
ELAINE F. MATEO, M.D. 
 
 

Directions:  Please complete this form as best you can.  It will facilitate the evaluation 
process and provide a complete permanent record.  Thank you. 
     Elaine F. Mateo, M.D. 
Identifying Information: 
 
Name of child/adolescent: __________________________________________________ 
Address of child/adolescent: ________________________________________________ 
________________________________________________________________________ 
Date of Birth: _______________________ Age: ____________ Sex: _______________ 
School: ____________________________________ Grade: ______________________ 
School Telephone: ______________________________ Teacher: __________________ 
Name of Father: _______________________________ Home Phone: _______________ 
Address of Father: ________________________________________________________ 
______________________________________ Work Phone: ______________________ 
 
Name of Mother: ______________________________ Home Phone: _______________ 
Address of Mother: _______________________________________________________ 
______________________________________ Work Phone: ______________________ 
 
Legal Guardian (if different from above): ______________________________________ 
Home Phone: ____________________________________________________________ 
Work Phone: ____________________________________________________________ 
Address of legal guardian: __________________________________________________ 
________________________________________________________________________ 
 
Presenting Problems: 
 
Please list and describe the primary issues which have caused you to seek a psychiatric 
evaluation for your child.  Be as specific as possible as to the beginning of problems, 
possible reason(s) for problems and duration: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
In your opinion, how specifically can I help your child with this/these problem(s)? 
________________________________________________________________________ 
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Past History: 
 
Birth History 
 
Were there any difficulties with the pregnancy, labor or delivery?  If so, please describe 
the difficulties: ___________________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
How much did you child weight at birth? ______________________________________ 
 
Was the pregnancy an unplanned pregnancy? Yes ______ No ______ 
 
Developmental History (as best you can remember): 
 
Eating: 
 Problems such as colic, loss of weight, allergies, eating peculiarities, spitting, etc. 
 Yes ________  No ________ 
 If yes, please elaborate: ______________________________________________ 
 __________________________________________________________________
 __________________________________________________________________ 
 __________________________________________________________________ 
 
Motor: 
 Sat up unassisted: ____________________________ 
 Crawled: ___________________________________ 
 Walked without help: _________________________ 
 Clumsy?  Yes __________ No __________ 
  If yes, please elaborate: ________________________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
 
Social/Adaptive: 
 Age of spontaneous smile __________________ 
 Age used spoon __________________________ 
 Age imitates parent’s activities ______________ 
 Age of parallel play _______________________ 
 Age fed self _____________________________ 
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Language: 
 Age said first word(s) ___________________ 
 Age said full sentence ___________________ 
 Stuttering Yes________ No __________ 
 
Other:  If your child has had or now has any of the following, explain below: 
 Body rocking: ______________________________________________________ 
 Head banging: _____________________________________________________ 
 Failure to thrive (lack of weight gain): __________________________________ 
 Sleep problems: ____________________________________________________ 
  Couldn’t sleep through the night after 6 months:    Yes ______ No ______ 
  If yes, explain: _______________________________________________ 
 Nightmares: (how often) _____________________________________________ 
  Describe the nature of nightmares: _______________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
  ____________________________________________________________ 
 Insomnia: _________________________________________________________ 
 Sleep walking: _____________________________________________________ 
 Sleep talking: ______________________________________________________ 
 Unusual fears: _____________________________________________________ 
 Blank spells: _______________________________________________________ 
 Tics: _____________________________________________________________ 
 Pica: _____________________________________________________________ 
 (eating inedible substances after age 2) 
 Hair pulling: _______________________________________________________ 
 Bedwetting (after age 6) ________________________________ Day? ________ 
  Night? ___________ Frequency: _________________________________ 
 Soiling (after age 6): ________________________________________________ 
 Excessive daydreaming: ______________________________________________ 
 Learning disability: _________________________________________________ 
 Firesetting: ________________________________________________________ 
 Hearing problems: __________________________________________________ 
 Visual problems: ___________________________________________________ 
 Attention/ Concentration problems: _____________________________________ 
 __________________________________________________________________ 
 __________________________________________________________________ 
 __________________________________________________________________ 
 __________________________________________________________________ 
 __________________________________________________________________ 
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Medical History
Current or past medical problems (including surgeries, injuries to the head, food 
allergies).  Where possible write approximate dates. _____________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
List current medications (dosages, times, and dates); include psychiatric medications. 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
List past medications (dosages, times, and dates); include psychiatric medications. 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Psychiatric History 
List any prior mental health contacts (counselors, therapists, psychologists) including 
approximate dates: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Has your child been hospitalized for psychiatric reasons?  If so, describe reason, where, 
and when? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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Has your child had psychological testing? If so, for what reason, where, when, and by 
whom? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
School History 
 
PRESCHOOL     Where ____________________________________________________ 
      When ____________________________________________________ 
      Any difficulties?  If so describe. _______________________________ 
       _________________________________________________________ 
        
KINDERGARTEN Where ________________________________________________ 
   When ________________________________________________ 
   Any difficulties?  If so describe. ___________________________ 
   ______________________________________________________ 
    
PRIMARY Where ______________________________________________________ 
  When ______________________________________________________ 
  Any difficulties?  If so describe. _________________________________ 
  ____________________________________________________________ 
   
SECONDARY       Where __________________________________________________ 
          When __________________________________________________ 
          Any difficulties?  If so describe. _____________________________ 
          ________________________________________________________ 
 
HIGH SCHOOL     Where __________________________________________________ 
          When __________________________________________________ 
          Any difficulties?  If so describe. _____________________________ 
          ________________________________________________________ 
 
Has your child repeated a grade? Yes _______  No _______ 
If so, give grade and reason for repeating? _____________________________________ 
________________________________________________________________________ 
 
List grades on last report card: _______________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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Social History 
 
Does your child have any difficulty getting along with other children? 
Yes ______ No ______ 
If so, please describe: ______________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
What are your child’s major areas of interests/talents? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
What does he/she like to do for fun? __________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Does he/she like sports? ____________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Family History: 
 
Father’s name: ____________________________________________ Age: __________ 
Educational background of father: ____________________________________________ 
________________________________________________________________________ 
Occupation of father: ______________________________________________________ 
 
Mother’s name: ____________________________________________ Age: _________ 
Educational background of Mother: __________________________________________ 
________________________________________________________________________ 
Occupation of Mother: _____________________________________________________ 
 
Step-parent’s name: _______________________________________________________ 
Types of relationship with step-parent: ________________________________________ 
________________________________________________________________________ 
 
Date of marriage of parents: ________________________________________________ 
Has either parent been previously married? ___________________________ If so, give 
significant details. ________________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

 6



If parents are divorced, give details as to their current marital status, parent’s custody and 
contact with the children. ___________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
List the current members of the household (include names, ages, relationship). 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Has anyone on either side of the family been hospitalized for emotional problems? 
Yes ______ No _______  If yes, elaborate: ___________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Has anyone on either side of the family had any of the following diseases? 
If so, state relationship. 
 
Learning disability ________________________________________________________ 
Mental retardation ________________________________________________________ 
Attention deficit/hyperactivity _______________________________________________ 
Alcoholism ______________________________________________________________ 
Drug abuse ______________________________________________________________ 
Panic attacks _____________________________________________________________ 
Depression ______________________________________________________________ 
Bipolar disorder __________________________________________________________ 
Suicide _________________________________________________________________ 
Schizophrenia ____________________________________________________________ 
Delinquent/criminal/jail ____________________________________________________ 
Eating disorders __________________________________________________________ 
Tics ____________________________________________________________________ 
Other __________________________________________________________________ 
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Are there any medical disorders that run in your family?  
     

                                    Father’s          Mother’s 
              Father          Mother    Parents            Parents      Siblings       
  
Heart Disease     □  □      □   □        □ 
High Blood Pressure    □  □      □   □        □ 
Sudden Death     □  □      □   □        □ 
Heart Rhythm Problems   □  □      □   □        □ 
Stroke      □  □      □   □        □ 
Cancer      □  □      □   □        □ 
Glaucoma     □  □      □   □        □ 
Diabetes     □  □      □   □        □ 
Epilepsy/Convulsions    □  □      □   □        □ 
Bleeding Disorder    □  □      □   □        □ 
Kidney Disease    □  □      □   □        □ 
Thyroid Disease    □  □      □   □        □ 
Liver Disease     □  □      □   □        □ 
 
 
Name of person completing this form: ________________________________________ 
 
Relationship to patient: ____________________________________________________ 
 
Date completed: __________________________________________________________ 
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