
CHILD FORM

Child’s Name *

Date of Birth *

Age *

Race/Ethnicity *

Social Security Number *

Gender *

Female

Male

Other

If Chosen Other, Please Specify *

Address: *

City *

Neurobehavioral Associates New Patient Information
 

Background Questionnaire - Child 
 
The following is a detailed questionnaire on your child’s development, medical history, and current functioning at home and at 
school. This information will be integrated with the testing results to provide a better picture of your child’s abilities as well as any 
problems areas. Please fill out this questionnaire as completely as you can. 
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State *

Zip Code *

Phone Number *

Date *

School Name *

Grade *

Hand Used for Writing *

Right

Left

Ambidextrous

How would you describe their usual performance as a student? *

A & B

B & C

C & D

D & F

Has the child ever repeated a grade? *

Yes

No

If yes, explain

School Information
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Has your child been suspended or expelled from school? *

Yes

No

If yes, explain

Does your child have a modified learning program? *

Yes

No

If yes, explain

Is your child receiving learning assistance at school? *

Yes

No

If yes, explain

Is your child in special education classes? *

Yes

No

If yes, explain

Is there an Individual Education Plan (IEP)? *

Yes

No

If yes, explain

Are you satisfied with the current learning program? *

Yes

No
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Has your child been receiving tutoring? *

Yes

No

If yes, explain

Does your child have favorite subjects? *

Yes

No

If yes, explain

How would you describe the child’s social network? *

Stable

Unstable

Large

Small

What social activities do they participate in? Groups/clubs? *

Briefly describe any classroom or school problems *

Name *

Relationship to Child: *

Date of Birth: *

Parent/Guardian Information

Parent/Guardian 1:
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Relationship to Child *

Mother

Father

Step Mother

Step Father

Other

Specify Other: *

Legal Guardian? *

Yes

No

Phone Number *

Email *

Address *

Employer *

Occupation *

Name:

Date of Birth

Parent/Guardian 2:
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Relationship to Child

Mother

Father

Step Mother

Step Father

Specify Other:

Legal Guardian?

Yes

No

Phone number:

Email:

Address:

Employer:

Occupation

Who Does the Child Live With? *

Mother and Father

Mother Only

Father Only

Parent and Step Parent

Foster Parent(s)

Grand Parents

Other

Household Information
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Specify Other:

Name(s), Age(s), Relationship to Child, Occupation/School: *

Are the Child's Parents: *

Married

Separated

Divorced

Never Married

Other

Specify Other:

Is there a Formal Custody Agreement? * (select one)

Yes

No

Custody Type: * (select one)

Sole

Joint

Physical

Legal

Other

Specify Other:

Are there any legal restrictions (e.g., restraining orders, supervised visitation)? * (select one)

Yes

No

List all individuals living in the home:

Custody & Legal Information
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Please explain or attach documentation: *

Name of person filling out form: *

Relationship to Child *

Mother

Father

Stepmother

Stepfather

Other

Specify Other

Presenting Concerns: *

At this time, would you say the child’s health is: * (select one)

Excellent

Very Good

Good

Fair

Poor

Mood & Emotional Regulation *

Anxious

Low frustration threshold

Seems depressed or sad

Cries frequently

Excessively worried or anxious

Obsessive thoughts

Compulsive behaviors

Unusual fears, habits, or mannerisms

Talks about killing themselves

Purposely harms or injures self

Dangerous to self or others

None
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Behavior & Conduct *

Cruelty to animals

Strikes out or hits others

Throws or destroys things

Lying

Stealing

Argues with adults

Daredevil behavior or risk-taking

Runs away

Skips school

Needs a lot of supervision

Impulsive

Poor sense of danger

Not affected by negative consequences

Drug abuse

Alcohol abuse

Sexually active (age-inappropriate)

None

Attention & Executive Functioning *

Difficulty starting or completing tasks

Easily distracted

Difficulty following instructions

Disorganized or forgetful

Poor planning or time management

Poor understanding of time

None
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Social Development & Interaction *

Difficulty with personal boundaries

Excessively shy or timid

More interested in objects than people

Difficulty making friends

Teased by other children

Bullies other children

Not sought after by peers

Difficulty seeing another person’s point of view

Overly trusting of others

Doesn’t empathize with others

Doesn’t appreciate humor

Separation anxiety or worries about parents

Seeks attention from others

Withdrawn behavior

Inappropriate social approach

None

Sensory Processing *

Seeks or avoids certain textures (food, clothing, materials)

Avoids messy play

Seeks intense movement (spinning, crashing)

Overreacts to noises

Overreacts to touch

Easily overwhelmed by lights or sounds

None

Autism Spectrum Red Flags *

Limited use of gestures or facial expressions

Repetitive hand or body movements (flapping, rocking)

Fixates on narrow interests

Rigid routines or difficulty with transitions

Difficulty with reciprocal conversation

None

Motor Skills *

Poor fine-motor coordination (difficulty with writing, buttons, utensils)

Poor gross-motor coordination

Motor or vocal tics

N/A
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Sleeping & Eating *

Nightmares or night terrors

Trouble falling or staying asleep

Eats poorly or is a picky eater

Eats excessively

None

Somatic & Physical Complaints *

Frequent headaches without medical cause

Stomachaches

Chest pain or dizziness without medical cause

Excessive fatigue

Pain without clear cause

Vomiting without medical reason

Bladder problems (not seizure related)

Poor bowel movements

None

Psychotic-Like Symptoms *

Hears voices when no one is there

Sees things no one else sees

Excessive daydreaming or fantasy life

None

Risk & Safety Behaviors *

Runs into traffic or dangerous situations

Sexualized behavior beyond age norms

Plays with fire or sharp objects

Animal cruelty

None

Developmental Concerns *

Delays in speech or language developmen

Overreacts to changes in routine

Difficulty with transitions

None
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Check any specific problems your child demonstrates: *

Difficulty generalizing skills to new situations

Frequently loses belongings

Slow learner

Difficulty finding words to express self

Difficulty planning ahead

Slow thinking

Disorganized speech

Doesn’t foresee consequences of actions

Easily distracted

Forgets to do things

Ungrammatical speech

Poor articulation

Talks like a younger child

Difficulty with math and understanding money

None

Please describe any behavior or concerns not listed above:

Speech * (select one)

Above Average

Average

Below Average

Severe Problem

Comprehension of speech * (select one)

Above Average

Average

Below Average

Severe Problem

Problem solving * (select one)

Above Average

Average

Below Average

Severe Problem

Cognitive Skills
Rate your child’s cognitive skills relative to other children of the same age:
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Organizational skills * (select one)

Above Average

Average

Below Average

Severe Problem

Remembering events * (select one)

Above Average

Average

Below Average

Severe Problem

Remembering facts * (select one)

Above Average

Average

Below Average

Severe Problem

Learning from experience * (select one)

Above Average

Average

Below Average

Severe Problem

Understanding concepts * (select one)

Above Average

Average

Below Average

Severe Problem

Overall intelligence * (select one)

Above Average

Average

Below Average

Severe Problem

Psychological/Psychiatric Treatment History
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Neurological (Date and Name of Examiner)

Psychiatric (Date and Name of Examiner)

Psychological (Date and Name of Examiner)

Neuropsychological (Date and Name of Examiner)

Educational (Date and Name of Examiner)

Speech Pathology (Date and Name of Examiner)

Type of Treatment(s), Date, and Name of Therapist:

Have there been any recent stressors that you think may be contributing to your child’s difficulties? (Illness, deaths,
operations, accidents, separations, divorce of parents, parents change jobs, changed schools, family moved, family
financial, remarriage, sexual trauma, other losses, etc.?)

Sexual abuse * (select one)

Yes

No

If so, please explain:

List any psychological/psychiatric treatment you child has had (psychotherapy, family therapy, inpatient or residential): 

Has the child ever experienced:
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Physical abuse * (select one)

Yes

No

If so, please explain:

Emotional abuse * (select one)

Yes

No

If so, please explain:

Duration of Pregnancy: *

Duration of labor (hours): *

Apgar's: *

The child was born: * (select one)

Premature

On time

Late

Birth weight: *

Were there any problems with the birth weight? Explain: *

Development History
If your child was adopted, please fill in as much of the following information as you can.

During pregnancy, did the mother of the child:
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Take Medication? * (select one)

Yes

No

Explain:

Drink Alcohol? * (select one)

Yes

No

Explain:

Use Drugs? Smoke Cigarettes? (select one)

Yes

No

Explain:

Was there any indication of fetal disease? Explain:

List any complications during pregnancy (excessive vomiting, excessive staining/blood loss, threatened miscarriage,
infections, toxemia, fainting, dizziness, etc.):

Check all that apply following birth: *

Labor Induced

Forceps

Breech

Cesarean
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Check all that apply following birth: *

Jaundice

Breathing problems

Incubator

Birth defect

None

Were there any other complications?

Were there any feeding problems? Explain: *

Were there any sleeping problems? Explain *

Were there any growth or development problems during the first few years of life? Explain: *

Were any of the following present (to a significant degree) during infancy or the first few years of life? *

Unusually quiet

Did not like to be held or cuddled

Not alert

Difficult to soothe

Colic

Excessive restlessness

Excessive sleep

Diminished sleep

Head banging

Unable to Self Sooth

Constantly running into things

Excessive number of accidents

N/A

Smiled

Please indicate the appropriate age at which your child first showed the following behaviors. Please state “never” if your child has 
never shown the listed behavior. ﻿
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Rolled Over

Sat alone

Crawled

Walked

Ran

Babbled

First word

Sentences

Tied Shoes

Dressed self

Fed self

Bladder trained Daytime? Nighttime?
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Bowel Training

Rode tricycle

Rode bicycle? *

Vision problems? Explain: *

Last vision exam: *

Hearing problems? Explain: *

Last hearing exam?

Measles

German Measles

Severe headaches

Rheumatic Fever

Medical History

Illness or condition (Dates(s) or Age(s))
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Bone/Joint disease

Jaundice

Hepatitis (What kind?)

Meningitis

Pneumonia

Encephalitis

High Fever

Seizures

Injuries to head?

Asthma

Ear infection

Paralysis
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Allergies?

Loss of consciousness

Poisoning

Mumps

Chicken Pox

Diphtheria

Scarlet fever

Tuberculosis

Anemia

Diabetes

Cancer

High blood pressure
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Heart Disease

Bleeding problems

Eczema or hives

sexual abuse

Other

List any medications/reason/dosage/start date *

List any PAST medications/reason/dosage/end date *

Procedure/Reason/Location/Year

Seizures or epilepsy (Relationship to Child)

Attention deficit (Relationship to Child)

Hyperactivity (Relationship to Child)

Current and Past Medications

Surgical and Procedural History

Family Medical History
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Learning disability (Relationship to Child)

Mental Retardation (Relationship to Child)

Alcohol abuse (Relationship to Child)

Childhood behavior problems (Relationship to Child)

Suicide attempt (Relationship to Child)

Physical abuse (Relationship to Child)

Sexual abuse (Relationship to Child)

Mental Illness (Relationship to Child)

Depression or Anxiety (Relationship to Child)

Neurological illness (Relationship to Child)

Tic/Tourette’s syndrome (Relationship to Child)

Other

Other Information
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What are your child’s favorite activities? *

Has your child ever been in trouble with the law? If yes, please explain. *

On average, what percentage of the time does your child comply with requests or commands? *

What have you found to be the most satisfactory ways of helping your child? *

What are your child’s assets or strengths? *

Does your child have spiritual beliefs? *

If yes, explain

Provide any additional information that you feel is relevant to this referral

Please sign your name below *

Signature Date

I am the parent/guardian of this patient

March 5, 2026

Has your child ever experienced any of the following traumatic events: natural disasters (flood, hurricane, tornado, earthquake); fire, 
explosion, or industrial accident; transportation accident (car accident or plane crash); physical assault (being attacked, beaten up); 
sexual assault (rape, attempted rape, made to perform any type of sexual act through force or threat of harm); life threatening 
illness or injury; unexpected death or injury to someone close to them, or serious injury, harm or death to someone that they caused 
or witnessed; etc.:
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