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Greg Cox, Ph.D. 

3226F Hampton Ave.

Brunswick, GA 31520

912-264-1096  Fax: 912-264-4071
My goal is to provide you with the most useful information about your child.  You can help me by completing this questionnaire very carefully and in as much detail as possible.  Respond to every item, even if the response is N/A (not applicable) This questionnaire is for a child 6-11 years of age.  
Child’s Name:




Date:
Child’s  Age:




Date of Birth:

Grade:





School:
Your Name:




Relationship to Child:

What are you hoping to learn from this evaluation?
Who referred you to me?
Your child is:

Right handed / Left handed / Ambidextrous


Race:




Gender:

Early History:

Where was your child born?

Any problems with your child’s pregnancy or birth?




At what ages did you child:  Stand____
Walk____



Say intelligible words____

Feed self_____  Toilet self____

Parents:
Are your child’s parents married to each other?   Yes   No
If married to each other:


How is your marital relationship?  (circle all that apply)

Cooperative, calm, supportive, close, distant, argumentative, stressful, pleasant. other:_______________________________

If you are not married:  When did you separate?
How well do you work together as parents? (circle what applies best)

Very well

Mostly well
OK

Poorly

Horribly

Who has primary custody of your child?

What is your visitation schedule?

How closely is it typically followed?

Mother’s name:




Age:
Mother’s Occupation:

How would you describe your child’s relationship with Mother? (circle)
Close 
Distant
Affectionate
Fun

Relaxed
Tense

Argumentative
Withdrawn    Cooperative
   Fighting

Painful

In your own words, describe the mother/child relationship:
How does your child behave when separating from mother?

Father’s name:




Age:
Father’s Occupation:

How would you describe your child’s relationship with Father? (circle)

Close 
Distant
Affectionate
Fun

Relaxed
Tense

Argumentative
Withdrawn    Cooperative
   Fighting

Painful

In your own words, describe the father/child relationship:

How does your child behave when separating from father?

Anyone involved in raising your child other than Mother and Father? 

Yes

No

If so, please list each person, their name, relation to your child and a description of their relationship with your child from the list above:

Name___________   Relationship to child   Quality of Relationship
History of Mistreatment

Has your child ever:

Been physically mistreated in a manner that caused injury?   Yes   No 
 If so, describe: __________________________________________
_______________________________________________________.

Been emotionally mistreated, called names, or been emotionally 

isolated?   Yes   No  If so, describe: _________________________
_______________________________________________________.

Been inappropriate touched in genital or anal area, been forced to touch another person’s genitals or had intercourse?   Yes   No  If so, 
describe: _______________________________________________ 

_______________________________________________________.

Discipline:

To what degree do the parents agree regarding discipline and structure for your child?  (circle best description)

Consistently agree       
Mostly agree    

  Agree half the time  

Seldom agree      
Almost never agree   

   Never agree 

If there are differences, what are the differences? Who is more strict?

Who most consistently provides discipline and structure for your child?

When disciplining your child what is your balance of reward versus punishment: (Circle one)

Rewards








Punishment

100%  80%  60%  40%  20%  even  20%  40%  60%  80%  100%  

When using rewards, what rewards do you use?

First______________________________________________

Second___________________________________________

Third_____________________________________________

Fourth____________________________________________

Fifth______________________________________________

What percentage of the time is your child successful in winning rewards when they are available?  (circle one)

0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100%  

When using punishment, what punishments do you use?

First______________________________________________

Second___________________________________________

Third_____________________________________________

Fourth____________________________________________

Fifth______________________________________________

What percentage of the time does your child require punishment?  (circle one)

0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100%  

Siblings

List your child’s siblings and for each note: age, gender, school or work status, nature of relationship with your child:

Education

How does your child feel about school?

How does your child get along with teachers?

What Grades does your child most often make?  As Bs Cs Ds Fs

What subjects does your child do best in?
What subjects cause your child special problems?
How often does your child miss school due to illness?

Is your child receiving any special services at school?

Does your child have?  (circle one)

A large number of friends

A few friends

No friends

Is your child?  A leader 
A follower

A balance of the two

How would you describe your child’s relationship with friends?

Does your child:

Visit friends’ houses?   Yes  No
  

Have friends to your house?  Yes No


Spend the night at friends’ houses?  Yes  No

Have friends over spend the night?  Yes No

What activities does your child enjoy with friends?  (both organized and free play)

What extracurricular (sports, clubs, music, dance etc) activities does your child do?
Does your child enjoy reading?  Yes No
What does your child like to read?
Vocational 
What does your child want to do for a living when your child is grown?

Social

Around other adults, is your child?  Shy   Outgoing   Quiet   Reserved Rambunctious  Loud   Engaged    Withdrawn   Talkative  Affectionate Relaxed   Cooperative   Tense   Fun loving   Overactive   Silly  Scared

Does your child respond differently to adults the child knows well versus new people?  Yes  No   If so, what is typical difference?

Sexual History

Is your child knowledgeable about sex?  Yes  No

Does your child show interest in sex?  Yes   No

Does your child ever try to engage others in a sexual way?  Yes  No
Does your child sexually self stimulate?  Yes No
How does your child respond to affection?

Living Arrangement

Please list all locations in which your child has lived and for what dates:
Location



Dates

Who lives in your child’s home now?

Is religion or spirituality important to your child?   Yes   No
(list affiliation, level of activity, meaning/importance to your child)
Legal:
Please list any history of your child’s charges, convictions, sentences, incarcerations, or probations:
Medical: 
Please list any history of your child’s diseases, hospitalizations, or surgeries:
Does your child complain of head pain, stomach aches, pain during bowel movements, pain in any other part of body?  Yes No  If so describe:

Please list any history of your child’s accidents, serious injury, head injury, loss of consciousness, high fevers for long periods of time, convulsions, seizures, unusual headaches, peculiar hearing or vision disturbance, weakness or fainting:
How is your child’s appetite?  Any unusual food desires, rejections, habits?  Does your child gag on food or liquid?

How is your child’s vision?  Does your child have visual correction?  When was your child’s vision last checked?
How is your child’s hearing?  Does your child have hearing aids? When was your child’s hearing last checked?

What medications does your child take?
Does your child use alcohol or illegal drugs?  Yes  No

If so:  what does your child use?  When did your child start?  How often does your child use?  Where does your child use?  Has your child ever had school, family or legal trouble from using?  Has your child ever had alcohol or drug treatment?

Please describe any family history of alcohol/drug abuse:
History of psychotherapy

Has your child ever seen a psychiatrist?  Yes   No

If so who?  For how long?  How often?  What medication(s) prescribed?  What diagnosis?

Has your child ever seen a counselor or psychologist?  Yes  No

If so who?  For how long?  How often?  What diagnosis? What did they work on?

Has your child ever been treated in a psychiatric hospital?  Yes  No

If so how many times?  When?  Where? For how long? What diagnoses?  What treatments?

Please describe any  family history of psychological treatment or problems:
3.  Please rate the following as they apply to your child:


0 = Never


1= Occasionally or Mild


2= Regularly or Moderate


3= Frequently or Severe

___blue mood

         ___tearfulness
       ___appetite change

___sleep change

___fidgetiness
       ___sluggishness

___fatigue



___loss of interest    ___worthless feelings

___concentration problems___thoughts of suicide

___difficulty breathing
___chest pain
___heart racing

___choking

        
___dizziness
___tingling hands/feet

___hot/cold flashes
         ___sweating
 ___faintness

___trembling/shaking

___fearfulness
 ___worry

___nightmares

         ___ bed wetting ___flashbacks
___fears that limit choices
___persistent distracting thoughts

___fear of other children
___fear of adults 

___refusal to go certain places       ___refusal to do certain activities
___hyperactivity
___fast speech

 ___racing thoughts

___distractibility

___impulsivity 

___super good mood

___irritability

___long periods without need for sleep

___see things not there
            ___hear things not there

___has unusual beliefs
            ___feel people are out to get them
___get lost in their own thoughts    ___noticeably different from others
___won’t make eye contact
___unusual facial expression

___unable to make friends

___doesn’t share joy with others

___can’t make conversation
___uses odd language

___over focuses on a topic
___has inflexible routines

___odd physical mannerisms
___focuses on parts of objects

___temper tantrums 


___refusal to accept discipline
___fighting



___arguing

___makes careless mistakes
___difficulty paying attention

___doesn’t listen


___doesn’t follow instructions

___has difficulty organizing
___loses things

___forgetful



___won’t stay in seat

___runs around inappropriately
___has trouble playing quietly

___won’t wait for turn


___interrupts conversation

What do you believe is the worst experience your child has ever had?
What are three qualities of your child your respect?

1.
2.

3.

Anything else about your child you feel it would be important for me to know? (please continue on back of this sheet, if necessary)
