Bethnay for Children & Families
Health and Family History 
Please take a few moments to accurately complete this questionnaire about you or your child.  This form will be given to your provider for review.  Please make any notes on this form to designate specific concerns you have or topics you wish to talk about in more detail with your provider. 

First and Last Name: ________________________   Preferred Name, if different: _______________________________
Date of Birth: ________________ 	Today’s Date: ________________
Person Completing this form: __________________________   Relationship to client: ___________________________

Are you a veteran? ☐Yes     ☐No       
If so, what branch of service: ☐Army  ☐Army National Guard   ☐Navy   ☐Air Force   ☐Marine Corps   ☐US Coast Guard 
Date of discharge: _____________ 	Were you involved in combat? ☐Yes     ☐No     

MEDICAL AND DEVELOPMENTAL HISTORY
Prenatal Events
Any problems with the pregnancy: 	 ☐ Yes 	 ☐ No 	 ☐ Unknown 
Any problems with the delivery:  	 ☐ Yes	 ☐ No 	 ☐ Unknown 
Were developmental milestones (crawling, walking, talking, engaging with others, etc) met on time:														☐ Yes    ☐ No    ☐ Unknown 
	Details if there were difficulties:





Serious Illness or Injury 
[bookmark: _Hlk174697920][bookmark: _Hlk150771322]Have you (or your child) ever had any Head Trauma: 	☐ Yes 	☐ No 	☐ Unknown 
	Details:





[bookmark: _Hlk152492128]Have you (or your child) ever had any Serious Accident(s): 	☐ Yes	 ☐ No	 ☐ Unknown 
	Details:





Have you (or your child) ever had any Surgeries:	 ☐ Yes	 ☐ No 	☐ Unknown 
	Details:










Chronic medical conditions for you (or your child) or family members: 
	
	Client
	Family
	
	Client
	Family
	
	Client
	Family

	Allergies
	
	
	Kidney Disease
	
	
	Migraines
	
	

	Arthritis
	
	
	Liver Disease
	
	
	Reproductive Issues
	
	

	Asthma
	
	
	High Blood Pressure
	
	
	Seizure Disorder
	
	

	Cancer
	
	
	High Cholesterol
	
	
	Sleep Disorder
	
	

	COPD
	
	
	Urinary Disorder
	
	
	Stomach/Intestinal 
	
	

	Diabetes
	
	
	Heart Issues
	
	
	Stroke
	
	

	Eating Disorder
	
	
	Hepatitis
	
	
	Thyroid Disease
	
	



	Any others not listed above:




	List any allergies you (or your child) have:





	Date of Last Physical Exam:
	Height:

	Date of Last Dental Exam:  
	Weight:

	Date of Last Vision Exam:  
	



For our female clients, are you pregnant and/or breastfeeding now?  	☐Yes	☐No

Who is your or your child’s Primary Care Doctor: _______________________________________  
Would you like your Bridgeview provider to let this doctor know about your visit today at Bridgeview?     ☐ Yes	 ☐ No

History of mental health treatment and services
Have you (or your child) ever been diagnosed with a mental health condition? ☐ Yes 	☐ No
Have you (or your child) ever participated in mental health therapy before? ☐ Yes 	☐ No
Have you (or your child) ever been prescribed a medication for mental health challenges? 	☐ Yes 	☐ No
	




Please list any other medical (including specialists) and/or mental health providers you (or your child) see now: 
	Name
	City, State
	Reason

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Current medications (dose, frequency, purpose). Please include over the counter and prescription medicines:
	Name of Medicine
	Dosage
	How often you take it
	Purpose
	If prescribed, who prescribes it?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



SUBSTANCE USE HISTORY
Have you ever been involved in a substance abuse treatment program: 	☐Yes	 ☐ No 
If yes, please indicate the details including when and the name of the program: 
	Name of program
	Dates

	
	

	
	

	
	


Substance Use Assessment
	Type of Substance
	Use
	Frequency
	Duration

	[bookmark: _Hlk150770665]Cigarettes/chewing tobacco 
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Electronic cigarettes/vaping 
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Caffeine/energy drinks 
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Alcohol 
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Prescription drugs 
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Cocaine
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Methamphetamine 
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Marijuana 
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Heroin
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Fentanyl
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    

	Other:      
	☐None ☐Current 
☐History of
	☐Multiple times per day
☐Daily     ☐Weekly
☐Monthly
	☐Less than 1 month    ☐ 3 months
☐6 months    ☐ More than 1 year
☐More than 5 years    


If Other:
	




FAMILY HISTORY
Who do you (or your child) live with: 
	




[bookmark: _Hlk172208951]Is there a history of mental health challenges or mental illness in your family? 	☐ Yes	 ☐ No 	☐ Unknown 
If yes, who in your family: 
	Relationship of the person to you (or your child)
	Type of mental health difficulty or diagnosis

	
	

	
	

	
	

	
	



Is there a history of substance use or abuse in your family:	 ☐ Yes	 ☐ No	 ☐ Unknown
If yes, who in your family: 
	Relationship of the person to you (or your child)
	Type of substance used/abused

	
	

	
	

	
	

	
	


 
CULTURAL OR SPIRITUAL INFORMATION
[bookmark: _Hlk151045216]Do you or your child regularly attend church? 	☐ Yes 	☐ No 	☐ Unknown 
If you do not attend church, do you have a sense of spirituality: 	☐ Yes	 ☐ No 	☐ Unknown 

Is there specific information about your culture that you would like your provider to be aware of? “Culture” can mean how certain things about you affect your life, such as where you were born or grew up, your language, your race or ethnic background, your gender, your religion, traditions or rituals you have, etc.  
	





RELATIONSHIPS AND LEISURE 
[bookmark: _Hlk152491184]Relationship status: ☐Single	☐Married ☐Divorced 	☐In a relationship 	☐Other: _______________________
How many close friends do you (or your child) have: ☐None	☐1-2	 ☐ 3-5	 ☐More than 5	 ☐More than 10
“Close” friends are someone you could call if you were having difficulties.

What activities do you (or your child) do with friends? 
	



Do you feel like you (or your child) have enough friends and social contacts? 	☐ Yes	 ☐ No

Favorite activities and hobbies: 
	




SCHOOL/VOCATIONAL INFORMATION
If Client is a Child or Youth:
Current Grade in School: ___________ Name of school currently attending: ___________________________________

Grades:	 ☐ Very Good	 ☐ Good (Average) 	☐ Poor 
School attendance:	 ☐ Very Good	 ☐ Good (Average)	 ☐ Poor 
School services:		 ☐ IEP 		☐ 504b 	☐ Behavior Intervention Program 	☐ None 
Details related to school:
	




If Client is an Adult:
Highest level of education completed: ☐High School Diploma	☐ GED 		☐Did not complete high school
☐2-Year College or Training Program 	☐4-year College Degree		☐Master’s Degree	☐Doctorate Degree 
☐Other: 
	



[bookmark: _Hlk152490846]Any special education services while in school?     ☐Yes     ☐No     
If yes, explain:
	




Currently Employed? ☐ Yes ☐ No ☐ NA- Client is a child
If yes, what is your current job and how long have you had this job: 
	



Have you had difficulty keeping jobs in the past?  ☐Yes     ☐No     
If yes, explain: 
	





LEGAL HISTORY
Current Legal System Involvement: 
☐ None 
☐ Guardianship 	☐ Power of Attorney		 ☐ Conservatorship 	☐ Involved with Foster care 
☐Mental Health Commitment 	☐Substance Abuse Commitment 
☐Court ordered services (substance use treatment, anger management) 	☐Probation	 ☐Parole
☐Pending legal charges		☐Other: 
	




Have you (or your child) ever been placed in residential care or a psychiatric medical facility? ☐Yes     ☐No     
If Yes, indicate the name of the facility, approximate dates, and length of time there: 
	







Are there any questions or concerns you have or any other topics you would like to discuss with your provider?
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