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	MINOR INFORMATION FORM	
	Date___________________________________________

	Patient Name:____________________________ Age: ____
	Birthdate: _______________________________________

	Address:_________________________________________
	Email: _________________________________________

	             _________________________________________
	Phone: (cell?) __________________________   ☐ msg ok

	School Name: ____________________________________
	[bookmark: _GoBack]School Phone: ___________________________________

	Grade: ______ Primary Teacher: ______________________
	Is the patient adopted?  ☐ Y ☐ N  

	Employment (if any) _______ Hours Work per week: _____
	Ethnicity/National Origin: _________________________



FAMILY
	Mother: ________________________________ Age: ____
	Father: _______________________________ Age: ______

	Occupation: _____________  Highest Grade/Degree: _____
	Occupation: _____________  Highest Grade/Degree: _____

	Address:_________________________________________
	Address:_________________________________________

	             _________________________________________
	             _________________________________________

	Phone: (cell) ___________________________ ☐ msg ok
	Phone: (cell) ___________________________ ☐ msg ok

	            (home) _________________________ ☐  msg ok
	            (home) _________________________ ☐  msg ok

	            (work) __________________________☐  msg ok
	            (work) __________________________☐  msg ok

	Email: __________________________________________
	Email: __________________________________________

	Parents’ marital status: ______________________________
	If divorced, please describe custody arrangement: _________

	Siblings: ________________________________ Age: ____
	________________________________________________

	Siblings: ________________________________ Age: ____
	Others Living in Home: ____________________________



CURRENT HEALTH PROVIDERS (i.e. Pediatrician, Psychiatrist, Dietitian, etc)
	Name: ____________________________ Provider Role: ___________________________ Phone: __________________

	Address: __________________________________________________________________________________________

	Name: ____________________________ Provider Role: ___________________________ Phone: __________________

	Address: __________________________________________________________________________________________



MEDICAL/PSYCHIATRIC HISTORY
	Height: _______________ Weight: ________________
	What do you consider your ideal weight?  _______________

	Please list all current medications: _______________________________________________________________________

	Significant medical concerns or conditions?  _______________________________________________________________

	History of head injury, seizures, or loss of consciousness?  ☐ Y ☐ N  Please Describe: _______________________________

	History of psychiatric hospitalizations? ☐ Y ☐ N  Please Describe: ______________________________________________

	History of suicidal thoughts or attempts? ☐ Y ☐ N  Please Describe: ____________________________________________

	Previous therapy for mental health/substance abuse concerns?  ☐ Y ☐ N  Were providers helpful (H) or not-helpful (NH)

	Provider: _____________________ Location: ___________
	Dates: _____________ Reason: _____________ ☐ H ☐ NH  

	Provider: _____________________ Location: ___________
	Dates: _____________ Reason: _____________ ☐ H ☐ NH  

	Provider: _____________________ Location: ___________
	Dates: _____________ Reason: _____________ ☐ H ☐ NH  

	Any family history of psychiatric illness? Please describe: _____________________________________________________

	Any history of alcohol or substance abuse? ☐ Y ☐ N  Please Describe:___________________________________________ 

	Any history of physical abuse? ☐ Y ☐ N Sexual abuse? ☐ Y ☐ N  Witnessing Violence? ☐ Y ☐ N Neglect? ☐ Y ☐ N     



Referred by: ____________________________ Phone: _________________  Consent to acknowledge the referral ☐ Y ☐ N  
1701 River Run, Suite 912, Fort Worth, Texas 76107
phone: 817-888-1011    fax: 817-887-2797    email: worththerapy@gmail.com
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