Advanced Brain and Body Clinic
Child/Adolescent Patient Information

Personal Information							Date:
Name:	________________________________________________________
Referred By: ____________________________________________________
Age: _______  	DOB: _________________	Male/Female
Child Lives With:	__ Biological Parents 		__ Adoptive Parents
			__ Parent & Stepparent 		__ Foster Parents
			__ One Parent			__ Institution
			__ Relatives			__ Other _______________________________
Father’s Name: __________________________Mother’s Name: ________________________________
Legal Guardian Name: __________________________________________________________________
Status of Parents: 	__Married	__Separated	__Widowed	__Never Married
Is the patient a twin?   _____Yes _____No   _____Identical
If adopted, at what age? __________________________
Do you have any of the following medical diagnosis:
__Seizures			__Meningitis			__Encephalitis
__RSV				__Tonsillitis			__Ear Infection
__Pneumonia			__Bronchitis			
__ Other  _____________________________________________________________________

Surgeries:
_____________________________________________________________________________
_____________________________________________________________________________


Medicine or Substance Allergies:
____________________________________________________________________________
Head Trauma (TBI) / Concussions: Dates and if any Permanent Issues				
_______________________________________________________________________


Immunizations:  		___Up to Date 	__ Do Not Know If Up to Date
Have you ever had a positive Tuberculin Skin Test?  __Yes __No
Your last Tuberculin Test was?     __Positive   __Negative
Have you had a tetanus vaccine in the last 10 years?   __ Yes   __No

All Current Medications (including herbs and vitamins):	
	Please list the medicine, dosage and prescribed by
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Family History: Please mark all that apply
___Depression 			___Bipolar 		 __Schizophrenia  
___Anxiety Disorder 		 ___Alcoholism 		 __Drug Use
Other: ______________________________________________________________________________
Alcohol Use: 
___ Daily 	___Weekly	___Monthly	___Hardly ever
___ 1-3		___ 3-6		___6-10	___More 
Date of Last Use: _________________________
Concerns Related to Alcohol Use:
	___ Relationship 		___Legal 		___Work/School
Tobacco Use:
	__Never	__Occasionally 		__Daily 		If Daily – Packs per Day___________
Street Drug Use:  Please list name of drug, frequency of use, last used and any concerns due to use
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Any History of:
___ Physical Abuse		___Sexual Abuse		___ Involvement with the Law

Other Information You Would Like Your Provider to Know
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________


Current Symptoms / Behaviors
Please place an X by any that apply

___ Lapses of Consciousness		___Convulsions 		___Staring Spells
___Blackouts or Fainting		___Headaches			___Vision Concerns
___Hearing Concerns			___Dizziness			___Weight Loss/Gain
___Poor Appetite 			___Poor Sleep Patterns	___Nightmares
___Vomiting/Nausea			___Sense of Smell Concerns	 ___Weakness
___Talking/Speaking Concerns	___Weakness			 ___Coordination Concerns
___ Numbness			___Short Attention Span	 ___Overactive
___ Under Active 			___Memory Loss		 ___Facial ticks
___Bedwetting			___Eating Disorder		___Binge Eating
___Diet Pill Use			___Laxative Use		___Purging
___Breath Holding			___ Constipation		___Body Rocking
___Self Destructive Behavior		___Verbal Aggressiveness	___Physical Aggressiveness
___Inappropriate Sexual Behavior	___Strong Hate		___Strong Fears
___ Lying				___Stealing			____ 
___Other ______________________________________________________________________
______________________________________________________________________________







Past Medications
Place an X next to any medications you have ever been prescribed.
Please list the dosage, Duration, Response or any Side Effects.

Antidepressants (SSRI)
___ Luvox/Fluvoxamine __________________________________________________________________________
___ Paxil/Paroxetine ____________________________________________________________________________
___ Prozac/Fluoxetine ___________________________________________________________________________
___ Zoloft/Sertraline ____________________________________________________________________________
___ Celexa/Citalopram __________________________________________________________________________
___ Lexapro/Escitalopram _________________________________________________________________

Antidepressants (SNRI)
___ Effexor/Venlafaxine _________________________________________________________________________
___ Cymbalta/Duloxetine ________________________________________________________________________
___ Pristiq/Desventafaxine_______________________________________________________________________
___ Fetzima ___________________________________________________________________________________

Antidepressants (other)
___ Viibryd/Vilazodone __________________________________________________________________________
___ Desyrel/Trazodone __________________________________________________________________________
___ Serzone/Nefazodone ________________________________________________________________________
___ Wellbutrin/Bupropion _______________________________________________________________________
___ Remeron/Mirtazapine________________________________________________________________________
___ Trintellix __________________________________________________________________________________

Antipsychotic(atypical)
___ Abilify/Aripiprazole _________________________________________________________________________
___ Clozaril/Clozapine ___________________________________________________________________________
Antipsychotic(atypical) Continued
___ Geodon/Ziprasidone __________________________________________________________________
___ Latuda ____________________________________________________________________________________
___ Rexulti ____________________________________________________________________________________
___ Risperdal/Risperidone _______________________________________________________________________
___ Saphris/Asenapine __________________________________________________________________________
___ Seroquel/Quetiapine ________________________________________________________________________
___ Vraylar ____________________________________________________________________________________
___ Zyprexa/Olanzapine _________________________________________________________________________

Stimulants
___ Adderall/Adderall XR ________________________________________________________________________
___ Ritalin ____________________________________________________________________________________
___ Concerta __________________________________________________________________________________
___ Vyvanse ___________________________________________________________________________________
___ Strattera __________________________________________________________________________________
___ Nuvigil ____________________________________________________________________________________
___ Provigil ____________________________________________________________________________________

Sleep Aid
___ Belsomra __________________________________________________________________________________
___ Lunesta ___________________________________________________________________________________
___ Ambien ___________________________________________________________________________________

Augmentation Agents:
___ Buspar ____________________________________________________________________________________
___ Cytomel ___________________________________________________________________________________
___ Lithium ___________________________________________________________________________________
___ Lamictal ___________________________________________________________________________________
