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ORCHARD PLACE

BIO/PSYCHO/SOCIAL HISTORY
DATE  _____/_____/_____

PART I:

Please complete the following information to the best of your ability.  This information is critical to the treatment that your child and family will receive. Full and accurate information is necessary.  Please return this form to the Orchard Place admissions personnel.

Person filling out form: _________________________________________________________

Relationship to the child: _______________________________________________________

CHILD’S NAME: _____________________________________________________________________________




First


Middle


Last
Nickname: _________________________
Birth date: ___/____/____
Age: ____

City/State Born In: _________________________   Religious Preference: ________________

Address: _____________________________________________________________________




Number & Street


City

State

Zip

Legal Status (including date of adjudication): CINA   _____   Delinquent _____    None ___
Legal custodian of the child: ___________________________________________________
Mother





Father

Name: ________________________________
Name: ________________________________

Step-father: ___________________________
Step-mother: ___________________________

Address: ______________________________
Address: ______________________________

______________________________________
 ______________________________________


(if different from the child)


 
(if different from the child)

Telephone:  Home #: ____________________
Telephone: Home #: _____________________

Occupation: ___________________________
Occupation: ___________________________

Work #: _______________________________
Work #: _______________________________

 Cell #:  _______________________________ 
Cell #:  ________________________________
Military history / service record of the parents: ________________________________________
SECRETARY:  DO NOT THIN

Adm:117   rev: 11/11 ldw
REFERRING BEHAVIORS/SYMPTOMOLOGY
The biggest problems my child has currently are:  (list behaviors, age of onset and examples)
	

	

	

	

	


Current services the family is receiving: ____________________________________________________

	

	

	


DEVELOPMENTAL
Before birth:





Yes/No





                   Additional Information if necessary:

___/___Was the pregnancy planned?

_____________________________________________
___/___How many pregnancies have you had?
_____________________________________________
___/___ Any problems or complications with your child during pregnancy? ____________________________

        ________________________________________________________________________________
What was your reaction and your partner’s reaction to the pregnancy? ________________________________
________________________________________________________________________________________
During pregnancy:




Yes/No





                  Additional Information if necessary:
How did you feel physically during the pregnancy? 

 ______________________________________             
___/___Any health problems during the pregnancy? 

______________________________________
___/___Did you have regular checkups?


______________________________________
___/___Accidents?





______________________________________

___/___Abuse?





______________________________________

___/___Any viral illness during pregnancy?


______________________________________
___/___Medications during pregnancy?


______________________________________

___/___Use of cigarettes during pregnancy?
How Many? 
______________________________________
___/___Use of alcohol or street drugs during pregnancy?
______________________________________
Which drugs were used and how frequently were they used?
______________________________________  
_______________________________________________________________________________________
Other: _________________________________________________________________________________


Labor/ delivery:





Yes/No





Additional Information if necessary:
___/___Significant medical problems from delivery on, e.g.,

   
       born prematurely, or seizures?_________________________________________________________
___/___Were you given any medications during labor or delivery?


       _________________________________________________________________________________
___/___ Anesthetic used during delivery?_______________________________________________________
___/___ Was oxygen required for the child after delivery? 
_______________________________________
___/___Complications following delivery?





Mother? _____________________________________________________________________________

____________________________________________________________________________________

Child?________________________________________________________________________________  
Age of mother at child’s birth_________________________________________________________________

Delivery: Full term____
Premature____           Normal delivery____
            C-section delivery ____
Birth weight__________
      Infant development:
When did your child?:


Sit__________mos.


Crawl_______ mos.


Walk________mos.


Say words__________mos.


Say sentences_______mos.


Toilet trained   _______mos.
Yes/No





Describe (include age of onset of problems):
___/___Any difficulties separating from you?
____________________________________________________
___/___Speech problems?


____________________________________________________
___/___Ever suspected of being mentally retarded? ______________________________________________
___/___Ever suspected of being autistic or slower to develop compared to other children?________________
Infant temperament: 

Yes/No






___/___Easy to comfort?

___/___Cuddly?

___/___Excessive irritability?

___/___Overactive?

___/___Quiet/aloof?

________________________________________________________________________________________
CHILD’S SOCIAL/PLAY/RECREATIONAL HISTORY
Yes/No





Describe: (include age of onset of problems)
___/___Have problems with peers?


______________________________________

___/___Withdrawn or prefers being alone?

______________________________________

___/___Bossy?




______________________________________

___/___Bully?




______________________________________

___/___Age-appropriate skills?


______________________________________

___/___Able to share?



______________________________________

___/___Initiates interactions?


______________________________________

___/___Group leader?



______________________________________

___/___Group follower?



______________________________________

List hobbies/interests: ______________________________________________________________
List independent activities:___________________________________________________________
List community activities:____________________________________________________________
Extracurricular activities, e.g., sports, etc._______________________________________________
________________________________________________________________________________
List regular exercise:________________________________________________________________
Please list/describe any other concerns in this area________________________________________
________________________________________________________________________________
________________________________________________________________________________
CHILD’S COGNITIVE/ EMOTIONAL/ BEHAVIORAL HISTORY
Please place a check next to each question 
Describe (include age of onset of problems):
that applies.






___Short or long term memory problems?
             ______________________________________


___Disoriented (who, where, when)?

______________________________________

___Language / speech problems?


______________________________________

___Confused thinking?



______________________________________

___Unusual thinking, e.g., odd or off-the-wall ideas? ______________________________________
___Repeats things over and over?


______________________________________

___Inability to plan, organize, or sequence?

______________________________________


___Confusion of fantasy & reality?


______________________________________

___Confusion of dreams & reality?


______________________________________
___Inflexible thinking, e.g., can’t manage change either from one activity to another or change in the environment?


             ______________________________________

       Please place a check next to each 

Describe (include age of onset of problems):
question that applies.







___Hearing voices or seeing visions?

______________________________________

___Paranoid or unusual fears?


______________________________________

___Appear paranoid or afraid of others?

______________________________________


___Loses train of thought?



______________________________________

___Goal directed?




______________________________________

___Thinking is off-task?



______________________________________

___Irritability or temper outbursts?


______________________________________

___Depressive statements, e.g., I wish I was dead? 
______________________________________
___Unusual fears?




______________________________________

___Any bouts of severe anxiety or panics?

______________________________________

___Any repetitive behaviors, e.g., washing hands, 

checking door locks?


______________________________________


___Attempts/thoughts to kill self or others?

______________________________________

___Episodes of unusually high energy or 

talkativeness?



______________________________________

___Attention problems?



______________________________________

___Does things impulsively or without thinking?
______________________________________

___Easily distracted from what he or she is doing? 
____________________________________

___Refuses to do what he/she is told?

______________________________________


___Aggression?




______________________________________

___Runs away?   # Of times___
How long? ___
Where has the child run to?________________ _________________________             At what age?_____________________________________

___Sets fires?


     At what age? _____________________________________
___Hurts animals or others?



______________________________________

___Steals?





______________________________________

___Lies? (other than minor ones)


______________________________________

___Plays with toys or other objects in an unusual 

way?




______________________________________

___Head bangs, flaps, twirls, or rocks?

______________________________________

___Injures him/herself, e.g., hitting, biting, etc.?
______________________________________

___Picks at sores?




______________________________________

___Pulling out hair or eyelashes?


______________________________________

___Resistant to change?



______________________________________

___Talks to him/herself?



______________________________________

___Have imaginary friend(s)?


______________________________________

	ACTIVITIES OF DAILY LIVING

	Check the level of function of each activity of daily living listed below.

	
	
	
	
	

	Function
	Independent
	Needs Help
	Parent Does
	Does Not Do

	
	
	
	
	

	Bathing
	
	
	
	

	Brushing teeth
	
	
	
	

	Washing hair
	
	
	
	

	Waking up on their own
	
	
	
	

	Grooming
	
	
	
	

	Dressing appropriately
	
	
	
	

	Cooking simple meals
	
	
	
	

	Managing medications
	
	
	
	

	Using the phone
	
	
	
	

	Doing laundry
	
	
	
	

	Cleaning
	
	
	
	

	Driving
	
	
	
	

	Managing money
	
	
	
	


EDUCATIONAL

Educational History:




             Special education? Yes___  No___

Current School_________________________________
Level of special education (circle one):

Current Grade _____





Level:   1,   2,   or   3



Schools attended


Grade   Problems?                 (Learning or behavioral, When?) 

                                                          Yes/No

             Comments

________________________
____     ___/___
_________________________

________________________
____
___/___
_________________________

________________________
____
___/___
_________________________

________________________
____
___/___
_________________________

________________________
____
___/___
_________________________

Expelled or suspended from school? 
___/___
_________________________

For what behaviors:__________________________________________________________
HIV/AIDS education?


___/___
_________________________


Sex education?



___/___
_________________________

Please check the appropriate space: My child completes homework on his/her own ______,  needs

                                                          prompting_______,  refuses to complete homework_______. 

Comments on homework:____________________________________________________________________

Describe any problems brought to your attention by teachers: __________________________________________________________________________________________________________________________________________________________________________________
Describe your child’s strengths in school:

__________________________________________________________________________________________________________________________________________________________________________________
Does your child have any learning disabilities? If so, in what areas? ___________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Has any IQ or psychological testing been completed in the past? If so, when?___________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
What is your child’s:

1.  Preferences for areas of study, i.e., favorite subjects?____________________________________________
     ______________________________________________________________________________________
2.  Attitude toward school and goals for future education?  __________________________________________
     ______________________________________________________________________________________
3.  Do you expect that your child will graduate from high school?  ____________________________________
     ______________________________________________________________________________________
CHILD’S VOCATIONAL HISTORY

Yes/No/Not Applicable


___/___/___

Ever been employed?

___/___/___

Employment interests?
_____________________________________________
___/___/___

Employment history: 
_____________________________________________




_________________________________________________________________




_________________________________________________________________
Does your child require a vocational assessment? _______________________________________________
________________________________________________________________________________________
CHILD’S SEXUAL DEVELOPMENT
Please check “YES” to each question that applies.
Yes





                     Describe: (include age of onset)
Any concerns for sexual behaviors:

___Flirting?





______________________________________

___Excessive anxiety?



______________________________________


___Sexually active?




______________________________________


___Birth control?




______________________________________

___Sexual orientation issues?


______________________________________

___Has your child begun puberty?                             ______________________________________

___Has your child begun dating?                               ______________________________________

___Do you have concerns with your child’s sexual behavior?   ______________________________
If you are requesting a single room, please indicate why (sexual behavior, aggression, socialization issues, etc.) __________________________________________________________________​​​​​​​​​​​​​​​​​​​​​​_______________________
CHILD’S HISTORY OF TRAUMA
Please check “YES” to each question that applies.
Yes





                 Describe: (include age of occurrence)
___Ever sexually abused? If yes, by whom?____________________________________________________
___Ever physically abused? If yes, by whom?___________________________________________________


___Ever sexually abuse someone else? If yes, who? _____________________________________________
___Ever been sexually inappropriate with someone else? If yes, who?________________________________
___Ever physically abuse someone else? If yes, who? ____________________________________________
___Ever witnessed physical or sexual abuse?  What age? Explain___________________________________
___Ever experienced emotional abuse? By whom?_______________________________________________
___Ever been verbally abused, e.g., name calling, etc.?___________________________________________
___Has the child experienced other trauma, e.g., car accidents, victim of physical assault, rape, etc.?

      ____________________________________________________________________________________

CHILD’S PAST PSYCHIATRIC TREATMENT

Please check “YES” to each question that applies.
Yes





                    Describe: (include age of onset of problems)
___Any psychiatric hospitalizations? List hospital(s) and approximate date(s) ________________________________
	

	

	


___What has been your child’s response to past treatment experiences?
	

	

	


___Ever been in other placements (foster care/ group home/ residential)?

List placements and approximate dates: _______________________________________________________
	

	

	

	


It is helpful for us to know the things that help your child feel better when they are having a hard time.  Have any of the following ever worked for your child?  We may not be able to offer all of these, but we would like to work together to figure out how we can best help your child while here.

__voluntary time out in quiet room


__listening to music

__voluntary time out in room


__reading a book/newspaper

__sitting by the staff




__watching TV

__talking with a peer



__walking around the unit

__talking with the staff



__writing a letter

__playing a game




__calling a therapist

__punching a pillow




__pounding some clay

__writing in a journal



__exercising

__deep breathing exercises



__putting hands under cold water

__going for a walk




__lying down with a cold facecloth

__taking a hot shower



__wrapping up in a blanket

__other? (please list)_______________________________________________________________________
What are some of the things that make it more difficult for your child when upset?  Are there particular “triggers” that cause escalation?

__being touched




__being isolated

__bedroom door open



__people in uniform

__particular time of day (when?)


__time of the year (when?)

__loud noise




__yelling

__other? (please list)_______________________________________________________________________
Has your child ever been restrained in a hospital or other setting, for example, in a crisis stabilization unit or at home?

When:__________________________________________________________________________________
Where:_________________________________________________________________________________
What happened:__________________________________________________________________________
If your child is escalating or in danger of hurting him/herself or someone else, we may need to use physical restraint or seclusion.  We may not be able to offer all of these alternatives, but if it becomes necessary we’d like to know your preferences.

__room

__unlocked seclusion

__physical holding

__locked seclusion

Preference regarding the gender of staff assigned during and following a restraint?

__female staff
__male staff
__no preference

Is there anything that would be helpful during a restraint? Please explain._______________________________
__________________________________________________________________________________________________________________________________________________________________________________
Are you aware of any medical conditions that may cause problems during a physical restraint?

_________________________________________________________________________________________
We do room checks to ensure your child’s safety at night.  We try to make these room checks as non-intrusive as possible.  Is there anything that would make room checks more comfortable for your child?____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________
FAMILY CIRCUMSTANCES & DEMOGRAPHIC INFORMATION
Adoption: Is your child adopted? Yes___ No___  If yes, at what age? _____

List important information about the birth family: _________________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________

The remaining questions pertain to the current family environment:

What do you as a parent/ guardian expect Orchard Place to do for you and your family?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are the family interests and leisure activities? ________________________________________________
_________________________________________________________________________________________

What are the family strengths? ________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

What are your child’s strengths? ______________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

What do you think the family treatment goals should include? _______________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

What are your parenting goals? ________________________________________________________________________________________________________________________________________________________________________

What do you think your child’s treatment goals should include? ______________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Is your current relationship with your child different than what it used to be? If so, when did it change and what contributed to the change? ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Where will your child live following treatment? _________________________________________________________________________________________
What does he/she need to do to return home? __________________________________________________________________________________________________________________________________________________________________________________
Please list nine things you want to change about your child:

1._______________________________________________________________________________________
2._______________________________________________________________________________________

3._______________________________________________________________________________________

4._______________________________________________________________________________________

5._______________________________________________________________________________________

6._______________________________________________________________________________________

7._______________________________________________________________________________________

8._______________________________________________________________________________________

9._______________________________________________________________________________________

Please list the five most important changes your family needs to make before your child returns home.
1._______________________________________________________________________________________2._______________________________________________________________________________________3._______________________________________________________________________________________

4._______________________________________________________________________________________5._______________________________________________________________________________________
Brothers and/or Sisters (Include half and step-siblings):
Name





Birth date
Gender

Where Living
1. _______________________________________________________________________________________
2. _______________________________________________________________________________________
3. _______________________________________________________________________________________
4. _______________________________________________________________________________________
5. _______________________________________________________________________________________
How has your child done sharing a bedroom? __________________________________________________________________________________________________________________________________________________________________________________
Additional adults or children living in the home?

Name





Age

Gender

Relationship

1. ____________________________________________________________________________________
2. ____________________________________________________________________________________
3. ____________________________________________________________________________________
Are other relatives or adult figures involved with the child through the community or church? Yes___No___ If yes, list the support system: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your child have a current volunteer/mentor?____ If so, do you want this person to visit your child at Orchard Place ____? Do you want this person to take your child off campus___? Do you want this person to visit your child only on home visits____? 
Volunteer’s name___________________________________________________________________________

Organization___ ___________________________________________________________________________
Address _________________________________________________________________________________

Phone___________________________________________________________________________________

Volunteer Policy: Potential volunteer will submit an application, will be interviewed by the Director of Volunteers or designee, will complete the Child Abuse/DCI consents, will provide at least three positive references, and will meet with your child’s therapist.  

List social, ethnic, and/or cultural information: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PARENT/FAMILY MENTAL HEALTH HISTORY
Yes/No





                     Describe: who, what, when
___/___Any significant problems in the birth or adoptive home? _____________________________________

       _________________________________________________________________________________
___/___Parents Married?



_____________________________________________
___/___Step-family?



_____________________________________________
___/___Divorce of parents?



_____________________________________________
___/___Separation of parents? 


_____________________________________________
___/___Violence or domestic abuse?

_____________________________________________


___/___Numerous moves?



_____________________________________________
___/___Drugs?



 
_____________________________________________
___/___Alcohol?




_____________________________________________


___/___Financial difficulties?

 
_____________________________________________
___/___Neighborhood problems?                              _____________________________________________
___/___Court involvement?

 

_____________________________________________
___/___ Criminal activity?



_____________________________________________
___/___ Parent in prison?



_____________________________________________
___/___Unemployment?

 

_____________________________________________
___/___Mental illness?


 
_____________________________________________
___/___Physical illness?

 

_____________________________________________
___/___Housing difficulties?



_____________________________________________
___/___Have any relatives had mental health issues?   If so, what is their illness and what is the relationship to 
      the child? _________________________________________________________________________
___/___Has anyone who was important to the child died?

       If yes, who?  Under what circumstances?  ______________________________________________


       _________________________________________________________________________________

__/___Since your child was born, has the parent or caretaker ever been hospitalized?

     If yes, for what reasons? ______________________________________________________________


     For how long?  _____________________     Who took care of the child? ________________________

     __________________________________________________________________________________

Who is the child close to in the immediate and in the extended family? ________________________________

________________________________________________________________________________________

 PARENT/FAMILY MENTAL HEALTH HISTORY cont’d
Any suicides or suicide attempts in the family?





Yes___
No___


If yes, who? ___________________________________________________________

Have any other family members been abused (physical or sexual)? 



Yes ___No___


If yes, list the relationship to the child, and who was the abuser? __________________

       _____________________________________________________________________

Have any family members been accused of abuse?





Yes ___No___


If yes, who:____________________________________________________________

Is any abuse charge being currently investigated?





Yes ___No___


If yes, on whom? _______________________________________________________

Are there any previous abuse charges which have been investigated or founded? 

Yes____No___ 


If yes, on whom? _______________________________________________________
RELIGION/SPIRITUAL/CULTURAL BELIEFS

Yes/No/Not Applicable




___/___/___

Religious beliefs? ___________________________________________________



Religious affiliation of the family: _______________________________________

___/___/___

Any additional religious accommodations for dietary restrictions or other 





religious needs during treatment? ______________________________________





Please list: ________________________________________________________
Spiritual concerns:

Who or what provides the child with strength and hope? ___________________________________________
Does the child use prayer in his or her life?  Yes___ No___

What type of spiritual/religious support does the child desire?

__________________________________________________________________________________________________________________________________________________________________________________
What is the name of the child’s minister, pastor, or rabbi? ___________________________________________
Has religion been an important part in your child’s life?      Yes  ___ No ___

Is there a role of the church/synagogue in the child’s life?  Yes  ___ No ___

CHILD’S SUBSTANCE USAGE OR OTHER ADDICTIVE BEHAVIORS
Yes/No



Describe:

___/___Use of illegal drugs?  Age?___How frequently used? __________   What was used? _____________________________________________________________________________________ _____
___/___Misuse of prescription or over the counter drugs? Age?____ How frequently used?_________What was used?_____________________________________________________________________________________
 __/___ Use of alcohol?  Age?____How frequently used? ________________   What was used?____________________________________________________________________ __________________


       ___________________________________________________________________________________________
List previous substance abuse treatment facilities the child attended: ____________________________________________________________________________________________
____________________________________________________________________________________________
List and describe any other addictive behaviors:______________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Has your child experienced legal, behavioral or social consequences from the use of alcohol or drugs?

Other:  ______________________________________________________________________________________
Explain: _____________________________________________________________________________________
CHILD’S LEGAL HISTORY

Yes/No



Describe:

___/___Problems with the law?

____________________________________________________
___/___Convicted of a crime?

____________________________________________________
___/___ Any  charges pending?

____________________________________________________
___/___Adjudicated Delinquent?

____________________________________________________
___/___Assigned a Probation Officer?
____________________________________________________

If yes, name



____________________________________________________
___/___ Placed in Detention Facility?
____________________________________________________

If yes, when?



____________________________________________________

What facility?



____________________________________________________
To my knowledge, the above information is complete and accurate.  I understand that failure to provide information could result in unsuccessful treatment.  

______________________________________

______________________

Signature






Date

Parent/Guardians: Please skip this page.

PART II:   BIO/PSYCHO/SOCIAL HISTORY ASSESSMENT

To be completed by the Orchard Place therapist:

Complete within 30 days of admission.  This serves as the therapist presentation at 30 Day Staffing and is included in 30 Day Report; Background Information.  Each area contains a written assessment including strengths, areas for further assessment and focus for goals/objectives on the Treatment Plan.  Developmental, Social/Play, Cognitive / Emotional / Behavioral Development, Educational / Vocational, Sexual Development, Trauma History, Past Treatment, Family Situation, Religious / Cultural, Substance Abuse, Legal History.  

The therapist will reassess the Bio/Psycho/Social annually or when a change in programs has occurred.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________


Name


Title



Date

Parent/Guardians please skip this page.
PART II:    BIO/PSYCHO/SOCIAL HISTORY ASSESSMENT
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Psychotherapist:     _______________________________________________________________________



Name


Title



Date

PART II:    BIO/PSYCHO/SOCIAL HISTORY ASSESSMENT
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Psychotherapist:     ____________________________________________________________




Name


Title



Date

PART II:    BIO/PSYCHO/SOCIAL HISTORY ASSESSMENT
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CHILD AND ADOLESCENT

DEVELOPMENTAL HISTORY

YES    NO

__       __     Does your child have any allergies?
                    Please include Drug, Food or other allergies, if any:

              Please describe reaction:

__       __     List any previous hospitalizations:

                    Please make an approximate summary including date, hospital

                    What reason for any prior physical or mental health admissions?
__      __     Any previous surgeries:

__       __     Any previous chronic (ongoing) conditions:

Last physical exam:

                    Month/Year_______________ By Whom: ____________________________________________

                    Last dental exam:

                    Month/Year_______________ By Whom: ____________________________________________
__       __     Braces or retainers

__       __     Any loose teeth

       
Last vision exam:
                    Month/Year_______________ By Whom: ____________________________________________
​__       ​__     Any problems with eye sight?    Glasses? ___   Contacts? ___ 

Does your child have any history of?


If yes, please describe:

__       __     Diabetes




________________________________
__       __     Seizures




________________________________
__       __     Heart Disease




________________________________
__       __     Bleeding Disorders



________________________________
__       __     Respiratory Disease



________________________________
__       __     Asthma





________________________________
__       __     Kidney Disorders



________________________________
__       __     Attention Deficit Disorders


________________________________
__       __     Behavioral Disorders



________________________________
__       __     Have you had chicken pox


________________________________
__       __     Exposed to chicken pox in last 3 weeks

________________________________
__       __     Exposed to any other contagious disease
________________________________
__       __     Exposed to TB




________________________________
__       __     Premature at birth



________________________________
__       __     Oxygen required at birth


________________________________

__       __     Ever taken Cortisone



________________________________
__       __     Ever been on Chemotherapy


________________________________
__       __     Ever had blood transfusions


________________________________
YES    NO   

Easiest way to take medications: _________________________________________________
__       __     Are immunizations up to date? (Please attach or forward to us.)
__       __     Any current heart problems?


              If yes, please describe:

                    BREATHING
__       __     Shortness of breath when resting

__       __     Shortness of breath with exercise

__       __     Upper respiratory infection
__       __     Any cough

__       __     Asthma

__       __     TB (Tuberculosis)

__       __     Any drainage


    
HEARING

__       __     Any hearing problems

__       __     Hearing Aids

__       __     Ringing of the ear

__       __     Tubes in ear

                    Right__Left__
__       __     Any sinus problems

__       __     Frequent nose bleeds

__       __     Hoarseness

__       __     Any difficulty with speech

__       __     Any excessive noises – throat clearing, sniffing, etc


       
BRAIN
__       __     Any involuntary moving of the eyeballs

__       __     Any unusual intolerance of light

__       __     Any paralysis

__       __     Any tremors

__       __     Any seizures

__       __     Frequent or severe headaches

       STOMACH
__       __     Any unusual problems with Abdominal Pain
__       __     Indigestion/Heartburn

__       __     Nausea

__       __     Vomiting

__       __     Ulcers

__       __     Recent change in stools

__       __     Constipation/Encopresis

__       __     Using laxatives

__       __     Last bowel movement _________________________

__       __     Any eating disorder ___________________________
YES    NO   

                    URINARY
__       __     Blood in the urine

__       __     Unable to empty bladder

__       __     Frequent urination

__       __     Burning when urinating

__       __     Unable to hold urine

__       __     Bedwetting

__       __     Dribbling

__       __     Incontinent
                    MOBILITY (ANY PROBLEMS WITH THE FOLLOWING?)
__       __     Walking

__       __     Sitting

__       __     Stiffness

__       __     Any broken bones
                    SKIN PROBLEMS
__       __     Unusually cool skin

__       __     Moist/sweaty skin

__       __     Rash

__       __     Bruises

__       __     Hives

__       __     Wounds

__       __     Cuts

__       __     Itching

__       __     Burns

__       __     Acne

If female:

                Menstrual Period age of onset: _________________________________________
   When was your last menstrual period? ___________________________________
                Any prior pregnancies? _______________________________________________
                Any possibility of being pregnant now?   __________________________________
                Date of last pap smear & where completed? _______________________________
Male or Female:
__       __     Sexually transmitted disease? Please name ________________________________________
__       __     Uses Birth Control
                                 If yes, what method? __________________________________________

                                 (If applicable) Prescribed by _____________________________________
__       __     Any problems with pain? 
If yes, 


       
Location

                    Reason             

                    When did it start?
                    Duration

                    Pain scale 0-10

                    Pain relief method
YES    NO            
                    REST                

__       __     Excessive Fatigue

                    Usual bed time and wake up time:

                    Number of hours of sleep:

__       __     Sleep apnea (stop breathing while sleeping)
__       __     Unable to fall asleep

__       __     Using sleeping pills
                    NUTRITION
__       __     Anemia 
__       __     Recent weight loss

__       __     Recent weight gain

__       __     Poor appetite

__       __     Binge eating

__       __     Starving self

__       __     Excessive eating

__       __     Food allergies ______________________________________________________

__       __     Special diet_________________________________________________________

__       __     Chronic constipation
__       __     Chronic diarrhea

__       __     Any difficulty eating/swallowing

                    SUBSTANCE ABUSE HISTORY?    

__       __     Used any illegal substances
                    If so, what?

                    OTHER
__       __     Any difficulties communicating

__       __     Any difficulties with falls

__       __     Any spiritual/cultural beliefs that may affect care? Please specify.

                    PHYSICAL RESTRAINT HISTORY
__       __     Has physical restraint ever been used?
       Identify restraint procedure:

       Known medical restrictions for restraints:
                    Any medical complications during or after a restraint?

	MEDICATION HISTORY FOR: ________________________________________________________

DOB: ____/____/____                    Sex (Circle One):  M or F                      Unit:  ___________

	Medication Allergies:


	Other pertinent information:

	Please list all medications, both prescription and over-the-counter (OTC) medications your child is currently taking or has taken in the past (from birth on).  You might check with your doctor or pharmacist for their records first.

	START DATE
	STOP DATE
	MEDICATION
	DOSAGE
	FREQUENCY
	WHY STARTED?
	WHY STOPPED?
	SIDE EFFECTS
	HELPFUL?

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	START DATE
	STOP DATE
	MEDICATION
	DOSAGE
	FREQUENCY
	WHY STARTED?
	WHY STOPPED?
	SIDE EFFECTS
	HELPFUL?

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Do you have any questions regarding medications or anything you would like the psychiatrist and treatment team to know? (If you run out of space to write, use additional paper.)

	

	

	

	On the day of admission, please bring your child's medications with you so that we may write the consent directly from the bottle or prescription.  In most cases, we will send the medication home and order new unless we are unable to get the medication before the next delivery.  We do sometimes keep medications, such as: inhalers or other medications prescribed for medical reasons.  If your child uses a machine, such as: nebulizers or glucometer, etc., please bring this with you for your child to use at Orchard Place.                                                                                                 

	If your child receives care from an orthodontist, please make arrangements to continue this care with your provider during your child's stay at Orchard Place.  We are unable to guarantee a local provider will be available.
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Consent For Medical Treatment

Name of Child____________________________________  DOB______________________________
Private Insurance _____________________________________________________________________
Subscriber____________________________________________________________________________
Policy Number_________________________________________________________________________
Medicaid/Title XIX Number: ___________________________________________________________
DHS/Juvenile Court Office (if applicable)_______________________________________________
Worker__________________________________________Phone___________________________________
Emergency Numbers

In case of emergency notify the following person(s)

Father _____________________________________________
Home Phone ___________________
           Address_____________________________________
Work Phone____________________
           _____________________________________________
Cell Phone_____________________
Mother _____________________________________________
Home Phone ___________________
           Address______________________________________
Work Phone____________________
           ______________________________________________
Cell Phone_____________________
In case the parents/guardians are not available, the following adult who is not a resident of the home is designated to be notified in case of emergency:

Name: _________________________________________     Relationship__________________________
Home Phone_________________    Work Phone _________________ Cell Phone_______________
I,_________________________, the parent/guardian of ____________________________________
hereby authorize and expressly request that Orchard Place staff may consent to medical

treatment in the event the Orchard Place staff may consent to do so in the best interests of the health of my child (ward,) and it is my understanding that Orchard Place will notify me of any such treatment. 

I further release Orchard Place from any and all liability in connection with the medical treatment of _________________________________________________________________________.

Dated_______________________________    Parent/Guardian________________________________
Cc: Nursing and Therapist & 

Original: To Emergency Packet in Main File                               Revised 12/11 ldw
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