William C. Klindt, M.D. 

SILICON VALLEY BRAIN SPECT IMAGING, INC.

Child/Teen Intake Questionnaire

Parents, in order for me to be able to fully evaluate your child or teenager, please fill out the following intake form and questionnaires to the best of your ability.  I realize there is a lot of information and you may not remember or have access to all of it;  complete as much as  you can.  All information will be held strictly confidential.     (Dr. Klindt uses these questionnaires in his private practice and in the Brain Spect Imaging clinic, so don’t be confused if some of the questions mention both).

Patient Name_____________________________________Age:_____Birthdate:_____________

Home Phone:_________________________ FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female  Height:______Weight:______

Home Address:_________________________________________________________________

Mother’s Name:_________________________Father’s Name:___________________________

Who does the child currently live with?______________________________________________

Who referred you to this office?____________________________________________________

Do we have your permission to release information to the referring professional when it is appropriate?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No      

What is the main purpose of seeking an Evaluation and/or Spect Scan?    (Give a brief history)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your goals in obtaining an Evaluation and/or Spect Scan?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prior Attempts to correct problems, prior treatments, prior psychiatric history: _______________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY

Current medical problems/medications:______________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List past medical problems/medications:_____________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other doctors/clinics seen regularly:________________________________________________

______________________________________________________________________________

Any history of head trauma? (describe)______________________________________________

______________________________________________________________________________

Any extreme high fevers or unconsciousness?_________________________________________

Ever any seizures or seizure like activity?____________________________________________

Prior hospitalizations (place, cause, dates, outcome):___________________________________

_____________________________________________________________________________

Abnormal lab tests, x-rays, EEG’s, etc:______________________________________________

Allergies or drug intolerances? (describe)____________________________________________

Current vitamins or supplements taken:______________________________________________

Present Height___________________Present Weight____________________

Current Life Stresses

List current factors that are a source of stress in the family:______________________________ ______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY HISTORY

Who lives in the current household with the child? (describe relationship to each person)_______

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Current marital situation of parents (relational satisfaction)______________________________

Family Development (describe all marriages, separations, divorces, deaths, traumatic events, losses,etc):_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Natural Mother’s History

Her age:________Occupation:______________________Highest grade Completed:__________

Learning problems:________________________Behavior problems:______________________

Marriages:_____________________________________________________________________

Medical problems:______________________________________________________________

Her childhood atmosphere (family position, illnesses, abuses, etc):________________________

______________________________________________________________________________

Has mother ever sought psychiatric treatment?  FORMCHECKBOX 
Y   FORMCHECKBOX 
N  For what?______________________

Mother’s alcohol/drug use history:__________________________________________________

Have any of mother’s blood relatives ever had any learning problems or psychiatric problems including such things as alcohol/drug abuse, depression, anxiety, suicide attempts, psychiatric hospitalizations? (describe)________________________________________________________

______________________________________________________________________________

Natural Father’s History

His age:_________Occupation:______________________Highest grade completed:__________

Learning problems:________________________Behavior problems:______________________

Marriages:_____________________________________________________________________

Medical problems:______________________________________________________________

His childhood atmosphere (family position, illnesses, abuses, etc):_________________________

______________________________________________________________________________

Has father ever sought psychiatric treatment?  FORMCHECKBOX 
Y   FORMCHECKBOX 
N  For what?_______________________

Father’s alcohol/drug use history:___________________________________________________

Have any of father’s blood relatives ever had any learning problems or psychiatric problems including such things as alcohol/drug abuse, depression, anxiety, suicide attempts, psychiatric hospitalizations? (describe)________________________________________________________

______________________________________________________________________________

Step Mother or Step Father’s History  (if applicable – indicate which one)

Age:_________Occupation:________________________Highest grade completed:__________

Learning problems:________________________Behavior problems:______________________

Marriages:_____________________________________________________________________

Medical problems:______________________________________________________________

Childhood atmosphere (family position, illnesses, abuses, etc):___________________________

______________________________________________________________________________

Has step mother/father ever sought psychiatric treatment?  FORMCHECKBOX 
Y   FORMCHECKBOX 
N  For what?_____________

______________________________________________________________________________

Alcohol/drug use history:_________________________________________________________

Patient’s Siblings (first names, ages, relationship to patient, problems, strengths)____________

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

CHILD/TEEN’S DEVELOPMENTAL HISTORY

Prenatal Events:  Parents attitude towards pregnancy:_______________________________
Conception:    _______planned  _______unplanned      Any pregnancy complications? (describe anything like bleeding, excess vomiting, medications, infections, x-rays, smoking, alcohol/drug use, etc)_______________________________________________________________________

______________________________________________________________________________

Birth & Postnatal Events:  Birthweight​​_______Length__​​_____Labor duration_______(hours)   

Delivery:  _____Vaginal   _____C-Section Section     Any jaundice?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No 

APGAR scores? (if known)___________________  Total time in hospital:____________(days) Any birth problems? (describe any trauma, forceps or complications during child’s delivery: ______________________________________________________________________________

Mother’s health after delivery?_____________________Post delivery blues?(how long)_______

Who was the primary caretaker for the child during the first year?_________________________

Feeding History:  _____breastfed   _____bottlefed     Age weaned?________                        Any food allergies or current eating problems? (describe)________________________________

______________________________________________________________________________

Sleep Behavior:  (Describe anything like sleepwalking, nightmares, recurrent dreams, current sleep problems such as getting up or falling asleep)_____________________________________
______________________________________________________________________________

Separations from Mother or Father: (Describe age, duration, child’s reaction)_____________

_____________________________________________________________________________________________

Toilet Training:  Age reached bladder control_______  bowel control_______   Methods used and ease of training______________________________Current problems?_________________  

Sexual development:  Gender identity problems:______________________________________

Any physical or sexual abuse? (Describe)____________________________________________

_____________________________________________________________________________________________

Motor Development: (Please write in your child’s age – normal limits are in parentheses)

Rolled over (3-5 mo)_______  Sit without support (5-7 mo)_______ Crawled (5-8 mo)________

Walked (11-16 mo)________  Ran well (2 yr)_______  Ride trycycle (3 yr)_______  Throw a 

Ball overhand (4 yr)________  What is your child’s current level of activity?________________

Fine and gross motor coordination?________________compared to peers?__________________
Language Development: (Please write in your child’s age – normal limits are in parentheses)

Spoke several words besides “dada, mama” (1 yr)_______Named several objects “ball, cup”, etc

(15 mo)_______Put 3 words together-subject, verb, object (2 yrs)_______Vocabulary_________

Articulation_______Comprehension_______compared to peers:__________________________

Current language problems:_______________________________________________________

Social Development: (Please write in your child’s age-normal limits are in parentheses)

Smiled (2 mo)_______Shy with strangers (6-10 mo)_______Separates from mother easily (2-3 yrs)______Cooperative play with others (4 yrs)_______Quality of attachment to mother_______

Quality of attachment to father_______Relationships to other family members_______________

Early peer interactions:__________________________________________________________

Current peer interactions:_________________________________________________________

Special interests/hobbies:_________________________________________________________

Behavioral/Discipline:  Compliance vs. non-compliance________________________________

Lying/stealing_______rule breaking_______methods of discipline________________________

Other problems:________________________________________________________________

Emotional Development:  Early temperament________________________________________

Current personality:_____________________________________________________________

General mood:______________________________Habits:______________________________

Fears/phobias:__________________________________________________________________

Special objects (blanket, doll, etc):______________Ability to express feelings:______________

School History:  Current grade________School Contact:_______________________________

Average grades received:_____________Number of schools attended:_____________________

Homework problems:____________________________________________________________

Specific learning disabilities:______________________________________________________

Behavior problems in school:______________________________________________________

What have teachers said about your child?____________________________________________

(You may bring school report cards or results of any special testings done if you wish)

Alcohol & Drug History

List age started, types of substances used, and any current usage__________________________

______________________________________________________________________________ 

Caffeine use per day (caffeine is in coffee, tea, soda, chocolate)___________________________

Nicotine use per day (nicotine is in cigarettes, chews, etc.)_______________________________

Overall Strengths  (from parents point of view):_____________________________________

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Overall Strengths  (from child/teen’s point of view):_________________________________

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

