Jenifer A. Garrido, MSW, LCSW

719 Peachtree Road, Ste 200
Orlando, Florida 32806

407 925-6759

Children’s Biopsychosocial Assessment 
Please answer the following questions honestly to the best of your ability 
Child’s Name: 













DOB: 




Age: 

     Telephone: 





Address: 













Family
Biological Father: 







DOB:




Address:








Phone:




Employer:








W Phone:




Biological Mother:







DOB:




Address:








Phone:




Employer:








W Phone:




Are Parents -    Married     Divorced     Separated     Never Married    Yrs. Married:



Does Child live with:    Both Parents    Father     Mother     Shared Custody    Other
If Other, Please Specify:





Date of Separation or Divorce:










Name: 
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Step Parents:  





       







*Include DOB
Siblings names and ages (if deceased, date of death & cause):







*Please also include any history of physical or mental illness or pertinent information
Family History: (please detail any trauma/changes in family structure/financial situation/death, etc):



Family History of Physical/Emotional/ Sexual Abuse:








*parents/extended family
Family History of Substance Abuse:











Name:
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Educational
Child’s Current School/Grade:










Educational History: (Please include all schools, testing, retention or academic issues):





Extracurricular Activities/Hobbies/Interests:









Developmental

Was child full term:   Y   or   N    - # of weeks:








Complications During Pregnancy:










Type of Birth/Complications if Any:











Did Child Meet Milestones -Walking, Talking, Feeding Self, Language Acquisition- at anticipated ages?:















Child’s Health – Detail Any Chronic Illnesses/Surgeries/Injuries:






Name:
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Any Developmental Concerns :











Has Child Had Prior Counseling/Psychiatric Treatment/Medication or Testing-

(If so, provide name of provide name of therapist/physician/medication/testing outcome)

History of Substance Abuse/Use in Child:










Pediatrician:













Social Development – Is child able to: Initiate Friendships:






Keep Friends













Able to Resolve Conflict with Peers:











Parents View -Purpose of seeking counseling: 








Name:
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How long has this been a problem?: 











Describe your approach to parenting:









What are the 3 goals that you wish to accomplish from counseling?:  






How long do you expect to remain in counseling to achieve your goals?: 





Any additional information that is pertinent: 









*continue on reverse if needed

Parent Signature:








Date:




Printed Name:










Parent Signature:








Date:




Printed Name:









