
Registration Form B                  CLIENT NAME or INITIALS........... .................. ............  
 

Medical & Psychiatric Hospitalizations, Surgeries, Injury/Illness History 
Y

O
U

 

DATES FACILITY  REASON OUTCOME 

………………..….………… ………….…………………..........   ………………………………………   …………...…………………………..……… 

………………..….………… ………….…………………..........   ………………………………………   …………...…………………………..……… 

………………..….………… ………….…………………..........   ………………………………………   …………...…………………………..……… 

………………..….………… ………….…………………..........   ………………………………………   …………...…………………………..……… 

CHECK IF OTHERS TO LIST:  

………………..….………… ………….…………………..........   ………………………………………   …………...…………………………..……… 

………………..….………… ………….…………………..........   ………………………………………   …………...…………………………..……… 

………………..….………… ………….…………………..........   ………………………………………   …………...…………………………..……… 

………………..….………… ………….…………………..........   ………………………………………   …………...…………………………..……… 

CHECK IF OTHERS TO LIST:  C
H

IL
D

 /
 A

D
O

. 

Personal / Relational 
CHECK RELEVANT BOXES TO RATE THE FOLLOWING: 

YOU: Less than 
usual 

Typical 
for you 

More than 
usual 

 CHILD/ ADO., (if relevant) Less than 
usual 

Typical 
for them 

More than 
usual 

Activity Level 

Affection 

Persistence 

Moodiness 

Intensity of emotional 
response               

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Activity Level 

Affection 

Persistence 

Moodiness 

Intensity of emotional 
response               

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INDICATE IF THERE IS A STRUGGLE WITH AREAS LISTED: 

YOU: Check if 
Yes,  

(area of 
struggle) 

IF ‘YES’, 
is it 

Typical 
for you? 

More than 

usual 

 CHILD/ ADO., (if relevant) Check if 
Yes,  

(area of 
struggle) 

IF ‘YES’, 
is it 

Typical 
for them? 

More than 
usual 

Depression 

Notable or ongoing anger 

Anxiety 

Grief 

Social Difficulties 

Detachment 

 

 

 

 

 

 

Y    N 

Y    N 

Y    N 

Y    N 

Y    N 

Y    N 

 

 

 

 

 

 

 Depression 

Notable or ongoing anger 

Anxiety 

Grief 

Social Difficulties 

Detachment 

 

 

 

 

 

 

Y    N 

Y    N 

Y    N 

Y    N 

Y    N 

Y    N 

 

 

 

 

 

 

INDICATE IF YOU HAVE EXPERIENCED THE FOLLOWING: 

YOU: Yes DETAILS—OR OTHER STRESSORS:  CHILD/ ADO., (if relevant) Yes DETAILS—OR OTHER STRESSORS: 

Frequent Moves  

Work or school problems 

Peer struggles or breakup  

Separation or Divorce 

Abortion 

Recent / impactful deaths  

 

 

 

 

 

 

……………………………………… 

……………………………………… 

……………………………………… 

……………………………………… 

……………………………………… 

……………………………………… 

 Frequent Moves  

Work or school problems 

Peer struggles or breakup  

Separation or Divorce 

Abortion 

Recent / impactful deaths 

 

 

 

 

 

 

……………………………………… 

……………………………………… 

……………………………………… 

……………………………………… 

……………………………………… 

……………………………………… 
 

Indicate a number 1 to 10 for each relationship, where  
1=Peaceful & 10=Highly Stressful.     (Comments) 

Mother: …………. 
Father:  …………. 
Brother(s): ……… 
Sister(s): ……….. 
In-laws: …………. 

………………………………………… 
………………………………………… 
………………………………………… 
………………………………………… 
………………………………………… 

 

RE: Child/Ado Client: Indicate a number 1 to 10 for each 
relationship. 1=Peaceful & 10=Highly Stressful.   (Comments) 

Mother: …………. 
Father:  …………. 
Brother(s): ……… 
Sister(s): ……….. 
In-laws: …………. 

………………………………………………. 
………………………………………………. 
………………………………………………. 
………………………………………………. 
………………………………………………. 

 

NOTE CLOSEST RELATIONSHIPS IN YOUR LIFE CURRENTLY.  WOULD YOU CONSIDER THEM YOUR SUPPORT NETWORK?—INDICATE Y OR N 

You:   1…………………………………………  2…………………………………………… 3………………………………………..……. 

Child/Ado: 1…………………………………… 2…………………………………………… 3……………………………………….……. 
 

BY FREQUENCY / USAGE, NOTE HOBBIES / STRESS RELIEVERS YOU ENJOY. DO YOU MAKE USE OF THESE WHEN STRESSED?—Y OR N 

You:   1…………………………………………  2…………………………………………… 3………………………………………..……. 

Child/Ado: 1…………………………………… 2…………………………………………… 3……………………………………….……. 

 


