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Creative Flow

770 US 206

Hillsborough, NJ 08844

Creative Flow Therapy Services LLC

Creative Journeys LLC


                                                     Initial Parent Intake           Client #______________
for a Child

Date:_________________
Name of Child:______________________________________________D.O.B.______________________
Name of Parent/Guardian:   _____________________________________________________________

Address:______________________________________________________________________________

Preferred Phone Number: ______________________________________________________________

Okay to leave message on preferred phone?     Yes           No     

Secondary Phone Number: ______________________________________________________________

Okay to leave message on secondary phone?________________________________________

e-mail address: _______________________________________________________________________

Okay to communicate around scheduling and billing via e-mail?___________________

Name of Parent/Guardian:   _____________________________________________________________

Address:______________________________________________________________________________

Preferred Phone Number: ______________________________________________________________

Okay to leave message on preferred phone?     Yes           No     

Secondary Phone Number: ______________________________________________________________

Okay to leave message on secondary phone?________________________________________

e-mail address: _______________________________________________________________________

Okay to communicate around scheduling and billing via e-mail?___________________

Marital Status: 

Unmarried_________Married_____________ Separated_____________ Divorced____________

Who currently lives in the household with you and  your child?

Name:  _____________________________Age _________Relationship/Role_______________________

Name:  _____________________________Age _________Relationship/Role_______________________

Name:  _____________________________Age _________Relationship/Role_______________________

Name:  _____________________________Age _________Relationship/Role_______________________

Name:  _____________________________Age _________Relationship/Role_______________________
If one or both parents do not live in the home, how often does your child have contact with 

parent(s)? __________________________________________________________________________ 

What is the custody agreement? _________________________________________________________

Guardian/Person Responsible for Account :  ______________________________________________

EMERGENCY CONTACT INFORMATION(please list two people we have permission to contact in case of emergency)

Name: __________________________________ Relationship: ___________________________

Home Phone: _______________  Work Phone: _______________ Cell Phone: _________________

Name: __________________________________ Relationship: ___________________________

Home Phone: _______________  Work Phone: _______________ Cell Phone: _________________
CULTURAL BACKGROUND:

What is the cultural background of your child? _______________________________________

Of your family? _________________________________________________________________
What, if any, is the religious affiliation of your child? ___________________________________
Of your family? __________________________________________________________________

To what extent does your culture impact your family life?  

Very much 
  Somewhat   

Slightly  
Not at all

EDUCATION:

Child’s School: ________________________________________________________________________

Grade in School:______________________________________________________________________

Does your child have an IEP or 504 Accommodations?_________________________________________
Within the school setting, what are your child’s 

Strengths? ________________________________________________________________________

Challenges? _________________________________________________________________________

MEDICAL AND MENTAL HEALTH HISTORY:

Current allergies: ____________________________________________________________________

Has your child had any of the following:  Allergies
Ear Infections

Asthma
___________________________________________________________________________________
Any concerns with:   Vision or Hearing:
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Previous hospitalizations/Surgeries: _____________________________________________________________________________________Current Diagnoses:_____________________________________________________________________

-----------------------------------------------------------------------------------------------------------------------------------------Past Diagnoses: ________________________________________________________________________
Current Medications:____________________________________________________________________
Has your child had previous involvement or treatment with other professionals, social systems, or organizations?  Yes     No

------------------------------------------------------------------------------------------------------------------------------------------When and With Whom?: ______________________________________________________________________________________________________________________________________________________________________
Benefits noted from treatment:___________________________________________________________

Is your child in any treatment currently?  Yes   No

With Whom?: _________________________________________________________________________

Benefits noted:_______________________________________________________________________

DEVELOPMENTAL HISTORY
SOCIAL-EMOTIONAL:
How would you describe your child’s temperament?

How does your child relate with other children?

With adults?

When is your child most happy?  How is happiness expressed?

What fears, worries, or anxieties does your child have?  How are they expressed?

When does your child feel angry?  How does your child express anger?  Are there any aggressive behaviors toward self or others that are of concern?

Has your child ever expressed thoughts or intent to harm him or herself?

When does your child feel hurt or sad?  How does your child express sadness?

How does your child react to changes and transitions?  What helps your child during times of transition?
Describe any concerns regarding sleeping, eating, or toileting.
How does your child feel about him or herself?

What concerns do you have regarding your child’s social-emotional development?

What supports are currently in place to address those concerns?
COMMUNICATION:
Briefly describe how your child communicates his or her needs, wants, and ideas to you and to others.

What concerns do you have around your child’s ability to communicate with you and others?

What supports, if any, does your child currently receive to aid with communication and language development?

FOCUS/COGNITION/PLAY:

How does your child spend his or her free time?  What does s/he like to do when playing alone?

With others?  

What does your child enjoy most about school?

What concerns do you have about your child’s ability to focus, his/her cognitive development, or academic development?

What supports, if any does your child currently receive to address needs in the areas of focus, cognition, or play skills?
BODY AWARENESS and MOTOR SKILLS:

What kind of physical activity does your child enjoy?

What concerns do you have about your child’s motor development (fine or gross motor)?

What concerns do you have about your child’s awareness of his/her body in relation to others?

What supports, if any, does your child currently receive to address needs in the areas of motor skill development?
SENSORY INTEGRATION:

What is your child’s preferred form of sensory input? (sound, sight, touch, smell, taste)  
Does your child show any sensitivities to sensory input (sound, visual, light, touch, texture, movement, types of food, etc.)?

Does your child have any difficulties in processing sensory input (auditory, verbal, visual, tactile, propriorceptive, vestibular)?
What happens when your child is having difficulty maintaining a calm and regulated state?

What supports, if any, does your child currently receive to address sensory integration needs?
FAMILY HISTORY:
Who do you consider to be members of your child’s family?
What do you consider the strengths of your family?

In the past year, what significant changes, stressors, or transitions have happened in your family?  (ie. Birth, adoption, death, separation, divorce, loss of employment, change in school, serious illness, foster care,  substance abuse, etc.)

Who in your life is a support to you, your family, and/or your child?
What three adjectives describe your child?

What three adjectives would you use to describe your relationship with your child?

PRESENTING CONCERNS:
What are your child’s 3 greatest strengths?

Why have your brought your child for creative arts therapy services?  What are your hopes for your child

 in creative arts therapy?  What changes would you like to see?
REFERRAL SOURCE

How did you hear about our clinic?  Check all that apply:

Phone Book ___    Website ____  Primary Care Physician ____  Other ____
Please provide name, if applicable: __________________________________

THE CONTENTS OF THIS SCREENING FORM ARE CONFIDENTIAL AND WILL NOT BE RELEASED WITHOUT WRITTEN PERMISSION FROM CLIENT/PARENT/GUARDIAN.
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