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Claudia Chernow, MD & Associate
Claudia Chernow, MD, DLFAPA						1709 St. Georges Rd.
Hope Jann, PA-C								Dresher, PA  19025
Child and Adolescent Psychiatry						O-215-657-6021
General Psychiatry							Email: claudiamd@chernow.us
Email: hjann@chernow.us

PATIENT DATA FORM
_______________
Date Completed

PATIENT’S NAME ______________________________________________________
	Last	First	Middle

PATIENT’S CELL # _____________________________________________
(if high school or college student)

BIRTHDATE_________________	AGE _____	SEX _____

HOME ADDRESS_____________________________________________________
	Street 

___________________________________________________________________________________
	City	State	Zip Code

TELEPHONE#’S____________________________________________________________
(Include all area codes)	Home	Cell

___________________________________________________________________________________
	Mother work	Father Work

Email Address____________________________________
(parent’s e-mail address)

Patient’s School _______________________________________________________________
	Name		Address
	_______________________________________________________________________
	Phone number	Teacher’s Name		Current Grade

Father’s Name___________________________	Occupation______________________
	Natural______	Adoptive______	Step______	Foster______

Mother’s Name__________________________	Occupation______________________
		Natural______	Adoptive______	Step______	Foster______

PREGNANCY	Duration_____________ months
	Complications:	Hospitalization required ______
		Excessive vomiting__________________________________________	
		Threatened miscarriage______________________________________
		Infection(s) (specify) _________________________________________
		Other illness(es) (specify) ____________________________________
		Medications taken during pregnancy ___________________________
		X-ray studies during pregnancy ________________________________
		Other ______________________________________________________
DELIVERY			Birth Weight____________
	Type of delivery
		Head first (normal)_______	Breech _______	Caesarean_______
	
	Complications
		Cord around neck_____ Cord presented first_____  Hemorrhage_____
		Infant injured during delivery (specify)___________________________
		Other _______________________________________________________

POST-DELIVERY PERIOD  (while in the hospital)

	Cry - Immediate__________  Delayed_________  (If so, how long?)_______
	Jaundice? ___________ light required?__________ How long?___________
	Incubator Care?_______________  Number of days?___________________
	Suck - Strong _____________  Weak ________________
	Infection?  (specify) _______________________________________________
	Vomiting? ______________  Diarrhea? _________________
	Birth Defects?  (specify) ___________________________________________
	Total number of days baby was in the hospital after delivery _____________

INFANCY-TODDLER PERIOD
	Were any of the following present, to a significant degree, during the first few years 	of life?  If so, check.
	
		Medical Problems (specify)________________________________________
		Did not enjoy cuddling ____________
		Was not calmed by being held and/or stroked _______________
		Colic _________________
		Excessive restlessness ___________________
		Sleep problems ________________________
		Frequent head banging _________________
		Constantly into everything ___________________
		Excessive number of accidents compared to other children _____________
		Extreme tantrums _______________________

DEVELOPMENTAL MILESTONES
	If you can recall, record the age at which your child reached the following developmental milestones.  If you cannot recall the age, check either Early, Normal or Late

	Activity
	Age
	Early
	At the Normal Time
	Late

	Crawled
	
	
	
	

	Walked without assistance
	
	
	
	

	Spoke first words, besides 
“ma-ma” and “da-da”
	
	
	
	

	Said Sentences
	
	
	
	

	Bowel trained, day
	
	
	
	

	Bowel trained, night
	
	
	
	

	Bladder trained, day
	
	
	
	

	Bladder trained, night
	
	
	
	

	Rode tricycle
	
	
	
	

	Rode bicycle without training wheels
	
	
	
	

	Tied shoelaces
	
	
	
	

	Named colors
	
	
	
	

	Said alphabet in order
	
	
	
	







COORDINATION
	Rate your child on the following skills
	Activity
	Good
	Average
	Poor

	Running
	
	
	

	Throwing
	
	
	

	Catching
	
	
	

	Writing/Drawing
	
	
	

	Athletic Abilities
	
	
	



INTELLIGENCE AND UNDERSTANDING
	Do you consider your child to understand directions and situations as well as other children his or her age? __________  If not, why? ____________________________________
______________________________________________________________________________
	How would you rate your child’s overall level of intelligence compared to other children?  Below Average_________  Average __________  Above Average __________

SCHOOL
	Rate your child’s school experience related to academic learning:
	
	Good
	Average
	Poor

	Current grade
	
	
	

	Kindergarten
	
	
	

	Nursery School
	
	
	


To the best of your knowledge, at what grade level is your child functioning?
Reading __________ Spelling __________  Arithmetic __________
Has your child ever repeated a grade?  __________  If so, which grade? __________
Present class placement:  Regular class ________  Special Class __________  If so, what kind?  ______________________________________________________
Kinds of special help or remedial work your child is currently receiving ____________
__________________________________________________________________________
Describe briefly any academic school problems __________________________________

	Rate your child’s school experience related to behavior:
	
	Good
	Average
	Poor

	Current grade
	
	
	

	Kindergarten
	
	
	

	Nursery School
	
	
	


Does your child’s current teacher describe any of the following significant classroom problems?  If so, check.
Doesn’t sit still in his/her seat __________
Frequently gets up and walks around the classroom __________
Shouts out and doesn’t wait to be called upon __________
Doesn’t wait his/her turn __________
Does not cooperate well in group activities __________
Typically does better in a one to one relationship __________
Doesn’t respect the rights of others __________
Doesn’t pay attention during storytelling __________
Any attendance problems since first grade __________  If so, why? ____________________
Describe briefly any other classroom behavioral problems ___________________________




RELATIONSHIPS WITH OTHER CHILDREN
	Does your child seek friendships with other children his/her own age? __________
	Is your child sought by other children his/her age for friendship? ______________
	Does your child play primarily with children his/her own age? ___________
		Older? __________  Younger? __________
	Describe briefly any problems your child may have with children his/her own age.
____________________________________________________________________________

HOME BEHAVIOR
All children show, to some degree, the kinds of behavior listed below.  Check those that you believe your child shows to a greater degree when compared to other children his/her own age.
	Hyperactivity (High activity level) __________
	Poor attention span __________
	Impulsivity (poor self control) __________
	Temper outbursts __________
	Sudden outbursts of physical abuse of other children __________
	Doesn’t learn from experience __________
	More active than brothers and sisters __________
	Unusual fears __________ Describe _______________________________________
	______________________________________________________________________
	Eating problem __________
	Other behaviors of concern ______________________________________________
	______________________________________________________________________
INTERESTS AND ACCOMPLISHMENTS
What are your child’s main hobbies and interests? _________________________________
_____________________________________________________________________________
What does your child do best? ___________________________________________________
_____________________________________________________________________________
What does your child enjoy doing most? __________________________________________
_____________________________________________________________________________
What does your child dislike doing most? _________________________________________
_____________________________________________________________________________

MEDICAL HISTORY
	If your child’s medical history includes any of the following, please note the age when the incident or illness occurred and any other pertinent information.
Childhood Diseases (Describe any complications)_________________________________
___________________________________________________________________________
Operations _________________________________________________________________
Hospitalizations for illness(es) other than operations ______________________________
___________________________________________________________________________
Length of time in hospital ____________________________________________________
Head injuries_______________________________________________________________
	With unconsciousness __________ Without unconsciousness __________
Convulsions_________________________________________________________________
	With fever__________ Without fever  __________
Coma ______________________________________________________________________
Meningitis or encephalitis _____________________________________________________
Has child had all immunizations? __________
Immunization reactions? _______________________________________________________
Allergies? ____________________________________________________________________

MEDICAL HISTORY (continued)
Allergic reaction to medication? __________ Which one(s)? __________________________
_____________________________________________________________________________
Persistent high fevers?__________ Highest temperature ever recorded __________
Eye problems? ________________________________________________________________
Ear problems? ________________________________________________________________
Poisoning? ____________________________________________________________________

PRESENT MEDICAL STATUS

Present height __________ Present weight __________
Present illness(es) for which child is being treated.  __________________________________
______________________________________________________________________________
Medications child is taking on an ongoing basis _____________________________________
Previous medication child was taking on an ongoing basis ____________________________
Date of last physical examination __________
Date of last dental examination __________
Child’s present doctor ___________________________________________

FAMILY MEDICAL HISTORY
	
FATHER (NATURAL)
	Medical problems (specify) ________________________________________________
	Have any of your blood relatives ever had problems similar to those your child has?
	__________ If so, describe _________________________________________________
	Mental Illness? __________ 	Diagnosis _________	Relationship ________
	Mental Retardation? __________	Degree ____________	Relationship ________
	Alcoholism? __________ 	Recovered _________	Relationship ________
	Chronic Disease? __________	Specify ____________	Relationship ________ 

MOTHER (NATURAL)
	Medical problems (specify) ________________________________________________
	Have any of your blood relatives ever had problems similar to those your child has?
	__________ If so, describe _________________________________________________
	Mental Illness? __________ 	Diagnosis _________	Relationship ________
	Mental Retardation? __________	Degree ____________	Relationship ________
	Alcoholism? __________ 	Recovered _________	Relationship ________
	Chronic Disease? __________	Specify ____________	Relationship ________

PATIENT’S BROTHERS AND SISTERS

Name	Age	Grade	Medical	Social	Academic
			Problems?	Problems?	Problems?

1. _____________________________________________________________________
2. _____________________________________________________________________
3. _____________________________________________________________________
4. _____________________________________________________________________
5. _____________________________________________________________________

If problems, describe _________________________________________________________
____________________________________________________________________________

LIST NAMES AND ADDRESSES OF ANY OTHER PROFESSIONALS CONSULTED
1. ______________________________________________________________________
2. ______________________________________________________________________
3. ______________________________________________________________________
4. ______________________________________________________________________
5. ______________________________________________________________________

Previous psychological treatment or evaluation __________  Dates __________

Results _____________________________________________________________________
____________________________________________________________________________

Reason for termination ________________________________________________________
____________________________________________________________________________

ADDITIONAL REMARKS
	Please use remainder of this page, and the back of it if necessary, to write any additional comments you wish to make regarding your child’s difficulties.













PLEASE SIGN AND DATE _____________________________  _______
				Signature			Date

