Megan Allen, Ph.D.
Licensed Psychologist #22150
849 Menlo Ave
Menlo Park CA 94025
650-503-3175

Child Demographic Form


 
Child’s Full Name:             ________________________________________________________________________

Date of Birth: ________________________________________________________________________

Mother’s Name: ________________________________________________________________________

Father’s Name: ________________________________________________________________________

Home Address: ________________________________________________________________________

Second Home Address: ______________________________________________________________________
(if applicable, specify parent) 

Home phone number(s): ___________________________________________________________________

Cell phone number(s): ______________________________________________________________________
*Please note if you would prefer not to receive calls and/or messages at these numbers

Email address(es): ________________________________________________________________________
*Please note if you would prefer not to receive emails at this address 

Name of daycare/preschool/school: ________________________________________________________________________

Grade: _______________________________________________________________________

School phone number: ________________________________________________________________________

Teacher name: ________________________________________________________________________

Name and location of physician: ______________________________________________________________________________

Any medications the child is taking and reason: 
______________________________________________________________________________

Health or Medical issues: 
______________________________________________________________________________
[bookmark: _GoBack]
Please list any previous mental health providers the patient has visited: 

______________________________________________________________________________

Please list any therapists (e.g. occupational therapist, speech and language therapist, educational therapist) your child currently works with: 
__________________________________________________________________________

Referred by: 
________________________________________________________________________

Primary Concerns: 
________________________________________________________________________
