Michele Pelnar, MA, MFT #49517                                    Today’s Date___________

2477 Washington Street, Suite 5
San Francisco, CA 94115

Parent(s) Information
Name







  Age

  
Address_____________________________________________________________________
                                    (street)                                       (city)                                 (state & zip)
Home Phone  


                   OK to leave message? Y/N                                   

Cell Phone   


                   OK to leave message? Y/N                   
Occupation  





  Employer  






Marital status  


Name of spouse/partner  


___________
Cell phone   


                   OK to leave message? Y/N                   
How long have both of you been together?  


  
Parent(s) History

Do you or your partner suffer from any physical or mental illnesses?  Y/N (please describe) ____________________________________________________________________________
Do you or your partner use alcohol or drugs on a regular basis?  Y/N (please describe) ____________________________________________________________________________
Have you or your partner ever had a problem with drugs or alcohol?  Y/N (please describe) ____________________________________________________________________________
Have you received psychotherapy or counseling in the past? Y/N   If so, when and for what? Did you find it helpful? (why/why not) ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have a history of physical or sexual abuse? Y/N (please describe)__________________

________________________________________________________________________________________________________________________________________________________

Have you been exposed to domestic or community violence? Y/N (please describe)__________ ________________________________________________________________________________________________________________________________________________________

Did you experience any significant losses as a child (like divorce, abandonment, or death of a loved one)? Y/N (please describe)_________________________________________________

________________________________________________________________________________________________________________________________________________________

What did your parents tend to do when stressed?_____________________________________

________________________________________________________________________________________________________________________________________________________ 

How was discipline handled in your childhood home?__________________________________

____________________________________________________________________________ 

PARENTING STYLE(S)

What are your strengths as a parent?______________________________________________

____________________________________________________________________________

What stresses you the most about being a parent?____________________________________

________________________________________________________________________________________________________________________________________________________

What do you tend to do when stressed?____________________________________________

____________________________________________________________________________

How is discipline handled in your home?____________________________________________

____________________________________________________________________________

How often do you spend “quality time” with your child? What do you do?___________________

________________________________________________________________________________________________________________________________________________________
How often does the family eat together?____________________________________________

What are your family’s strengths?_________________________________________________

____________________________________________________________________________

CHILD/ADOLESCENT INFORMATION

Name of child






Age

__ DOB
_____
Name of parent (if diff. than above)





_________________    
Address_____________________________________________________________________
                                    (street)                                       (city)                                 (state & zip)
Home Phone  


                   Cell Phone   


__   
Names and ages of siblings______________________________________________________       

How does the child get along with his/her siblings?____________________________________

____________________________________________________________________________

How is the child doing in school (grades/behavior)?___________________________________
____________________________________________________________________________

How much TV does the child watch per day?________________________________________

How much video or computer games does the child play per day?________________________

What are the child’s strengths?___________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Who are other significant people in your child’s life?___________________________________

____________________________________________________________________________________
CHILD’S HISTORY

Any reoccuring physical illnesses or symptoms ? (please describe)_______________________

____________________________________________________________________________ 

Has your child received psychotherapy or counseling in the past? Y/N  If so, when and for what? 
Did you find it helpful? (why/why not)_______________________________________________

________________________________________________________________________________________________________________________________________________________

Does the child have a history of physical or sexual abuse? Y/N (please describe)____________

____________________________________________________________________________

Has the child witnessed domestic or community violence? Y/N (please describe)____________

________________________________________________________________________________________________________________________________________________________

Has the child experienced significant loss (like divorce, abandonment, or death of a loved one)? Y/N (please describe)___________________________________________________________

____________________________________________________________________________

PRESENTING PROBLEM(S)
Please describe your reasons for seeking therapy_____________________________________ ________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________

What seems to make “the problem(s)” worse?________________________________________ ____________________________________________________________________________

What seems to make “the problem(s) better?________________________________________ ____________________________________________________________________________

What do you hope to get out of therapy?____________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________




____
_________________________________             ____________
Name of client/parent/guardian

Signature


                           Date



    





____
_________________________________             ____________
Name of client/parent/guardian

Signature


                           Date


_______________________________   ___________________

Signature of therapist

             Date
