______________________________________


________________________________________________________________________


________________________________________________________________________ 



________________________________________________________________________ 

e. Past Medical Treatment: (Emergency room visits, medical hospitalizations, surgeries)

1.  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Yes (Year and Problem): _______________________________________ 
________________________________________________________________________________________________________________________________________________________________________________________________________________________

f. Current Medical Problems:



1. Allergies:  FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Seasonal  FORMCHECKBOX 
 Food
 FORMCHECKBOX 
 Pet  FORMCHECKBOX 
 Nuts  FORMCHECKBOX 
 Latex  FORMCHECKBOX 
 Medication

 FORMCHECKBOX 
 Other, describe: _________________________________________________ 


2. Current Medical Diagnoses/Symptoms/Concerns: _____________________________ 



_______________________________________________________________________



_______________________________________________________________________
3. Current Medications:  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Yes




Medication


Dosage


Times/Day



________________________________________________________________________ 



________________________________________________________________________ 



________________________________________________________________________

g. Date of last Physical Exam: _____________________



Results/Findings: _________________________________________________________



Current height: ________________________ Current weight: _____________________

3. Mental Health History:

a. Outpatient Psychotherapy/Counselling:  FORMCHECKBOX 
None
 FORMCHECKBOX 
Yes 

Year
    Problem

                            Therapist
                   Treatment Length

1. _____
    ___________________________      _____________                _____________

2. Helpful?  FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes, 
Why was it helpful or not helpful? ___________________
_______________________________________________________________________

b. Inpatient Hospitalization:  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes
1. If yes: 

a. Problem(s), where and when treated: ________________________________________
________________________________________________________________________
c. Residential Treatment:  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes


      1. If yes:

a. Problem, when and where treated: __________________________________________
________________________________________________________________________ 
d. Physical/Sexual Abuse History
1. Physical Abuse:   FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 Unknown
2. Sexual Abuse:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 Unknown



a. If yes to either 1 or 2, comment ____________________________________________

      3. DCFS Involvement:  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes



a. If yes, describe: ________________________________________________________
e. Family Mental Health History

      1. Father/Father’s Family History of problems  FORMCHECKBOX 
None  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 Unknown


a. If yes, describe: ________________________________________________________


_______________________________________________________________________

      2. Mother/Mother’s Family History of problems  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
Unknown


a. If yes, describe: ________________________________________________________


_______________________________________________________________________

      3. Siblings History of problems  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 Unknown


a. If yes, describe: ________________________________________________________

f. Current Patient Stressors:  FORMCHECKBOX 
 None     FORMCHECKBOX 
 Yes, please specify______________________


__________________________________________________________________

4. Substance Use History


a.   FORMCHECKBOX 
 None 

      FORMCHECKBOX 
Alcohol  FORMCHECKBOX 
 Illegal Drugs  FORMCHECKBOX 
 Prescription Drugs  FORMCHECKBOX 
 Cigarettes  FORMCHECKBOX 
 Unknown 
1. If yes, substance(s) used: ______________________________________________ 
2. If yes, amount used and frequency: ______________________________________ 

b. Treatment for Substance Abuse:  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes
 

     1. If yes, when and where: ________________________________________________
5. Arrest History  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes

a. Number of Arrests: ________

b. Charges Filed: __________________________________________________________
Social Relations and Activities
1. Friends

a. Approximate Number of Friends: _____ 
Best Friend  FORMCHECKBOX 
 No      FORMCHECKBOX 
Yes
1. Boyfriend/Girlfriend     FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes: Length of Relationship: ___________
b. Activities enjoyed with friends: ____________________________________________
2. Currently Employed?    FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes
If yes, number of hours per week: ______________

If yes, position held and length of time position held______________________________

2. Hobbies


a.  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes

      1. If yes, identify: ______________________________________________________ 

3. Extracurricular Activities

a.  FORMCHECKBOX 
 Volunteer Activities  FORMCHECKBOX 
 Sports Teams  FORMCHECKBOX 
 Clubs  FORMCHECKBOX 
 Other

      1. Identify _____________________________________________________________ 
Strengths and Talents
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Treatment Goals

What do you want your child to accomplish in treatment?

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Referral Source
Who referred you to me and/or how did you learn about me?
________________________________________________________________________

_________________________                  

 _______________________
Parent Name/ Date
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