THE HOPE CONNECTION
5319 SW Westgate Dr. Ste 113
Portland, OR 97221
Child/Adolescent Counseling Application

Information on this form will help us better serve you. Thank you for completing
this application.

Please Print Clearly

(To be filled out by one or both parents)
Today’s Date: __________ How did you find out about us: ___________________
Name of child: ________________________________ 
DOB: ____________________________ Age: _________ M _______ F ________ 

Home Address: ________________________________________________________________ 

City: ______________________ State: _______    Zip: ____________
Home phone: _____________________ Referred by: ______________________ 

School: ____________________________________________________________ 

Grade in school: _______ Special placement (if any): _______________________ 

Child is presently living with: 

____ Natural mother 
____ Natural father 
____ Stepmother 

____ Adoptive mother 
____ Adoptive father 
____ Stepfather 

____ Foster mother 
____ Foster father 

____ Other (specify) 

Describe what issues your child is having in order of difficulty 

1. ______________________________________________________________ 

2. ______________________________________________________________ 

3. ______________________________________________________________ 
How are the above issues affecting your child’s life? 

1. ______________________________________________________________ 

2. ______________________________________________________________ 

3. ______________________________________________________________ 

How are these issues affecting the family’s life? 

1. _____________________________________________________________ 

2. _____________________________________________________________ 

3. ______________________________________________________________ 

FAMILY INFORMATION 
Mother and/or stepmother’s name: _______________________ DOB: __________ 

Phone: _____________________ Year married (if applicable): ___________ 
# Years together with Spouse/S.O.: _______ 

Year remarried (if applicable): ___________ 

Mother’s Learning/Attention/Behavioral/Medical problems: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have any of the mother’s blood relatives experienced problems similar to those your child is experiencing? If so, describe: ________________________________ 

__________________________________________________________________
Father and/or stepfather’s name: ________________________ DOB: __________ 

Phone: _____________________ Year married (if applicable): ___________ 
# Years together with Spouse/S.O.: _______ 

Year remarried (if applicable): ___________     
Father’s Learning/Attention/Behavioral/Medical problems: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have any of the father’s blood relatives experienced problems similar to those your child is experiencing? If so, describe: ___________________________________ __________________________________________________________________ 

List everyone currently living in your home, including family and others:

	Name
	Age
	Birthdate
	Relationship
	Occupation

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Stepfamily address (if different): _____________________________________________ 

_____________________________________________

How many times have you moved since the child’s birth? _____________________ 

What are your family’s spiritual beliefs? ______________________________________________ 

If the biological parents have divorced/separated/or otherwise split up – describe the emotional environment of the household the child resided in and how the child reacted emotionally and behaviorally to the situation AT THAT TIME: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

If the biological parents have divorced/separated/or otherwise split up – describe the emotional environment of the non-custodial parent’s household when the child is visiting and how the child reacts emotionally and behaviorally while at the non-custodial parent’s home: __________________________________________________________________ 

__________________________________________________________________
Do you or your family members currently have or have ever had any of the following:

Please check all that apply

	                    Now     Past   Family                                 Now     Past    Family                                     Now    Past   Family

	Asthma
	
	
	
	Immune System Problems
	
	
	
	Tuberculosis
	
	
	

	Heart Disease
	
	
	
	Chronic Fatigue Syndrome
	
	
	
	Epilepsy
	
	
	

	Headaches
	
	
	
	Head Injury
	
	
	
	High Blood Pressure
	
	
	

	Digestive Disorders
	
	
	
	Arthritis
	
	
	
	Thyroid Disorder
	
	
	

	Cancer
	
	
	
	Vision Problems
	
	
	
	Multiple Sclerosis
	
	
	

	Diabetes
	
	
	
	Hearing Problems
	
	
	
	Pregnancy
	
	
	

	Breathing Problems
	
	
	
	Fibromyalgia
	
	
	
	Stroke
	
	
	

	Alcohol or Drug Abuse
	
	
	
	Depression
	
	
	
	Other
	
	
	


Please circle any of the following that concern you about your child:

Nervousness

Depression

Fears

Shyness
Sexual Problems

Separation

Anger


Self-harm
Inferiority Feelings

Self-Control

Stomach Problems
Stress

Making Decisions

Headaches

My Thoughts

Memory
Ambition
Energy Concentration
Loneliness

Insomnia
School
Nightmares



Health Problems
Eating Problems
Temper
Gambling
Eating Too Little

Sexual Abuse
Physical Abuse
Tiredness
Friends
Too Heavy or Thin

Bowel Trouble
Panic Attacks

Other: ______________________________________________________________

Please circle any of the following strengths your child has:

Confident

Hard Worker

Organized
Friendly
Good Listener

Dependable

Sensitive

Logical
Loyal

Sense of Humor

Decisive

Responsible

Creative
Helpful
Understanding

Competent

Compassionate
Resilient
Resourceful
Flexible

Optimistic

Faithful

Imaginative
Adaptive
Spiritual

Hopeful

Planner

Self-Aware   Ambitious
Altruistic

Insightful

Mindful

Good Communicator





Other: ___________________________________________________________________
Is there anything else you would like us to know about you or your child? 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When are you available for appointments? 

	Choice
	Day of the Week
	Time of the Day

	1st
	
	

	2nd
	
	

	3rd
	
	


Parent/Legal Guardian’s Signature_________________________________  
Date _______________________

