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CBT Practice - Glen Oaks NHPP 
Kaufmann Building 
75-59 263rd Street 
Glen Oaks, NY 11004 

              Phone: (718) 470-8755 

 
 

 
Welcome to the Northwell Health Physician Partners Cognitive Behavioral Therapy Practice at Glen 
Oaks.  
 
Thank you for making time to complete the initial paperwork to begin the intake process. We look 
forward to working with you. 
 
This packet includes questionnaires for both parents and their children/adolescents to complete.  
 
There are three sections for Parents to complete about their Child/Adolescent: 

• Pre-Intake Background Questionnaire   

• Vanderbilt Assessment Scale 

• RCADS (Orange version)  
 
There is one questionnaire for Children (Age 8+) & Adolescents to complete themselves. If you 
child has difficulty reading the questions, you may read questionnaire to them, but do not answer on 
their behalf.  

• RCADS (Green Version)  
 
 
Please make sure that you and your child/adolescent complete all required forms and return no later 
than 72 hours prior to your scheduled intake.  
 
If forms are not received, at least 72 hours prior to your scheduled intake, your appointment will be 
canceled, and you will be placed back on the waitlist.  
 
 
Thank you,  
 
The CBT Practice 

 
 
 
 
 
 
 
 
 
 



2 of 11 

Child/Adolescent Intake Background Questionnaire  
(To be completed by parent/guardian of child) 

 
 

Name of Child/Adolescent: ______________________________ Date completing form: ____/____/____ 

Name(s) of Parent(s)/Guardian(s):_________________________________________________________ 

Who completed this form? ____________________________________________________________________ 

Child/Adolescent Date of Birth: ____/____/____    Age: ______Gender:  Male  Female  Other (please specify): 

________________ 

Race/Ethnicity: ______________________________________________ 

Grade: ______________________      School: ______________________________________________ 

Current Address: ______________________________________________________________________ 

Contact Information: 

Home Phone:   Preferred May we leave a message?   Yes  No 

Cell1:   Preferred  May we leave a message?   Yes  No 

   May we text?  Yes  No 

Cell2:   Preferred  May we leave a message?   Yes  No 

   May we text?  Yes  No 

Other:    Preferred  May we leave a message?   Yes  No 

Preferred Email:   Preferred  May we email you?   Yes  No 

 

Parent(s)/Guardians Occupations: ______________________________________________________ 

Is a Parent/Guardian a Northwell Employee?  Yes  No 

 

 

Referral Information & Reasons for Seeking Services  

 
1. Referred by (if any):  ______________________________________________________________ 

 
2. Briefly describe the main reasons you are seeking help for your child. Why were you referred? How long has this been 
a problem?______________________________________________________________________________ 

 
3.Current psychiatrist and phone number: ________________________________________________ 

4. Current therapist name and phone number: _____________________________________________ 

 

Mental Health History (All questions pertain to your Child) 

 

5. History of Present Illness: Please list any current mental health diagnoses or problems: 

_________________________________________________________________________________________________

_______________________________________________________________________________________________ 

6. Please list any previous mental health diagnoses or problems: 

_______________________________________________________________________________________________ 

7 Please list any current psychiatric medications, dosages, and the date started: _____________________________ 
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8. Please list any previous psychiatric medications, dosages, and the dates started and stopped:  

 

9.. Has your child ever been in psychotherapy?  Yes  No  

If yes, please list the dates, type of psychotherapy, name of therapist, and the reasons for seeking psychotherapy: _____ 

10. Has your child ever been hospitalized for mental health issues or had any other intensive treatment for them? If so, 

please list the location, dates, and reason(s):  

Sometimes people get so distressed that they have thoughts about hurting or killing themselves or others.  

  

19. Is there a gun at home?  Yes  No        

20. If yes, how is the gun stored?______________________________________________________ 

 

Medical History 

 
 
21. Please list any current medical conditions your child has: ____________________________________ 

22. Please list any current non-psychiatric medications, dosages, and the dates started: ____________ 

23. Please list any major surgeries your child has had: ________________________________________ 

24. Please describe your child’s current physical activities, if any: _______________________________ 

___________________________________________________________________________________  

Family Mental Health History 

 
25. Please list any family members who have struggled with any psychiatric or addiction issues. What are/were their 

mental health diagnoses?    

Family Member Diagnoses Family Member Diagnoses 

Biological Mother   Paternal Grandparent 1  

Biological Father  Paternal Grandparent 2  

Guardian 1 (specify)  Maternal Grandparent 1  

Guardian 2 (specify)  Maternal Grandparent 2  

 Safety Information  If Yes, when did this 

happen? 

  Never <6 mos <12 mos  12+ mos 

11. Has your child ever expressed thoughts of wanting to hurt or kill themselves?     

12. Has your child ever attempted suicide?     

13.  If yes, how? 

 

14. Has your child ever significantly harmed themselves on purpose (i.e. cut, burn)?     

15. If yes, how? 

 

16. Has your child ever expressed thoughts of wanting to seriously harm or kill anyone 

else? 

    

17. Has your child ever attempted to seriously harm or kill anyone else?     

18. Has your child ever physically assaulted anyone?     
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Family Member Diagnoses Family Member Diagnoses 

Sibling 1 (age, specify)    

Sibling 2 (age, specify)    

Sibling 3 (age, specify)    

 

Social, Psychosocial & Developmental History 

 
26. Has your child used substances such as alcohol, marijuana, or other drugs? If so, which? 

___________________________________________________________________________________ 

27. Pregnancy Information: Mother’s Age at Child’s Birth__________ How long was pregnancy? ________ 

28. Birth complications: _____________________________________________________________________________  

29. Did your child have any delays in walking or speaking?  Yes  No    

30. Did your child have any other developmental delays? If so, please describe: ____________________ 

___________________________________________________________________________________ 

31. Is your child/adolescent sexually active?  Yes  No    

Educational History 

 

32. Please describe your child’s current academic performance: ________________________________ 

___________________________________________________________________________________ 

33. Is your child in special education classes in school?        Yes  No    

34. If Yes, what is the class size?  

35. Has your child ever had any learning difficulties or impairments?      Yes  No    

36. If yes, please describe: ____________________________________________________________ 

37. Has your child ever undergone any psychological evaluations/assessments?     Yes  No    

      (If so, please bring a copy of the report to the intake session) 

38. Does your child have an Individualized Education Plan (IEP) or 504 Plan in school?  IEP  504   

      (If so, please bring a copy of the plan to the intake session) 

 

39. If Your child has an IEP, what is their Department of Education Classification?  

 Autism  Learning Disability  Visual Impairment (includes Blindness) 

 Deafness/ Deaf-Blindness /  

Hearing Impairment 

 Orthopedic Impairment  Traumatic Brain Injury 

 Emotional Disturbance  Other Health Impairment  Multiple Disabilities 

 Intellectual Disability  Speech or Language Impairment   

 

40. Has your child ever been bullied in school (Please describe ): _______________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

41. Does your child experience any impairments in his/her social skills? (Please describe): ___________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

42. Does your child exhibit any behavioral difficulties in school? (Please describe): _________________ 
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___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

43. Does your child exhibit any behavioral difficulties at home? (Please describe ): _________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

44. Has your child ever experienced a dangerous traumatic event? (If so, please describe the event and when it took 

place): ___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

Personal and Social History 

 

45. How is your child doing socially? : _____________________________________________ 

___________________________________________________________________________________ 

46. What are your child’s hobbies and interests? _____________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

47. Please describe your child’s strengths: _________________________________________________ 

___________________________________________________________________________________ 

48. Does your child have other siblings? If so, please indicate genders and ages: ___________________ 

___________________________________________________________________________________ 

49. Child’s current living situation? (own/rent, house/apartment, with whom): ______________________ 

___________________________________________________________________________________ 

50. Child’s parents’ marital status: ________________________________________________________ 

51 Culture: Please describe your child’s racial or ethnic identity, sexual oriental, spirituality/religion, & gender identity 

___________________________________________________________________________________ 

. ___________________________________________________________________________________ 

52. How would you describe your own religious affiliation/spiritual faith, if any? (Please specify): _______________ 

53. How do you hope your child benefits from psychotherapy? ________________________________________ 

54. How will you know that psychotherapy is “working?” 

 



6 of 11 

To be completed by parent/guardian of child: 
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To be completed by parent/guardian of child: 
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To be completed by Parent/Guardian of Child: 
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To be Completed by Child/Adolescent if Age 8+. 
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Patient Name: ____________________________ DOB: _________________ 

 


