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CHILD/ADOLESCENT INTAKE INSTRUCTIONS 

PLEASE COMPLETE ALL OF THE ENCLOSED INFORMATION TO THE BEST OF YOUR ABILITY. 

 Page   2-13 - General Information - to be completed by parent

 Page 14-16 - CDI (Child Depression Inventory) -  to be completed by child

 Page 17-18 - SCARED (Screen for Child Related Anxiety Disorders) - to be completed by child

 Page 19-20 - SCARED (Screen for Child Related Anxiety Disorders) Parent Report - to be completed by parent

 Page 21-24 - Child Behavior Checklist- to be completed by parent

Mary Guardino 
308 Seaview Avenue    Phone: (718) 351-1717 x.20 
Staten Island, NY10305  Fax: (718) 667-8893 

  Email: Maryfff@aol.com 

Dear Friend,

Thank you for contacting Freedom from Fear about a child or adolescent evaluation. You can visit our website 
freedomfromfear.org to learn about our organization. It is a big decision to decide to have your child evaluated,
so it is important to learn about our work and the mission of the organization. I founded the organization in
1984. Since our humble beginnings, I am pleased to say that FFF has helped tens of thousands of individuals
suffering with a variety of mental health issues. FFF also has a national outreach program of public education.
This program has a wide range of mental health awareness activities. These efforts have reached many millions
of individuals with the message that hope and help are available for those suffering with all types of mental
health concerns.

The package that you are receiving contains many important questions. It is vital that it is carefully filled out by
the primary care provider with input from the child/adolescent where appropriate. Prior to completion of the 
package, please email us a copy of your insurance card, front and back to verify that we accept your
insurance. Please return all forms via email: maryfff@aol.com or fax: (718) 667- 8893.

Once paperwork is received, an intake coordinator will contact you to schedule an appointment. Your intake 
information will be reviewed and some of it will be analyzed by computer generated programs. You and your
child/adolescent will also be asked many more questions during your initial visit. The first part of the evaluation
has a $250 fee, for scoring and interpreting the clinical tests, payable at time of services. Insurance will cover the visit 
with the clinician. Payment can be paid via cash, check, or credit (we accept Visa, Amex, Discover, and Master Card). If 
after the intake process your child or adolescent is not found appropriate for our organization, referrals will be provided.

The second part of the evaluation is to meet with the medical doctor. All of our child and adult psychiatrists are
board certified. The doctor will review all of the intake information before seeing your child/adolescent. During
the visit, the doctor will begin to assess your child’s needs and your concerns. It may take more than once
session to complete the evaluation process and a treatment plan and/ or diagnosis may or may not be given at
the initial appointment. The doctor will discuss this with you, as well as a plan on moving forward. The
appropriate insurance will be accepted for this part of the evaluation. Our facility accepts most insurance
plans. However, we do not accept Medicaid or related insurances. If interested and deemed appropriate after
the evaluation, therapy is available for your child/ adolescent. The cost of therapy may not be covered under
your insurance. We will advise if we accept your insurance prior to your first appointment.

If you have any questions please contact me at (718) 351-1717 ext. 20. Be assured that every effort will be made
to provide you and your child/adolescent with excellent care.

Sincerely,
Mary Guardino
Founder/Executive Director

mailto:maryfff@aol.com
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CHILD/ADOLESCENT INFORMATION FORM 

NAME: DOB:  /  / 

LAST  MIDDLE FIRST 

ADDRESS: APT #: 

CITY:  STATE: ZIP: 

PHONE:   HOME: (     ) CELL:( ) SSN#: 

SEX: M    F SCHOOL: GRADE: 

CHILD RESIDES WITH:   PARENTS    MOTHER    FATHER    OTHER  

PARENTS:  MARRIED    SEPARATED    DIVORCED DECEASED OTHER  

LIST SIBLINGS (name, age, sex): ____________________________________________________________ 

REFERRAL SOURCE: 

EMERGENCY CONTACT: 

PHONE:   HOME: (           )  CELL: ( ) 

RELATIONSHIP TO PATIENT: 

PATIENT INSURANCE INFORMATION     (NOTE: INSURANCE CARD MUST BE PRESENTED AT FIRST VISIT) 

NAME OF PRIMARY INSURANCE COMPANY:  

POLICY OWNER: RELATIONSHIP TO PATIENT: 

DATE OF BIRTH: POLICY #: 

SECONDARY INSURANCE COMPANY:  POLICY #: 
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FATHER’S  INSURANCE INFORMATION (NOTE: INSURANCE CARD MUST BE PRESENTED AT FIRST VISIT) 

NAME OF PRIMARY INSURANCE COMPANY: 

POLICY OWNER:       POLICY OWNER D.O.B. :  

POLICY #: 

MOTHER’S NAME: DOB:  / / AGE: 

LAST FIRST 

ADDRESS:           APT #: 

CITY:       STATE:  ZIP: 

PHONE:   HOME: (      )   CELL:(  )   SSN#: 

EMAIL: 

EMPLOYMENT STATUS: EMPLOYED    STUDENT  UNEMPLOYED   OTHER   _____ 

OCCUPATION: _____________________________YEARS EMPLOYED: ________ ANN. INCOME: ________ 

PARENT INFORMATION FORM

FATHER’S NAME: DOB:  / / AGE: 

LAST FIRST 

ADDRESS: APT #: 

CITY:  STATE: ZIP: 

PHONE:   HOME: ( ) CELL:( ) SSN#: 

EMAIL: 

EMPLOYMENT STATUS: EMPLOYED    STUDENT  UNEMPLOYED   OTHER 

OCCUPATION: _____________________________YEARS EMPLOYED: ________ ANN. INCOME: ________ 

MOTHER’S INSURANCE INFORMATION (NOTE: INSURANCE CARD MUST BE PRESENTED AT FIRST VISIT) 

NAME OF PRIMARY INSURANCE COMPANY: 

POLICY OWNER:       POLICY OWNER D.O.B. :  

POLICY #: 



PATIENT INFORMATION RE: CREDIT CARD ON FILE POLICY 
To Our Patients: 

As you are aware, healthcare has undergone dramatic changes in the past few years.  High-deductible 
health plans are now a mainstay in the healthcare landscape.  This means that more responsibility of 
payment is being placed on patients.  We need to be sure that patient balances are paid in a timely 
manner.  If you have ever stayed in a hotel or rented a car, you are familiar with the concept of having a 
credit card on file.  Your credit card information is stored in a secure, encrypted manner and only 
accessed and charged if there is an outstanding balance due.  As of January 1, 2024, Clinical 
Management Consultants has adopted a Credit Card on File Policy. An administrative fee of $3.00 will be 
included for each credit card transaction.  

At the time of registration, we will request your credit card information.  Your credit card numbers will 
be encrypted and stored on a secure server.  

Payment and co-pays will be processed at the time of visit.   If you have any questions about this payment 
method, please do not hesitate to call our Billing Office at 718-351-1717. 

How does credit card on file benefit me? 
Using credit card on file, you will be able to: 

• Pay balances and co-pays conveniently
• Make payments automatically using your credit card of 

choice
• Avoid writing checks to pay bills by mail

Your credit card on file can be used for the following reasons: 

-Visit payments not collected from you at the beginning of the visit
-No show or late cancellation charges
-Insurance discrepancies
-Outstanding balance greater than 31 days past due

Credit Card Type (circle)  Visa  MasterCard    Discover Amex 

 Credit Card Number    Security Code   Exp Date   Printed Name as it appears on card

 Billing Address   City   State   Zip  

 Phone Number   Email 

 Patient Name   DOB   Patient Name   DOB 

 Patient Name   DOB   Patient Name   DOB 

I authorize Clinical Management Consultants to charge the credit card above per the terms of this policy.  This 
authorization shall remain in effect until CMC has received written notification from me of its termination. 

 Signature  Date 

James
Cross-Out
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SYMPTOM CHECK LIST 

(Please check all that apply to your child/adolescent) 

 SLEEPING PROBLEMS    OVEREATING    LOSS OF APPETITE   POOR CONCENTRATION

 ANXIETY    DEPRESSION    NOT ENJOYING THINGS    RACING THOUGHTS    PANIC ATTACKS

 EXCESSIVE WORRYING    OBSESSIVE BEHAVIORS    COMPULSIVE BEHAVIORS

 UNCOMFORTABLE IN SOCIAL SITUATIONS SELF ESTEEM DRUG OR ALCOHOL ABUSE

 FAMILY PROBLEMS    BEHAVIORAL PROBLEMS    SCHOOL PROBLEMS/ SCHOOL REFUSAL

 ATTENTION PROBLEMS    BULLYING    SUICIDALITY    ANGER  OTHER (EXPLAIN BELOW)

PLEASE PROVIDE A DETAILED DESCRIPTION OF THE REASON YOU ARE 

SEEKING TREATMENT FOR YOUR CHILD/ADOLESCENT 
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FAMILY HISTORY 

Please list all of the family members and significant others who reside in the same household 
as child/adolescent: 

MATERNAL GRANDPARENTS:  LIVING  DECEASED  MARRIED

 SEPARATED/DIVORCED

PATERNAL GRANDPARENTS:  LIVING  DECEASED  MARRIED

 SEPARATED/DIVORCED

FAMILY HISTORY OF EMOTIONAL DISORDERS 

RELATIONSHIP TO TREATED? PATIENT 
(Y/N) 

SCHIZOPHRENIA 

DEPRESSION 

ANXIETY 

SUBSTANCE ABUSE 

ALCOHOL ABUSE 

PANIC ATTACKS 

OBSESSIVE COMPULSIVE DISORDER 

ATTENTION DEFICIT HYPERACTIVITY 

BEHAVIORAL PROBLEMS 

LEARNING DIFFICULTIES 

TICS 

MENTAL RETARDATION 

SUICIDE or SUICIDE ATTEMPT(S) 

PHYSICAL SELF HARM (IE. CUTTING) 

BIPOLAR DISORDER 
POST TRAUMATIC STRESS DISORDER 

OTHER 

NAME AGE 
RELATIONSHIP TO 

PATIENT 

RELATIONSHIP 
QUALITY  

(GOOD, POOR, FAIR) 
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SOCIAL AND DEVELOPMENTAL HISTORY 

DEVELOPMENTAL HISTORY 
Duration of Pregnancy (in weeks): _________ 

Labor Duration: _________ 

Any problems? Specify: 

Delivery (check one):  Vaginal  C-Section

Any problems? Specify: 

NEWBORN PERIOD (check one):  Normal  Any Problems 

Specific problems:    Oxygen  Incubator  Infection  Jaundice  Other

Provide details:  

FIRST YEAR – TEMPERAMENT (CHECK ALL THAT APPLY AND PROVIDE EXAMPLES) 

 EASY BABY:

 SLOW TO WARM UP:

 DIFFICULT BABY:

 EATING HABITS:

 SLEEPING HABITS:Normal Abnormal

 COLIC (if yes, how long?)

 WALKED AT AGE?

EARLY INTERVENTION SERVICES PROVIDED?    YES  NO

(IF YES...) 

 SPEECH THERAPY  OCCUPATIONAL THERAPY  PHYSICAL THERAPY

 ABA THERAPY: HRS/ WEEK
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OTHER MILESTONES 

First words at age: __________ Three word sentences at age: _____________ 

Toilet training at age: ______________    Bowel: ____________    Bladder: ___________ 

Any current problems with wetting or soiling (specify): ____________________________________ 

Age at first menses: __________  Last menstrual period: ________ 

Sexually active:  YES   NO  

SCHOOL HISTORY

NAME OF SCHOOL EASILY ADJUSTED?       SPECIFY DIFFICULTIES 
Y/N 

PRESCHOOL 

KINDERGARTEN 

ELEMENTARY SCHOOL 

JUNIOR HIGH SCHOOL 

HIGH SCHOOL 

HOME SCHOOL:  YES  NO  WHEN? : 

SCHOOL REFUSAL:    YES  NO  DETAILS: 

DATE OF LAST ATTENDENCE:  

ACADEMIC PROGRESS: SATISFACTORY    UNSATISFACTORY 

DETAILS: 

I.E.P? : YES  NO
DETAILS: 
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ACTIVITIES OF DAILY LIVING: 

SOCIAL PROGRESS: 

MAKES FRIENDS EASILY?   YES      NO DETAILS: 

GOES ON PLAY DATES?   YES      NO DETAILS: 

HAS FULFILLING FRIENDSHIPS?  YES      NO DETAILS: 

ATTENDS SLEEP OVERS?   YES      NO DETAILS: 

HAS BEEN BULLIED?   YES      NO DETAILS: 

ENGAGES IN EXTRACIRRICULAR ACTIVITIES?          YES      NO DETAILS:

IMPULSE CONTROL: PHYSICAL OR VERBAL FIGHTS WITH PEERS?  

 YES  NO DETAILS:

TO THE BEST OF YOUR KNOWLEDGE, PLEASE ANSWER THE FOLLOWING QUESTIONS: 

SUBSTANCE USE: 

DOES YOUR CHILD PARTAKE IN ANY DRUG USAGE?   YES   NO 

 IF YES, PLEASE SPECIFY? 

 Marijuana   Cocaine  Heroine/ Opioids  Other _________________________________

HAS YOUR CHILD EVER ATTENDED A REHABILITATION PROGRAM FOR DRUGS OR ALCOHOL? 

 YES  NO

DOES YOUR CHILD SMOKE CIGARETTES?  YES  NO

DOES YOUR CHILD DRINK ALCOHOL?    YES  NO

HAS YOUR CHILD BEEN ARRESTED / IN TROUBLE WITH THE POLICE?  YES  NO

 IF YES, PLEASE EXPLAIN: 



9 
  

MAJOR CHANGES OR STRESSES: 

 Have there been or are there currently any major changes or stressors in the family where your child 

was brought up?   YES   NO 
 
If yes, please mark all that apply: 
 

 

 

 PAST CURRENT PLEASE PROVIDE DETAILS 

1. FINANCIAL PROBLEMS 
   

2. FREQUENT MOVES 
   

3. JOB CHANGES 
   

4. DRINKING/DRUG PROBLEMS 
   

5. ARUGMENTS BETWEEN PARENTS 
   

6. DIVORCE/SEPARATION OF PARENTS 
   

7. REMARRIAGE OF PARENTS 
   

8. SEPARATION OF SIBLINGS 
   

9. SEPARATION OF FAMILY MEMBERS 
   

10. SEPARATION FROM SIGNIFICANT NON-FAMILY MEMBERS 
   

11. FREQUENT PHYSICAL PUNISHMENT 
   

12. PHYSICAL CONFRONTATION BETWEEN PARENTS 
   

13. MENTAL ILLNESS IN FAMILY 
   

14. PHYSICAL ILLNESS IN FAMILY 
   

15. PSYCHIATRIC HOSPITALIZATION OF PARENT 
   

16. MEDICAL HOSPITALIZATION OF PARENT 
   

17. DEATH IN FAMILY 
   

18. SEXUAL PROMISCUITY/INCESTUOUS 
   

19. LEGAL PROBLEMS 
   

20. OTHER FAMILY PROBLEMS 
   

          21. SEXUAL/EMOTIONAL ABUSE 
   

22. OTHER 
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MEDICAL QUESTIONNAIRE 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Please list all medications & dosages your child is CURRENTLY taking for their medical conditions 
including psychiatric medications: 

 

MEDICATION DOSAGE 
PRESCRIBING 

MD 
REASON FOR 

PRESCRIPTION 
HELPFUL: 
YES/NO 

__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________  
 
__________________________________________________________________________ 
 
 

Please list all psychiatric medications & dosages in which your child has PREVIOUSLY taken.  
 

MEDICATION DOSAGE 
PRESCRIBING 

MD 
REASON FOR 

PRESCRIPTION 
HELPFUL: 
YES/NO 

__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________  
 
 

 

PEDITRICIAN’S NAME:           
    

ADDRESS:             

 

CITY:       STATE:  ZIP:     

 

PHONE:(     )     FAX: (     )      

 

DATE OF LAST PHYSICAL:      /      /   

 

HEIGHT:    WEIGHT:      

 

DATE OF LAST BLOODWORK:      /      /   
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PREVIOUS MEDICAL/SURGICAL HISTORY 
 

Any operations?     ____________________________________ 

Any hospitalizations?    ____________________________________ 

Any allergies?     ____________________________________ 

Any other medical problems?   ____________________________________ 

Family medical problems?    ____________________________________ 

Family history of psychiatric disorders?  ____________________________________ 

Any dietary restrictions?    ____________________________________ 

Any prosthetics?     ____________________________________ 
 
Any observable ticks?     ____________________________________ 

 
 
PREVIOUS PSYCHOLOGICALTREATMENT 
 

Therapist Name:__________________________  Therapist Name:___________________________ 

Why Consulted?__________________________  Why Consulted?___________________________ 

When Consulted?__________________________ When Consulted?___________________________ 

 

Type of Treatment: Type of Treatment: 

Individual      Family Individual      Family 

 Group Other  Group          Other 

 

 How Long? _______________________________ How Long? ______________________________ 

 Was it Helpful?  YES NO Was it Helpful?  YES NO 

  Please Specify: _____________________ Please Specify: _______________________ 

 

Psychiatrist Name: ________________________ Psychiatrist Name: ___________________________ 

Why Consulted? __________________________ Why Consulted?___________________________ 

When Consulted?__________________________When Consulted?___________________________ 

 

Type of Treatment: Type of Treatment: 

Individual      Family Individual      Family 

 Group Other  Group          Other 

 How Long? _______________________________ How Long? ______________________________ 

 Was it Helpful?  YES NO Was it Helpful?  YES NO 

  Please Specify: _____________________ Please Specify: ______________________ 
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TREATMENT CONTRACT 

 

1) I agree to pay all and any co-payments according to my insurance policy at each visit. Co-

payments will not be billed. They must be paid at the time of the visit. _________ (Initial 

here) 

 

2) I hereby authorize said assignee to release all information to secure payment._________ 

(Initial here) 

 

3) I understand that I am financially responsible for all charges whether or not paid by said 

insurance and that payments are due at the times services are rendered for my 

child._________ (Initial here) 

 

4) I understand there will be a $50 fee for all appointments missed or cancelled without 

48 hour notice._________ (Initial here) 

 

5) The first part of the evaluation is a $200 fee, payable at time of services. Insurance 

will not be accepted for this appointment. Payment can be paid via cash, check, or credit 

(we accept Visa, Amex, Discover, and Master Card). _________ (Initial here) 

 

 

6) The appropriate insurance will be accepted at the second part of the evaluation. Our 

facility accepts most insurance. Return the paper work with a copy of your insurance card, 

front and back. We do not accept Medicaid or related insurances. We will advise if we 

accept your insurance. _________ (Initial here) 

 

7) If your child is taking medication: I understand that no prescriptions will be called in. It is 

my responsibility to discuss my child’s medication with my doctor and make sure he/she will 

have enough to last until their next visit. _________ (Initial here) 

 

8) I understand that I have to remain a constant participant in my child’s 

treatment._________ (Initial here) 

 

9) I understand that I/we will have to partake in sessions, without my child, when 

requested. These sessions are extremely important so that your child can receive the 

necessary treatment. One parent must be in attendance of each session with the 

child.  _________ (Initial here)  
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10) Care providers need to read through and keep any and all worksheets or reading material 
given by                      treatment staff. _________ (Initial here) 

 
 

11) It is highly recommended for you and your child to track progress throughout treatment and 
write down any questions you may have for your treatment staff.  _________ (Initial here) 

 
 

12) There is an hourly fee for any paperwork or letters completed by the treatment staff 
and are dependent upon Dr. approval. This paperwork will be completed within 10 
business days upon parent/caregiver request. _________ (Initial here) 

 

13) The first three visits to see your assigned doctor are considered assessment only. After 
these sessions are complete your child will then be considered admitted as a patient to the 
clinic.  _________ (Initial here) 

 

14) We do not initiate contact to your child’s school. Contact with a school must be initiated by a 
parent or school to the treatment provider(s). _________ (Initial here) 

 
 

In order to maintain an orderly, respectful and secure treatment environment for the patients 

and staff in our facility, it is essential that all parents and visitors to our building be aware of 

their responsibilities and adhere to an expected level of conduct. Please be respectful and 

follow all office policies as explained or documented and ask questions if any guideline is 

unclear. Appropriate language and demeanor is expected at all times when in the building or 

conversing with staff. Any parent participating in any type of improper conduct will be asked to 

leave, and clinicians reserve the right to terminate treatment and provide an appropriate 

referral, should they feel that it is necessary. 

 

I CERTIFY THAT I HAVE READ THE ABOVE AND FULLY UNDERSTAND AND AGREE TO THE 
TERMS OF TREATMENT FOR MY CHILD/ADOLESCENT, ________________________________. 
      (Name of Patient)  

 

Periodically you will be offered online or live parenting programs: 

 I AGREE TO PARTICIPATE IN THESE PROGRAMS WHENEVER POSSIBLE 

 

Signature _____________________________________________ Date: _____________________ 

 

Signature _____________________________________________ Date: ____________________ 
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TO BE COMPLETED BY CHILD 
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TO BE COMPLETED BY CHILD 
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TO BE COMPLETED BY CHILD 
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TO BE COMPLETED BY CHILD 
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TO BE COMPLETED BY CHILD 

 

18 

 



19 
  

  
TO BE COMPLETED BY PARENT  
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TO BE COMPLETED BY PARENT  
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TO BE COMPLETED BY PARENT  
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TO BE COMPLETED BY PARENT  
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TO BE COMPLETED BY PARENT  
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TO BE COMPLETED BY PARENT
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