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GENERAL HEALTH PROFILE FOR CHILDREN AND YOUTH

Child’s Name: _____________________________
       Date: _____________________________
Child’s Date of Birth: ________________________
       Age:  ___________    Grade: __________
Pediatric Symptom Checklist (PSC):
	
	
	Never (0)
	Sometimes (1)
	Often (2)

	1. Complains of aches and pains 
	1 
	_______
	_______
	_______

	2. Spends more time alone 
	2 
	_______
	_______
	_______

	3. Tires easily, has little energy 
	3 
	_______
	_______
	_______

	4. Fidgety, unable to sit still 
	4 
	_______
	_______
	_______

	5. Has trouble with teacher 
	5 
	_______
	_______
	_______

	6. Less interested in school 
	6 
	_______
	_______
	_______

	7. Acts as if driven by a motor 
	7 
	_______
	_______
	_______

	8. Daydreams too much 
	8 
	_______
	_______
	_______

	9. Distracted easily 
	9 
	_______
	_______
	_______

	10. Is afraid of new situations 
	10 
	_______
	_______
	_______

	11. Feels sad, unhappy 
	11 
	_______
	_______
	_______

	12. Is irritable, angry 
	12 
	_______
	_______
	_______

	13. Feels hopeless 
	13 
	_______
	_______
	_______

	14. Has trouble concentrating 
	14 
	_______
	_______
	_______

	15. Less interested in friends 
	15 
	_______
	_______
	_______

	16. Fights with other children 
	16 
	_______
	_______
	_______

	17. Absent from school 
	17 
	_______
	_______
	_______

	18. School grades dropping 
	18 
	_______
	_______
	_______

	19. Is down on him or herself 
	19 
	_______
	_______
	_______

	20. Visits the doctor with doctor finding nothing wrong 
	20 
	_______
	_______
	_______

	21. Has trouble sleeping 
	21 
	_______
	_______
	_______

	22. Worries a lot 
	22 
	_______
	_______
	_______

	23. Wants to be with you more than before 
	23 
	_______
	_______
	_______

	24. Feels he or she is bad 
	24 
	_______
	_______
	_______

	25. Takes unnecessary risks 
	25 
	_______
	_______
	_______

	26. Gets hurt frequently 
	26 
	_______
	_______
	_______

	27. Seems to be having less fun 
	27 
	_______
	_______
	_______

	28. Acts younger than children his or her age 
	28 
	_______
	_______
	_______

	29. Does not listen to rules 
	29 
	_______
	_______
	_______

	30. Does not show feelings 
	30 
	_______
	_______
	_______

	31. Does not understand other people’s feelings 
	31 
	_______
	_______
	_______

	32. Teases others 
	32 
	_______
	_______
	_______

	33. Blames others for his or her troubles 
	33 
	_______
	_______
	_______

	34. Takes things that do not belong to him or her 
	34 
	_______
	_______
	_______

	35. Refuses to share 
	35 
	_______
	_______
	_______

	Total score ______________
	
	
	
	

	Does your child have any emotional or behavioral problems for which she or he needs help? 
	(     ) N 
	(     ) Y 

	Are there any services that you would like your child to receive for these problems? 
	(     ) N 
	(     ) Y 

	If yes, what services?________________________________________________________________


Current Life Stressors (Circle all those that apply):

Marriage

Financial



Health

Anticipated Moves or Career Change

Other: ______________________________________
Mental Health History

1. Has your child ever been hospitalized for mental health reasons?
YES _______
NO _______
2. Has your child ever been under the care of a Psychiatrist? 

YES _______
NO _______
3. Has your child ever been under the care of a Neurologist?

YES _______
NO _______
4. Has your child ever been prescribed medications for (circle those that apply):


Inattention

Anxiety

Depression/Mood swings


Aggression/Impulsive Behaviors

Other: ___________________

5. Has your child ever seen or is seeing a: 


Counselor
YES _______
NO _______
CURRENTLY _______

Therapist
YES _______
NO _______
CURRENTLY _______

Social Worker
YES _______
NO _______
CURRENTLY _______

Psychologist
YES _______
NO _______
CURRENTLY _______
6. Has your child ever had (circle those that apply):


Formal Educational Testing

Neuropsychological Testing


Personality Testing/Vocational

MAPP


Terra Nova



Iowa Basics


Standard Achievement 


WISC


Woodcock/Johnson


Other: ___________________

7.  Has your child ever:

Smoked cigarettes? 

YES _______
NO _______

Used alcohol? 


YES _______
NO _______

Used drugs?


YES _______
NO _______

Misused other substances? 
YES _______
NO _______
Had treatment for substance abuse? YES _______
NO _______
Family History

1. Please provide the information of the following people; if applicable:



Name




         Mental / Medical Health Issues
Mother: ___________________________

    ______________________________


Guardian/Other: ____________________

    ______________________________
Father: ___________________________

    ______________________________
Guardian/Other: ____________________

    ______________________________

Stepmother: _______________________

    ______________________________
Stepfather: ________________________

    ______________________________
2.  Please provide the information of the patient’s siblings:

Name


Age


         Mental / Medical Health Issues
___________________
         ________
         
   
 ______________________________
___________________
         ________
         

______________________________ 

___________________
         ________                           ______________________________
___________________
         ________                         
______________________________
Prenatal Care

1. Did mother have complications from any of the following when pregnant? (circle those that apply)

Premature Labor
Excessive Weight Gain

Swelling/Water Retention
Headaches

Hypertension


Vaginal Bleeding

Sugar in Blood

Infections


Measles




Urinary Tract Infection
Exposure to radiation

Other: __________________
2. Was pregnancy planned? 


YES _______
NO _______

3. During pregnancy did mother smoke?

YES _______
NO _______

4. During pregnancy did mother use alcohol?
YES _______
NO _______


5. During pregnancy did mother take drugs?
YES _______
NO _______
6. During pregnancy was mother prescribed medications? 
YES _______
NO _______
Birth
1. Hospital/City: ________________________________________________________________
2. Was your child (circle the one that best fits):


Premature

Full Term

Post Term

3. How long was the labor? _______________________________________________________

4. Was delivery (circle the one that best fits):


Spontaneous

Forceps
Cesarean Section [Repeat, Emergency]

5. Were there complications at delivery?

YES _______
NO _______
6. Was labor induced? 

YES _______
NO _______
7. Was the presentation at birth (circle the one that best fits):


Head First (Normal)
Feet First
Sideways
Breech

8. What was the child’s birth weight? _________________
Length? __________________
9. APGAR scores: ______________________________________________________________

10. What was the child’s length of stay in the hospital? _________________________________
 Nutrition / Sleep
1. Was the child: (Circle those that apply)



Nursed

Bottle Fed

Lactose Intolerant

Colicky



2. Did the child have any problems with feeding? 

YES _______
NO _______

3. Did the child have any difficulties establishing sleep routines?
YES _______
NO _______

4. At what age did the child start sleeping through the night? ___________________________
Growth & Development

1. Check all the Fine Motor Milestones your child achieved: 

· Sat by 6 months
· Crawled by 8 months

· Stood alone by 12 months

· Walked by 16 months

· Undressed and dressed by 2 ½ years

· Pedaled tricycle by 4 years

· Reached for objects by 4 months
· Thumb & finger grasp by 1 year

· Held & drank from a cup by 1 ½ years

· Fed self by 2 years

· Caught ball by 3 years

· Used pencil by 4 years

· Toilet trained by 4 years

2. Check all the Language Milestones your child achieved:

· Said single words other than “mama” & “dada” by 1 year
· Used phrases (two to three words) by 1 ½ years

· Used sentences by 3 years
3.  Please list any other developmental concerns you have had:

Health History

1. Does the patient have a history of:



Previous serious illnesses
YES _______
NO _______


Previous serious accidents
YES _______
NO _______


Previous surgeries

YES _______
NO _______


Previous hospitalizations 
YES _______
NO _______

If yes, please explain:___________________________________________________________


____________________________________________________________________________

2. Does the patient have a history or current issues with: 


Seizures 
YES _______
NO _______


Concussions
YES _______
NO _______


Migraines
YES _______
NO _______


Fainting

YES _______
NO _______
3. Any recent physical symptoms (Please explain): __________________________________________________________________________________________________________________________________________________________

4. If female and if applicable:


Girl’s last menstrual date: _________________


Has the girl missed any periods? YES _______
NO _______
(How many missed?)

If yes to missed periods, is the girl pregnant? 
YES _______
NO _______
Immunizations and Screening Tests


Are the child’s immunizations and tests up to date? 
YES _______
NO _______
Do you have a family doctor / pediatrician / health clinic that you take your child to for medical care and/or check up?           
YES _______
NO _______
If YES, please list the name and telephone number of your doctor or clinic.
____________________________________________

(____)__________________
Is your child currently taking any medications? 
YES _______
NO _______

If YES, please provide the following information:


      Name of Medication


  Dosage

      Prescribing Doctor
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_________________________________          _____________________________

Signature of patient
Date


     

Signature of Reviewing Physician    Date
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