Riley Child and Adolescent Psychiatry Clinic Patient Information Form
 This form (to be completed by the child’s caregiver) and a Provider Information Form (completed by the child’s healthcare provider) 
are both required before patients will be scheduled. The two forms may be submitted separately.
Patient Information
	Child’s Name       
	Date of Birth                                          
	Age       

	Street Address      

	City/State      
	Zip Code      

	Parent/Guardian Name      

	Preferred Phone       
	Alternate Phone       


Provider Information (physician, psychologist, or licensed mental health provider information required)
	Name      
	Office Phone      


Insurance Information 
	Company      
	Policyholder      

	ID & Group #      

	Mental Health Benefits Phone #       
	Customer Service Phone #      

	Please note: Mental health benefits often are listed on insurance cards in a separate area; review your benefit card carefully. 


Secondary Insurance Information 
	Company      
	Policyholder      

	ID & Group #      

	Mental Health Benefits Phone #       
	Customer Service Phone #      

	Please note: Mental health benefits often are listed on insurance cards in a separate area; review your benefit card carefully. 


Mental Health Concerns and History

	1.  Please list your child’s symptoms/behaviors of concern:      

	

	

	

	

	

	

	2. What is your primary goal for this appointment?      

	

	

	

	3.  Check below all services that you are interested in for your child:               

	 FORMCHECKBOX 
 Clarification of Diagnosis                    FORMCHECKBOX 
  Psychotherapy/Behavioral Training                FORMCHECKBOX 
  Autism Workshops                

	 FORMCHECKBOX 
 Medication Treatment                        FORMCHECKBOX 
  Psychological Testing                               

	4.  Has your child previously had any treatment for mental health symptoms?                                 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5.  Has your child ever been given a mental health diagnosis (i.e. ADHD, Depression, Autism)?     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If yes, what diagnoses? If no, what diagnosis do you suspect?      

	

	

	

	6.  List all outpatient clinics or mental health centers (i.e. Midtown or Gallahue) that your child has visited for the treatment of mental health symptoms within the past two years:  

	Clinic or Center
	Reason for Visits
	Estimated # of Visits

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Child’s Name      
	Date of Birth                                          

	7.  Has your child ever had inpatient or residential treatment for mental health symptoms?        FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, list below:                            

	Facility
	Reason for Hospitalization 
	Dates of Stay

	     
	     
	     

	     
	     
	     

	     
	     
	     


Allergies, Medications, and Medical Concerns
	8. Does your child have any known medication allergies?                                                                    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	If yes, list:      

	9. Does your child have any other known allergies?                                                                               FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	If yes, list:      

	10. Has your child ever taken vitamins, nutritional supplements or other non-prescription medications to treat mental health concerns (i.e. autism, ADHD)? If yes, list any treatments ever taken below:       FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No                                                                           

	Treatment Name
	Dose

(how much & how often)
	Date 

Started
	Date 

Stopped
	Why Stopped

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	11. List all current medications and doses below:  

	Medication
	Dose (how much & how often)

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	12.  List all past medications used for emotional or behavioral problems below:  

	Medication Name
	Dose 

(how much & how often)
	Date Started
	Date Stopped
	Why Stopped

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	13.  Is your child currently being treated for any medical illnesses?                                                   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	If  yes, please list:      

	14.  Has your child ever had surgery or been hospitalized for medical reasons?                              FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Facility
	Reason for Surgery or Hospitalization
	Dates

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Child’s Name      
	Date of Birth                                          


Child’s Personal and Education/School History
	15. Please write the age at which your child was able to do the following things.  It is okay if your child is not able to do some of these yet.

	First walked?      
	Was toilet trained?      

	Said first words?      
	Used 2-3 word phrases with meaning?      

	16. Has your child had any loss of skills for the milestones listed above?                                         FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	If yes, what skills were lost and at what age? Please list below:

	Skill
	Age of child when skill lost

	
	

	
	

	
	

	17. Has your child ever been in a natural disaster?                                                                                      FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No                                                  

	18. Had legal problems (i.e. court appearance, probation)? FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No                                  

	19. Received any of the following services listed below:                   

	Physical Therapy  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No          Speech Therapy  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No            Occupational Therapy   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	20. Has your child ever received any special education services at school?                                            FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	21. Does your child have an IEP (Individualized Education Plan)?                                                             FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	22. Has your child had significant disciplinary actions (i.e. suspensions, expulsions) at school?         FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	23.  Has your child had social problems (i.e. isolated or difficulty getting along with peers)?             FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	24. Have teachers voiced concerns about your child’s success at school?                                              FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If yes, please list teacher concerns about your child’s success at school:      

	

	

	

	


Demographic and Birth Information

	25. Race  (Check all that apply) 
	 FORMCHECKBOX 
 Caucasian  
	 FORMCHECKBOX 
 African-American
	 FORMCHECKBOX 
 Hispanic-American
	 FORMCHECKBOX 
 Biracial 

	 FORMCHECKBOX 
 Asian- Pacific American
	 FORMCHECKBOX 
 Native American
	 FORMCHECKBOX 
 Other (specify):

	26.  Age of biological mother at child’s birth      
	27. Number of previous pregnancies      

	28. Was biological mother exposed to toxins in pregnancy (i.e. medications, tobacco, street drugs, alcohol)?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No

	If yes, list toxins:      

	29. Any complications during this pregnancy?                                                                                              FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

	If yes, check all that apply:                              FORMCHECKBOX 
Bleeding          FORMCHECKBOX 
Bed rest required    FORMCHECKBOX 
 Others, please list below:

	     

	30. Full-term                                                                FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	31. Child’s birth weight      

	32. Child home within 3 days after birth?              FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
	If not, please list cause below:

	     


Family/Home Information

	33. Potential stress history for child (check all that apply):                              FORMCHECKBOX 
 Arrest/convictions of family members

	 FORMCHECKBOX 
  Parental divorce
	 FORMCHECKBOX 
 Parent separation or marital problems
	 FORMCHECKBOX 
  Exposure to firearms in home

	 FORMCHECKBOX 
  Domestic violence
	 FORMCHECKBOX 
  Serious illness in family
	 FORMCHECKBOX 
 Death in family

	 FORMCHECKBOX 
  Others, please list: 

	Child’s Name      
	Date of Birth                                          

	34. List all immediate (biological) family members. Also list others living in the home.

	Relation
	Name
	Age
	Living in Home?
	Children: current grade in school 

Adults:  highest level of education

	Bio Father 
	     
	     
	     
	     

	Bio Mother
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	35.  Are there any biological family members of the child who have had any of the following?  

     1.  Significant medical conditions (i.e. seizures, sudden death)    

      2.  Autoimmune disorders (i.e. lupus, multiple sclerosis)

      3.  Psychiatric conditions (i.e. anxiety, depression, schizophrenia, bipolar disorder, obsessive compulsive disorder, ADHD)

      4.  Neurological conditions (i.e. mental retardation, learning problems, language delay, tics)

      5.  Drug/alcohol problems 

	Relationship to Child 

(father, mother, brother, sister, grandmother, cousin, uncle, etc.)
	Name or Description of Conditions

Please include all categories listed above

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	Please fax form to: 

(317)948-0609


	Or mail to:  

New Appointments, Riley Child and Adolescent Psychiatry  Clinic       
Riley Hospital for Children,  Room 4300
702 Barnhill Drive  Indianapolis, Indiana 46202-5200  

	Please note - We will contact you once we receive:

· Completed Provider Information Form (from your child’s physician or provider – may be sent separately)

· This completed Patient Information Form (36 questions on four pages)


36.  Our clinicians are part of Indiana University School of Medicine, a research and academic training center. Would it be OK for one of our research staff to call or send you information about research or education opportunities for patients at our center?                          FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
Riley Child and Adolescent Psychiatry Clinic       Christian Sarkine Autism Treatment Center
   Riley Consultation and Liaison Service
(317) 944-8162       Fax (317) 948-0609                                                                   
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