
Your Family Clinic Social History
514 Old Richton Road                                        Child and Adolescent
Petal, MS 39465                                                                                                         601-580-1640    601-544-8935

Instructions:  It is very important that you anser all the items as completely and as detailed as possible. If you do
not know the answer to a question just put a question mark (?).  If the question does not apply to your child, just
put NA for not appropriate.  Your help on this is much appreciated.

Child’s name: ___________________________________________ Birth-date:_______________ Age: ______
Child’s address: __________________________________________________________  Zip Code: _________
Parent’s names:_____________________________________________________________________________
Parent’s home phone: ___________ work phone ___________ cell phone _________ Child’s phone _________
Child’s school: ______________________________________ Main teacher’s name: _____________________
Current grade in school _______ Current or last grades on report card __________________________________
Brother’s names and ages _____________________________________________________________________
Sister’s names and ages _______________________________________________________________________

In 3 or 4 sentences what do you feel is our child’s present problems?

When did the problem(s) begin or when did you first notice a change in your child’s behavior?_____________
How long has your child been having behavior and/or emotional problems? ____________________________
What promoted you to seek help at this time?

Has your child received previous psychiatric, psychological, counseling services or been hospitalized for
emotional/behavioral problems? _______ If yes, with whom? ____________________ When _______________
Who gave you the referral to Your Family Clinic? ________________________ Is it OK if we contact them? __
Name of Child’s Physician? _____________________________ When was the last visit? __________________
Medications your child is currently taking ________________________________________________________
Medications your child has taken in the past _______________________________________________________
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Please circle any of the following that apply to your child now and indicate for how long it has been a problem
(problem is defined as more than other children his/her age) (Please note:  yrs= years; mo = months):

poor attention span ____ yrs ____mo stealing ____ yrs ____mo

hyperactivity ____ yrs ____mo drug/alcohol use ____ yrs ____mo

easily distracted ____ yrs ____mo cigarettes ____ yrs ____mo

restless ____ yrs ____mo sadness ____ yrs ____mo

difficulty going to sleep ____ yrs ____mo fears ____ yrs ____mo

difficulty staying asleep ____ yrs ____mo anxiety ____ yrs ____mo

difficulty awakening ____ yrs ____mo crying ____ yrs ____mo

bed wetting ____ yrs ____mo worries ____ yrs ____mo

day time wetting ____ yrs ____mo irritable ____ yrs ____mo

soiling pants ____ yrs ____mo defiant ____ yrs ____mo

temper tantrums ____ yrs ____mo talks back to adults ____ yrs ____mo

temper tantrums that lasted
longer than 15 minutes  ____ yrs ____mo seeing things that are not there ____ yrs ____mo

aggressive ____ yrs ____mo hearing things that are not there ____ yrs ____mo

fighting ____ yrs ____mo nightmares ____ yrs ____mo

poor social skills ____ yrs ____mo repetitive behaviors ____ yrs ____mo

destructive ____ yrs ____mo compulsive behaviors ____ yrs ____mo

Birth Information

Pregnancy and Birth: If adopted, indicate at what age ____ If adopted, were  the natural parents a relative? ____
Parent’s ages when child was born: Mom______   Dad_______ Was the pregnancy planned? _______________
Was the pregnancy with this child normal? _______ Was the pregnancy full-term? ____ if no, how early? _____
Was the mother free of illnesses during the pregnancy? _____ if no, what? ______________________________
Was the mother free of emotional strain during the pregnancy? _____ if no, what? ________________________
Did the mother have morning sickness? _____ Was the mother pleased to learn she was pregnant? ___________
Was the mother free of blood pressure problems? ______ Any other difficulties during the pregnancy? ________
if yes, what were the other difficulties ___________________________________________________________ 
Did either parent use alcohol or drugs before the pregnancy? _____ if yes, whom? ________________________
Did either parent use alcohol or drugs during the pregnancy? _____ if yes, whom? ________________________
Was the mother ever hit during pregnancy? ____ if yes, by whom? _____________________________________
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Did the mother ever fall during pregnancy? ____ if yes, did it cause complications? ________ _______________
Was there a caesarian? ______ if no, Did the baby come out head first? _____ Were forceps used? ______ 
Did the baby begin breathing without difficulty? _____ Was the baby ever placed on oxygen? ______________
Were there any other problems during delivery? _____ if yes, what? ___________________________________
Length of labor _________ Was labor induced? ______ Birth weight ___________ Birth Length ____________
Was the baby well the first week? ____ if no, what were the concerns? _________________________________

Feeding, Digestion and Sleep Habits

Who was the primary caretaker during  infancy? _________ if other than mother, for how many years? ________
Was the child during the first year: irritable ___ fussy ___ listless ___ normally active __ very active __ quiet __
Did the baby ever experience colic? ____, experience stomach aches? _____ excessive vomiting? ____________
Did the baby receive all the immunizations? ____ 
Were there ever any problem after an immunization? ____ if yes, what _________________________________
Did the mother breast feed the baby? ____ if yes, for how long ______ if no, did the formula have to change ___
Were there any problems with feeding during the first three months of life? ____ if yes, what _______________
Were there any problems establishing sleep patterns during the first year of life? ___ if yes, what ____________
Were the infant’s bowel movements alright? ____ if no, what ________________________________________
Has your child ever had a problem with appetite? ____ if yes, what ____________________________________
Have you noticed any food sensitivities in your child? ___ if yes, what foods _____________________________
Does or did your child ever snore? ___ at what age and for how long ___________________________________

Medical Information 

Has your child ever been hospitalized?____ if yes, for what _ _________________________________________
Has your child ever had a fever of a 104 or above? ___ if yes, when ____________________________________
Has your child had normal urination? ____ Has your child’s hearing been checked? _____ Eyesight checked?___
Has your child had a physical recently?____ Any problems?___ if yes, what _____________________________
Please circle any of the following that your child has had and indicate your child’s age (or ages) at the time:

measles (age ____) mumps (age ____) knocked unconscious  (age ____)
chicken pox (age ____) whooping cough (age ____)   drug reactions (age ____) _________
pneumonia (age ____) motor tic (age ____) spider bite (age ____)
asthma (age ____) seasonal allergies (age ____) operations (age ____) ____________
roseola (age ____) tonsillectomy (age ____) head injury (age ____) ____________
convulsions (age ____) seizures (age ____) accidents or falls (age ____) _______
headaches (age ____) bronchitis (age ____) broken bones (age ____)__________
eczema (age ____) psoriasis  (age ____) other skin problems (age ____) _____
white coating on tongue (age ____)   fissures or cuts in tongue (age ____)  white spots on finger nails (age ____)

Developmental Information 

At what age did your child sit up? ________ stand alone? ________ walk? ________ say first word? _________
At what age did your child speak first sentence? ______ cut first teeth? ______ become bowel trained?________
At what age did your child first ride a tricycle? _______ bicycle _____ stop taking naps?_______________
Were there any delays in development? _____ if yes, what areas of development? _________________________
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Trauma
Please describe any incidents of sexual, physical or emotional abuse.

Has your child ever been sexually inappropriate? ____ if yes, please describe:

Please describe any accidents that your child has been involved in:  

Has there ever been any domestic violence or spouse abuse while your child has been alive? ____ if yes, please
describe:

Has your child lost a significant family member or friend? _____ if yes, please describe:

Relationships

Please describe the history and quality of the child’s relationship with his or her:

Mother:

Father:

sibling(s) and extended family:

friends:

School History

Has your child ever been placed in special education? ___ if yes, what for what subjects ____________________
Has your child ever failed or repeated a grade? ___ if yes, what grades __________________________________
Has your child ever done well on a subject and then do consistently poorly? _____ if yes, what subject? _______
How well does your child read? ______ do math? _________ spell? ________ comprehend? _______________
Has your child ever had discipline problems in school? ____ if yes, what grades __________________________
Who took your child to school for the first day of school? _______ What was child’s reaction? ______________
Did your child have difficulty separating from a parent when going to school? ______ if yes, at what age? _____
Has your child ever had psycho-educational testing? ___ if yes, when, by whom and for what purpose?:
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Family History

Parental History:
Current marital status of primary caretaker _____________ How many times have you been married? _______
If currently married, how long have you been married? __________ How is the marriage? _________________
Have any of the child’s parents been divorced? ______ if yes, who? __________ How old was the child when
the divorce occurred? _____________ How often does the child see the non custodial parent? _______________

If currently married, please describe the current marriage relationship by circling the following that apply:

verbal arguments physical violence name calling lack of respect
excessive work affairs lack of time together parenting disagreements
love kindness respect displays of affection
quality time together common interests fun other __________________________

Describe both parents education:

Work history:

Parents’ interest, hobbies, and activities:

Medical: Please describe any parent problems in any of the following:
Health:

Physical:

Emotional:  

Thinking:

Behavioral:

Please describe any previous or current psychological treatments for either of the parents including any history of
psycho-tropic medication:

Describe any financial problems:

Describe parent’s legal history:

Please describe any parent’s problems with relatives or friends:

Please describe any parent’s problems with work or employment:
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Mother’s current place of employment and # of hours work per week ___________________________________
Father’s current place of employment and # of hours work per week ___________________________________
Caretaker’s (if other than mother) place of employment and # of hours _________________________________
Step parent (if appropriate) place of employment and # of hours _______________________________________
Does any other child in the family have behavior, academic, or emotional problems? _____ if yes, please
describe:

Please indicate which family members have experience any of the following.  Please include and indicate parents
(m for mother, f for father), step father (sf), step mother (sm), siblings (s), maternal grandparents (mgf, mgm),
paternal grandparents (pgf, pgm), current caretaker (cc), maternal aunts (ma), maternal uncles (mu), paternal
aunts (pa), paternal uncles (pu), maternal cousin (mc), and paternal cousin (pc): 

anxiety ____________ depression ____________ anger control ____________

bipolar disorder ____________ mood swings ____________ compulsive behaviors ______

panic attacks ____________ irritability ____________ aggression ____________

sexual abusing others _________ physically abusing others ____________ neglecting others __________

sexual abuse victim ____________ physical abuse victim ____________ neglected ____________

mental problems ____________ hospitalized for emotions ____________ sleep problems ____________

stealing ____________ lying ____________ setting fires ____________

juvenile sentences ____________ arrested ____________ jail or prison time _________ 

destruction ____________ impulsivity ____________ hyperactive ____________

inattentive ____________ learning problems ____________ sleeps too much __________

went to college ____________ dropped out of high school ____________ has lots of money __________

mentally retarded ____________ high blood pressure ____________ fatigue ____________

drug use ____________ excessive alcohol use ____________ special education __________

running away ____________ extra marital affairs ____________ severe trauma ____________

counseling ____________ psychosis (hallucinations) ____________ seizures ____________

headaches ____________ personality problems ____________ bed wetting ____________

6



Home Behavior Management    

Please describe any problems in managing your child’s behavior:

Please describe your form or forms of discipline and how effective are they:

Please rate the child’s mother or care taker in the ability to be consistent in discipline (0 = totally inconsistent and
10 being totally consistent) _____.  Please rate the child’s father ________.   Please rate grandparent’s _______.
How many hours does the child’s mother spend with the child per day? ______ father _____ grandparents ____. 
What kind of activities do you do with your child per day?

What activities do you do with your child per week?

Have your child’s behavior problems had a negative emotional impact on you and/or your spouse? _____ if yes,
please describe:

What are your child’s strengths.  What is he or she good at?

What are your child’s weakness (that have not already been mentioned).

What do you think has caused your child’s problems?

What do you think might help solve your child’s problems?

What do you see your role will be in your child’s process of change?

What (if anything) do you aor your spouse want to change as parents or persons?
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Child’s Substance Use (if appropriate)

Have you suspected your child uses any of the following?  If so, please circle and indicate if you think it is a big
problem (bp), moderate problem (mp) or not a problem (np).

cigarette smoking ____________ chewing tobacco ____________ energy drinks ____________

caffeine pills ____________ alcohol ____________ inhalants (gas, glue) ________

marijuana (pot, THC, hashish) __________ amphetamines (speed, diet pills) _________

cocaine ____________ crack ____________ opiates (heroin) ___________

pain pills ____________ misuse of Ritalin ____________ prescriptions ____________

ecstacy ____________ spice ____________ LSD ____________

mushrooms ____________ other ______________________

Miscellaneous Information (if appropriate)

Is your child sexually active? ____ if yes, please describe how you know and how long your child has been
sexually active:

Does your child attend church? ________ if yes, which church? _________________ and please describe their
attitude about attending church:

Please comment on anything else you feel is important:
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