
 

 
 
 

                             11 Dunwoody Park, Suite 120, Atlanta, Georgia 30338           Child/Adolescent Demographic Form 

 
*This form is completely confidential     Today’s date:     
 
 
Name of Child: ______________________________________________________ Sex: Male / Female 
 
Birth date: _________________ Age: ______________ Place of Birth: ______________  
 
Address:  
____________________________________________________________________________________ 
 
Current School:  
____________________________________________________________________________________ 
 
Who were you referred by? _________________________________________________________  
 
May I have permission to thank this person for the referral?  Yes □ No □ 
 
If referred by another clinician, would you like for us to communicate? Yes □ No □ 
 
Parental Information 
 
Mother’s Name: ______________________________________________________________________  
 
□ Check if address is same as above 
 
Address: 
____________________________________________________________________________________ 
 
City: __________________________ State:      Zip:     
 
Home: ___________________ Cell: _____________________ Work: __________________  
 
Email: _________________________________________ 
 
Employer: _______________________________  Position: ___________________________  
 
Father’s Name:_______________________________________________________________________  
 
□ Check if address is same as above 
 
Address: 
____________________________________________________________________________________ 
 
City: __________________________ State:      Zip:     
 
Home: ___________________ Cell: _____________________ Work: __________________  
 
Email: _________________________________________ 
 
Employer: _______________________________  Position: ___________________________  



 
Current Concerns 
 
Why are you seeking counseling for your child? 
 
__________________________________________________________________________________________  
__________________________________________________________________________________________  
__________________________________________________________________________________________ 
 
When did the issues start? 
 
__________________________________________________________________________________________  
__________________________________________________________________________________________  
__________________________________________________________________________________________ 
 
Problems perceived to be: 
 

□ Very serious  □ Serious □ Not serious 
 
 
What changes would you like to see? 
 
__________________________________________________________________________________________  
__________________________________________________________________________________________  
__________________________________________________________________________________________ 
 
 
Has your child ever seen a therapist/psychologist/counselor before? Yes □  No □ 

If yes, please explain: 
 
__________________________________________________________________________________________  
__________________________________________________________________________________________ 
 
Does your child have a diagnosis? Yes □  No □ 
 
What is the diagnosis? _______________________________         
 
 
Current Medications 
 
1. Medication       Dosage        
 
Purpose        Prescribing Doctor       
 
2. Medication       Dosage        
 
Purpose        Prescribing Doctor       
 
3. Medication       Dosage        
 
Purpose        Prescribing Doctor       
 
 

 

 
 



 

 
 
Family 
 
Who currently resides in the home with the child? 
 
__________________________________________________________________________________________  
__________________________________________________________________________________________  
__________________________________________________________________________________________ 
 
Marital status of the biological parents: 
 
□ Married □ Separated □ Divorced □ Never Married □ Deceased 
 
Does the child have a step-parent? □ Yes □ No 

Never Married 

 
If yes:  □ Step-mother  □ Step-father  □ Both 
 
How long has the step-parent(s) been in the child’s life? ____________________________________________ 
 
Describe the child’s relationship with the step-parent(s): 
 
__________________________________________________________________________________________  
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Names and ages of siblings: 
______________________________________________________________________     
 
How related? □ Full □ Half  □ Step  □ Other (explain):         
 
Sibling dynamics? □ Good □ Fair  □ Discord 

 
 

Adoption (if applicable) 
 
Age when child came into the home: ____________   Date of legal adoption: _________________ 
 
Reason and circumstance for adoption:  
__________________________________________________________________________________________  
__________________________________________________________________________________________  
__________________________________________________________________________________________ 
 
Has the child been told? □ Yes □ No  If yes, at what age?        
 
What has the child been told? _________________________________________________________________  
                
                
 



 
Resident History 
 

Has the child resided in the same home throughout his/her life? □ Yes □ No 

If no, please explain: 

__________________________________________________________________________________________  
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 

Has the child ever been placed, boarded, or lived away from the family? □ Yes □ No 

If yes, please explain: 

__________________________________________________________________________________________  
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
What are the major family stressors at the present time, if any? 
 
__________________________________________________________________________________________  
__________________________________________________________________________________________ 
 
Family Therapy 
 
Is more than one sibling is being seen by a therapist at Cura? □ Yes □ No 
 
If yes, then do you consent to conjoint sibling therapy? □ Yes □ No 
 
 
 
                
Parent Signature       Date 
 
 
                
Parent Signature       Date 
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