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North Star Guidance Center, Inc.

Health History Questionnaire
	NAME:

	DATE OF BIRTH:

	DATE:
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 Child Health History Questionnaire 

North Star Guidance Center, Inc. 21 Glen Avenue, Chelmsford, MA 01824 Tel: 978-256-0667/ Fax: 978-256-5567 

Website: www.northstarguidanceinc.com   Email: northstargcinc@aol.com
	Name:

	Date of Birth:

	Date:



	What is the reason for your visit and why now?


	Allergies:

	Current level of stress 1-10:                 Primary stressors?
              

	Primary Care Physician:

	PCP Address & Phone #: 

	Date of last check up with PCP:

	Circle all that apply in the last 12 months:                               

	Anger                                                                                       Addiction     

	Anxiety                                                                                     Appetite Increased

	Aggressive Behavior                                                                Appetite Decreased

	Attention/ Concentration Impairment                                       Feelings of Worthlessness                    

	Bingeing                                                                                   Compulsive Behavior                                                                      

	Depression Mood                                                                     Disorganization  

	Dissociative States                                                                   Divorce Adjustment

	Fatigue/ Tiredness                                                                    Fear & Phobias

	Feelings of Guilt                                                                       Feelings of Hopelessness

	Flashbacks of Traumatic Event                                                Eating Problems

	Grief                                                                                          Hallucinations

	Headaches                                                                               Hyper Sexuality

	Hyperactivity                                                                             Insomnia

	Impaired Productivity At School                                                Impaired Relationships

	Impulsive Behavior                                                                   Inability to Enjoy Activities

	Irritability                                                                                   Indecisiveness

	Loneliness                                                                                Learning Problems  

	Memory Impairment                                                                 Moodiness     

	Nausea                                                                                    On-guard or Edgy

	Obsessive Thinking                                                                 Overuse of Alcohol/Drugs

	Oppositional Behavior                                                              Procrastination                                                             

	Purging Behaviors                                                                    Pressured/ Rapid Speech

	Perfectionism                                                                           Paranoid Thoughts

	Panic                                                                                        Racing Thoughts

	Restlessness                                                                            Restricting Food Intake

	Seasonal Mood                                                                      Self-Harm (Cutting, Hitting)

	Stress                                                                                     School Avoidance

	Suicidal Thoughts                                                                   Social/Peer Problems

	Somatic/ Physical Complaints                                                Tearfulness 

	Worry                                                                                      Weight Gain/ Loss

	Physical Symptoms: Circle all that your child may currently experience or have experienced over the last 12 months.  Please comment when necessary.

	Asthma                                                                                   Allergies

	Bleeding Problems                                                                 Bone Loss

	Bruising                                                                                  Constipation

	Bladder/Bowel Control                                                            Bedtime Fears

	Chest Pains                                                                            Digestive Problems

	Diarrhea                                                                                 Dizziness

	Diabetes                                                                                 Epilepsy

	Endocrine Issues                                                                    Eye Sight/ Vision Changes

	Fever                                                                                       Heart Disease

	Hearing Problems                                                                   High Blood Pressure

	Infections                                                                                Inflammation

	Involuntary Movements                                                          Irregular Heart Beat

	Joint Pain                                                                                Lung or Sinuses

	Muscle Pain                                                                            Nightmares

	Numbness                                                                              Passing Out

	Repetitive Movements                                                            Seizures 

	Snoring                                                                                   Stomach Pains

	Tics                                                                                         Weakness

	Exposure to Lead, Toxins or Poisons                                     Loss of Consciousness, Concussion, Head Injury

	Other Medical Illnesses

	Comments:


	Has your child ever experienced: Please circle and note the year and context of the event.

Physical Neglect        Medical Neglect          Sudden Loss            Emotional Neglect

Physical Abuse          Sexual abuse              Bullying                    Violence  

Comments:

	Has your child had any of the following tests?   Please circle.                                                                                                When and what was the outcome?

	Sleep study                                               Psychological testing

	Brain MRI / CT scan                                  EEG

	Thyroid tests                                             Lactose Intolerance/ Food Allergy Testing

	

	Sleep History   Please circle all that apply.

	Unable to Sleep                                     Hypersomnia / Too Much Sleep   

Difficulty Falling Asleep                         Difficulty Staying Asleep

Nightmares / Terror                               Sleep Walking

Sleep Apnea                                          Minimal Sleep But Feel Fine


	Health habits:  How much and how often? If stopped, when and why?

	Alcohol

	Caffeine

	Drugs

	Tobacco

	Exercise

	 Substance Abuse Treatment History

	Please circle all that apply.                                           How long?  What year?

	AA/12 step groups           

	Substance abuse inpatient treatment

	Substance abuse outpatient treatment

	Substance abuse residential treatment

	Court ordered treatment

	Rational recovery

	Al-anon

	Psychotherapy History 

Name of Provider and Agency                         Address        Phone       Dates of Service             Comments

	1.

	2.

	3.

	Psychiatric History 

Name of Provider and Agency                         Address        Phone       Dates of Service               Comments 

	1.

	2.

	3.

	Psychiatric Hospitalizations 

Name of Hospital   Reason for Admission       Address        Phone       Dates of Service                Comments

	1.

	2.

	3.

	Medical Hospitalizations Name of Hospital       Reason for Admission       Address       Phone  Dates of Service

	1.

	2.

	3.

	Current Prescription and Non Prescription Medications    Start Date

	1.

	2.

	3.

	4.

	5.

	6.

	Past Medication History:                                                     Start Date    Discontinued Date              Comments

	1.

	2.

	3.

	4.

	Pregnancy and Birth History

	Was your child adopted?                              If yes, at what age?                          Country of Origin?

	What was the child’s weight at birth?               

	What was the length of the pregnancy?                           

	Was the delivery vaginal or caesarean?

	Was labor induced?

	Were forceps or suction used during delivery?

	What was the duration of labor?

	Were there any complications during labor?      

	Was the pregnancy planned?

	Were there any complications during the pregnancy? 

	Was regular prenatal care accessed during the pregnancy?

	What was mother’s age at the time of delivery?

	Did your child experience any prenatal exposure to alcohol or substances?  

	Were there any complications to either mother or child after birth?

	How old was your child when released from the hospital?

	

	Developmental History

	At what age did your child first:

	Roll Over                                          Crawl                                            Take First Steps

	Speak First Words                           Speak In Sentences                     Toilet Train

	Please describe your child’s temperament in the first year of life?


	Has your child received early intervention, physical therapy, occupational therapy, or speech therapy? Please circle all that apply and note the provider information and dates of service.   

	Service / Provider                                    Address                 Telephone                                 Dates of Service

	1.

	2.

	3.

	4.

	Educational History Please note if your child has repeated or skipped any grades. 

	Grade                      Name of School                     Street Address                 City        State                      Dates                                                                                 

	Preschool

	Nursery

	Kindergarten

	1st

	2nd

	3rd

	4th

	5th

	6th

	7th

	8th

	9th

	10th

	11th

	12th

	Other:

	What is the name of your child’s current teacher and what is the quality of the relationship?



	How do your child’s teachers describe your child’s peer relationships at school?

 

	Please describe your child’s learning style. (i.e., passive, engaged, vigilant, etc.)  



	How does your child perform academically? Please circle
Math                            above average,  average,  below average, failing

Reading                      above average,  average,  below average, failing

Spelling                       above average,  average,  below average, failing

Writing                         above average,  average,  below average, failing

Science                       above average,  average,  below average, failing

Social studies              above average,  average,  below average, failing


	Does your child have an IEP or a 504 plan? Please circle. 

If so, what are the learning challenges and accommodations?



	Social Emotional History

	How many close friends does your child have?  Is your child satisfied with the amount of friends and the quality of the friendships?


	Does your child engage with friends after school?


	How well does your child make or keep friends?


	On average how old are most of your child’s friends? Please circle.         Same Age ~ Older ~ Younger


	How does your child get along with adults?



	Does your child exhibit any problems with defiance of adult requests?


	Has your child ever been arrested or involved in a legal matter? If so, please provide the context of the event(s).


	Has your child engage in:                       Please circle and note the year and context of the event.

	Stealing                                        Lying                                               Fire Setting               

	Running Away                             Truancy from School                      Cruelty to People

	Cruelty to Animals                      Destruction of Property

	Has your child ever been arrested or involved in a legal matter? If so, please provide the context of the event(s). 



	Please circle all that apply.

	Violates Curfew                                                                     Is Upset When Routine is Changed

	Does Not Seem to Express Feelings of Guilt                        Does Not Like to be Touched

	Excessive Complaints of Being Bored                                  Doesn’t Like Being Alone

	Is Easily Led by Others                                                         Does Not Complete Homework Assignments

	Is Picked On                                                                          Tattles or Tells On Other Children 

	Seems Shy                                                                            Fights

	Interrupts Others                                                                   Avoids Contact with Family Members

	Gets Along Poorly With Mother/ Father/ Siblings                  Clings To Mother/ Father  

	What methods have you used to discipline your child? Has it been effective?


	Family History: Check all that apply.                 Comments: (Maternal or Paternal) Family member

	Depression

	Anxiety

	Bipolar Disorder

	Tic/ Tourette’s

	Physical Abuse

	Sexual Abuse

	Domestic Violence

	Suicide

	Psychosis

	Alcoholism

	Substance Abuse

	Attention Problems

	Obsessive/ Compulsive 

	Trauma

	Schizophrenia

	Dementia

	Comments:



	Family of Origin 
                        Name ~ Age ~  Health ~ Quality of Relationship ~  In or Out of Home ~ Occupation ~ Education

	Mother 



	Father



	Step- mother



	Step-father



	Foster family



	Brothers



	Step-brothers



	Sisters



	Step- sisters



	List anyone else living in the home:



	How does your child get along with siblings?


	Parents Marital Status         Please circle and include all dates.             

	Single

	Married

	Divorced

	Widowed

	Living Together

	Separated

	Please describe relationship between parents.


	If divorced or separated, please describe the current custody status and visitation schedule.


	Do you and your child have support from extended family and friends?


	I certify that the above information is correct to the best of my knowledge and that I have not purposefully misrepresented my child’s health history.  I will not hold North Star Guidance Center staff responsible for error or omissions that I may have made in completing this form.

____________________________________________________


Signature/ Date






____________________________________________________
Reviewed by/ Date:
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