Child/Adolescent Assessment

Please respond to the following for each child:

Child’s Name: ________________________________________          DOB:__________/Current Age______ Sex:____

HIV status:   (  ) Negative     (  ) Undetermined     (  ) Asymptomatic     (  ) Symptomatic     (  ) Pediatric AIDS

In care of, if different than client:  (  ) Foster Parent     (  )  Kinship Foster Parent     (  ) Other Relative _________________________________




            (  ) Group Home/Residence     (  )  Emancipated Youth     (  ) Other ________________________________

Name:________________________________________________________________________Phone:________________________________

Address:______ _____________________________________________________________________________________________________

Other Identifying information:

Medical:

Provider Name:________________________________________________________Contact:_______ ____________________ _____

Address: _____________________________________________________________Phone:_______________ ___________________

Other Care Provider:____________________________________________________Contact:__________ ___ ___________________

Address: _____________________________________________________________Phone:_______________ ___________________

Frequency of Visits:                                                                                                        Immunizations up to date?  (  ) Yes  (  )  No

Medications:

Identify any pertinent health issues:

Developmental Observation Comments:

Identify referrals needed (e.g., medical evaluation, developmental evaluation, home care, therapy):

Education:                                                                                               Grade:_________

School:______________________________________________________________Address:_  _______________________________ _

Contact Person:________________________________________________________Phone:_   ________________________________

Identify progress/problems in school:

Other Early Childhood/Day Care/ Special Education Programs (identify):

Education      (  )  Early Stimulation Program     (  )  Head Start     (  )  Other:___________________________

Name:_____________________________________________________________Address:____________________________________

Contact Person:________________________________________________________Phone:_   ________________________________

Comments:

Identify referrals needed:

Child Welfare:

Have there been allegations of child abuse/neglect?                                     Case Opened?                      Date:

If yes, identify agenc(ies) involved: (  ) Prevention       (  ) Protective Svs.      (  ) Foster Care      (  ) Other_________________________

Agency:___________________________________________________Address:____________________________________________

Child Welfare (cont.)
Contact Person:_____________________________________________Phone:_   ___      ___________________________________________
Case Pending?                                                                                            Outcome:_________________________________________________

Court Date?                                                                                                Outcome:_________________________________________________ 

Comments:

Identify referrals needed:

Guardianship:

(  ) Guardianship finalized

Name:______________________________________________________Phone:__________________________ ________________________

Address:____________________________________________________________________________________________________________

Comments:

(  )  Pending legal referral

Agency:____________________________________________________Address:________ _________________________________________

Contact:____________________________________________________Phone:___________________________________________________

Comments:

(  ) Parent not ready to address issue

Comments:

Identify referrals needed:

Other Agencies Serving the Child/Adolecscent:

Agency/Service                                                                              Contact                                                                  Phone

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other:

Include relevant information such as mental health, family interactions, problem behaviors, recreational activities, coping mechanisms:

___________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
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