Arizona Child and Family Therapy

Jodi  Rubin MS, LMFT, PLLC
10565 North 114th Street

Suite 109
Scottsdale, Arizona 85259
Client/child assessment forms:
 

Today’s date: ______________

*Child Client Name: _________________________________________

First MI Last

*Home Address: _________________________________________________________

Street City State Zip

*If Applicable:

*2nd Home Address: ______________________________________________________

Street City State Zip

*Mother/Guardian Name: __________________________________________________

*Father/Guardian Name: ___________________________________________________
May we email you at your request?______________
E-mail Address-Mother: ______________________________@___________________

E-mail Address-Father: _________________________________@________________

Phone-Mother: (H) _________________ (W) _____________ (Cell) _______________

Phone-Father: (H) _________________ (W) _____________ (Cell) _______________

May we leave a message/text?_________________________________________
Home phone:______________cell:_______________________________

may we leave a message/text on your home/cell phone?__________ 

may we email you?_______ may we send correspondence (letters) by mail to your home address?__________

Work phone:_______________
*Social Security #:________________________________________________________

* Date of Birth: __________ Age: _____ School: __________________Grade: _______

*Gender (circle one): Female Male

Custody arrangement: joint or full custody of minor

Do you have paperwork stating custody arrangement? Please bring all custody paperwork to first intake session. If a client has parents with joint custody; both parents must sign paperwork for treatment; if not the parent of full custody will need to bring in a copy of legal documents stating custody arrangement at first appointment.
How were you referred to me? ______________________________________________ 

Contacts:
physician________________________phone_____________fax___________
May we coordinate care with your child primary care physician?  Yes or no
emergency contact:_____________________phone_____________________

address________________________________________________________

city_______________________state__________________zip____________page 1 of 5

school__________________________phone_____________fax___________

address________________________________________________________

city_______________________state__________________zip____________

______________________________________________

Primary Insurance Information (All areas marked with an * MUST be completed.)

*Insurance Company Name: ________________________________________

Insurance Company Phone #: (_______)________________________________

*Subscriber's Name (if different): ________________________________________

*Subscriber's Date of Birth: ______ /______ /______

*Relationship to patient: ____________

*Subscriber's Employer: ________________________________________

*Subscriber's Insurance ID#: ________________________________________

*Subscriber's Group Policy/ID #: ________________________________________

*Subscriber's Phone # (if different): (_______)________________________________

*Subscriber's Address (if different):

________________________________________________________________________

Street City State Zip

*Co-Payment Amount (Payment is required at appointment time): $________

*Does the patient have an “Out-of-pocket deductible” for counseling? Yes No

*Does the patient require a “Pre-Authorization” before counseling begins? Yes No

Pre-Authorization Code (Provided by subscriber's insurance company): _____________
 

PRESENTING ISSUES:
1. What is the concern that you or your child would like to work on in therapy?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. What is your hope for the outcome of family therapy for yourself and child (children)?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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3. Describe 3 strengths of you child (children)

1.__________________________________________________________

2.__________________________________________________________

3.__________________________________________________________

4. Describe the child’s behaviors that you are concerned about?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 

5. Does the child feel safe in the home? Has your child ever been abused, neglected, or victimized? Has Child Protective Services been involved ever?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Has your child ever felt like hurting themselves or others? Explain 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Describe symptoms you are observing with your child?

________________________________________________________________________________________________________________________________________________

8.  Has your child been diagnosed with a psychiatric disorder?

________________________________________________________________________________________________________________________________________________

9. Describe any other concerns you have about your child or children?________________________________________________________________________________________________________________________________________

 

 10.  What changes have occurred in your family over the past few years (moves, changes in employment, illness, loss)?

11. Does  your child have any current medical conditions/allergies/major illness

________________________________________________________________________________________________________________________________________________

12.  Medications currently taken:
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________________________________________________________________________________________________________________________________________________13.  Medications tired and discontinued for behavioral/mental issue
14.  Any problems with achievement of developmental milestones? 

Age of walking______talking______toilet training_______

Date of last physical exam________date of last vision check__________hearing check________

 

15.  Behaviors you are most concerned about: or add any other concerns. 
___Abuse/Violence in home                                            ___anxiety

 ___Grief/loss-Family/friend


           ___obsessive/compulsive thoughts
___Achievement/Motivation 
___Incarcerated family member


           ___psychotic; hearing voices
___Anger
 ___Low neighborhood attachment

          ____hallucinations/delusions
___Being bullied 
___Mental health issues










___Bullying 
___New student adjustment

___Conduct behavior
 ___Parent remarriage/New partner

___Cries easily, feelings easily hurt
 ___Peer relationships

___Divorce issues
 ___Recent move

___Distractible, inattentive, poor concentration 
___Self-worth/Identity issues

___Disobedient, uncooperative, noncompliant 
___Serious illness in family

___Drug or alcohol use 
___Signs of depression

___Eating problems 
___Social skills problems

___Family/Personal drug use 
___Sleeping problems

___Fearful
 ___Suicidal thoughts or plans; thoughts to hurt others
___Fighting, hitting, violent, aggressive, hostile
 ___Tardiness/Attendance
EXPLAIN      

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 Describe the family:                                
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                     Mother                                                                                      Father

 

Any complications during pregnancy?______________________________________________________

 

Natural or adopted?________________________________________________

 Persons living in home where child lives and siblings:

Name                               relationship                  age                  school/grade

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has any member of the family had serious illness, learning problems, drug/alcohol abuse, or mental illness?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 

Consent for treatment of a minor  Permission is provided for Jodi M. Rubin, MS, LMFT to provide therapy services to my child or children:

________________________________________________________________________

 

________________________________________________________________________

Parent/guardian signature                                                            date

________________________________________________________________________

Parent/guardian signature                                                           date

 

Witness_________________________________________________________________









     date
***confidential- contains privileged communications protected under A.R.S> 32-3283 and *** federal confidentiality Rules (42 CFR Part 2 and 45 CFR Parts 160 & 164)- unauthorized disclosure is prohibited***
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