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The Center for Relational and Family Therapy 				Miri Arie: 585-857-9394
14655 Bel-Red Road							Lilach Geppert-shapira: 425-922-7647
Building F; Suite 203							Miri@craftpnw.com / Lilach@craftpnw.com
Bellevue, WA 98007									

Fall 2021 Kids Group Registration Form:

In order to create an effective and supportive group it is important to have a consistent group of participants. Moreover, each week is based on the knowledge and skills presented in the previous weeks. Therefore, we ask that you try to have your child attend weekly. If your child is unable to participate due to illness or other reason, please notify us. 

Date: __________				Group planned starting date:____________________________
Child’s name: _________________________ 					DOB:____________________ 
Grade: __________ 	School:________________________		Gender/pronoun: ______________
Address: _______________________________________________________________________________________________	
Parents / Guardians names:____________________________		___________________________________
Email: _________________________________________ 		 Phone: __________________________________
Email: _________________________________________ 		 Phone: __________________________________

Who will be picking child up from group? _______________________ Phone: _________________________
Medical conditions we need to be aware of: _______________________________________________________
In case of emergency, please call (if we cannot get hold of parents) – 

Name:_________________________	Phone:___________________ 	Relationship: ___________________

Pediatrician’s Name: _________________________ 		Phone:____________________________________



MEDICAL TREATMENT RELEASE

In the event of sudden illness, accident or injury which may occur while my child is engaged in an activity supervised by the representatives, agents or assignees of Social Endeavors, when neither the parents, guardian or designated family physician can be contacted, I hereby give my consent for agents or assignees of Social Endeavors to contact emergency medical authorities via 911 when they judge such contact is necessary.

Signature of Parent/Guardian: ___________________________    Date: ___________________

Parent name:____________________________ 


PROFESSIONAL FEES 
The fees for group are due upon registration.   A superbill can be provided upon request if you seek reimbursement from insurance. The fee includes the stated weekly group meeting (sessions range between 8-12 meetings)  and a parent meeting.  Parents are welcome to reach out to the facilitator with short questions or updates. 
For services less than 15 minutes, we will not charge for our time.  When services last longer than 15 minutes, we will ask you to schedule a meeting with one of the facilitators. Such services may include but not limited to telephone conversations, attendance at meetings with other professionals you have authorized, preparation of records or treatment summaries, and the time spent performing any other service you may request of us.


Consent for Treatment / Evaluation

I/We, _____________________________ hereby give consent to Lilach Geppert-Shapira/ Miri Arie, PhD to provide therapy services to my child ___________________________ DOB_____________. 
I understand that all information will be kept confidential with the following exceptions:
1. Suspected child abuse; 
2. Suspected elderly abuse; 
3. Suspected intent on the part of the patient to harm himself/herself; 
4. Suspected intent on the part of the patient to harm another individual. 
I understand that I can revoke this consent for treatment at any time with written notice to Lilach Geppert-Shapira / Miri Arie

______________________________      			_____________________   
Patient	Signature (if over 12 years old)		 Date
____________________________________	      	_____________________
Parent/Guardian  Signature				Date


PHOTO, VIDEO and MISCELLANEOUS RELEASE

I grant to Lilach Geppert-Shapira / Miri Arie the right to film my child, take pictures, record my child’s voice, in any medium of expression, and to use such pictures, films, videotapes, audiovisual works and sound recordings of my child (and myself) for therapy purposes. This means to review with the group / parents in order to provide feedback and identify goals. All such recording will be kept confidential and will be deleted when the group ends. There will be not other use for these recordings. 

Name of Child:________________________________________    		DOB:____________________

Signature of Parent/Guardian: ___________________________    	Date: ___________________



Intake questions:
Family information:
Child lives with:  		□ Both Parents		□ Mother	□ Father	
□  Father and Stepmother	□  Mother and Stepfather	□ Legal Guardian	
□  Other:____________________________________________________________
Parents’ relationship: 	□ Single	□ Married	□ Separated	□ Divorced	□ Widowed	
How long married?: _____	How long divorced?: _____ 	Child’s age at divorce ________________
Is the child adopted? □  Yes	□  No				Child’s age at adoption  ______________
Where was the child adopted from?________________________________________
Early developmental concerns you are aware off? _______________________________________________________ 
_________________________________________________________________________________________________________________
Are there other children in the family? 
Name		Age		Gender	Relationship	Behavior concerns   Diagnosis
________________________________________________□ Yes	□ No		_________
________________________________________________□ Yes	□ No		__________
________________________________________________□ Yes	□ No		___________

Has your child been diagnosed in the past?	Yes 		No 
	Who diagnosed?
	Age at diagnosis
	Diagnosis:

	
	
	

	
	
	

	
	
	



What are the challenges that caused you to seek social skills group for your child? 
1.__________________________________________________________________________
   __________________________________________________________________________
2. __________________________________________________________________________
    __________________________________________________________________________
3. __________________________________________________________________________
    __________________________________________________________________________

When did you notice your child’s behavior becoming problematic? ___________________________________
________________________________________________________________________________________________________________
Was the change gradual or sudden? ________________________________________________________________________
   _______________________________________________________________________________________________________________
Was there an event that coincided with the change (e.g., friend moved away, new school) ? _________________________________________________________________________________________________________________
Do both parents agree about the nature of the problem? 	□ Yes  □ No  
____________________________________________________________________________

What specific goals do you hope to accomplish through this program? 
1. ____________________________________________________________________________________________________________
2. ____________________________________________________________________________________________________________
3. ____________________________________________________________________________________________________________
Describe some of your child’s strengths: _________________________________________________________________ 
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
Describe some of your child’s weaknesses: ______________________________________________________________
________________________________________________________________________________________________________________

Medical History
How would you rate your child’s current health: □ Poor  □ Fair  □ Good  □ Excellent
Did the pediatrician express any concerns? ________________________________________________________________________________________________________________
Please list any medication being taken by your child (with dosages and time) including nonprescription medications:______________________________________________________________________________ ________________________________________________________________________________________________________________
List serious illnesses/ injuries/ hospitalizations/surgeries:
Date			Incident (explain)
__________		__________________________________________________________
__________		__________________________________________________________
__________		__________________________________________________________
Does your child have a history of: 
□ Failure to thrive 				□ Febrile seizures (fever associated)
□ Epilepsy 					□ Staring spells
□ Lead poisoning/toxic ingestion		□ Meningitis or encephalitis
□ Asthma					□ Diabetes
□ Loss of Consciousness			□ Abdominal pains/vomiting
□ Headaches					□ Frequent ear infections
□ Sleep difficulties				□ Eating difficulties/disorder
□ Tics/twitching				□ Repetitive stereotypic movements	
□ Impulsivity					□ Temper tantrums
□ Nail biting					□ Clumsiness
□ Head banging				□ Self-injurious behavior
□ Allergies 

If yes, what are they allergic to?: __________________________________________________
____________________________________________________________________________
□ Head Injury (blackouts, dizziness)		
□ If your child had a head injury, did they lose consciousness?	□ Yes	□ No 	
If yes, for how long? ___________________________________________________________
Were there any changes in behavior after? _________________________________________
Was your child comatose?	□ Yes	□ No	If yes, for how long? ________________________

Emotional Development:
Please check each of the following symptoms that you have observed in your child. 
□ Headaches					□ Dizziness		
□ Coordination problems			□ Balance problems		
□ Tremors or shakiness			□ Concentration problems	
□ Loss of feeling, tingling, or numbness	□ Easily Fatigued
□ Difficulty producing words clearly		□ Pain
□ Sensitivity to light or noise			□ Easily distractible
□ Difficulty remembering the right word 	□ Difficulty planning or organizing	
□ Difficulty reading or writing			□ Personality changes
□ Difficulty finishing tasks			□ Trouble getting started on tasks
□ Apathy, lack of interest in things		□ Irritability	
□ Black-out spells				□ Temper outbursts	
□ Restlessness					□ Gets bored quickly
□ Mood swings					□ Anxiety/tension
□ Depression					□ Troubling thoughts (e.g. worries, fears)	
□ Loss of confidence				□ Loneliness					
□ Changes in appetite				□ Feelings of guilt				
	
Life Stressors
Has your child ever been physically, emotionally, or sexually abused?		□ Yes	□ No  
Do you think your child may be the victim of bullying?			□ Yes	□ No  
Please describe observations:  ____________________________________________________________________
_______________________________________________________________________________________________________

	
Has your child been exposed to:
	
Y
	
N
	
Please explain

	Death of close or significant person?
	
	
	

	Illness of himself or another significant person?
	
	
	

	Hospitalization of the child, parent or sibling?
	
	
	

	Accident that the child was involved in or witnessed?
	
	
	

	Long separations?
	
	
	

	Divorce?
	
	
	

	Sexual hurt?
	
	
	

	Witnessing fight or violence in the family? (Outburst, cursing, hitting)
	
	
	

	Threats for leaving or hurting?
	
	
	

	Other events that might influence your child?
	
	
	



Educational History
For each of the following grades please note academic or behavior problems:
Nursery school ____________________		6th  grade _______________________	
Kindergarten ______________________ 		7th  grade _____________________
1st grade ________________________			8th  grade _______________________
2nd  grade _____________________			9th grade _______________________
3rd  grade ______________________			10th  grade _______________________
4th  grade _______________________		11th grade _____________________
5th  grade_________________________		12th  Grade ______________________ 

Teachers currently report problems with:
Reading _____		Writing _____		Attention/Concentration _____
Spelling _____		Behavior _____		Arithmetic _____		
Social Adjustment/Peer Relations _____
Do teachers notice problems that you do not notice? __________________________________
____________________________________________________________________________
Does your child have an IEP or 504 plan (please bring a copy)? _________________________
Do you feel your child is getting adequate services at school? ___________________________
____________________________________________________________________________
Are you in the process of or considering litigation regarding your school districts servicing of your child’s needs? _________________________________________________________

Family Education History
Has anyone in your family (e.g. parents, siblings, cousins) had any of the following? 
□ Special education?  Explain: ___________________________________________________________________________
□ Any grades repeated? Explain: ________________________________________________________________________
□ Learning difficulties? Explain: _________________________________________________________________________
□ Behavior problems and treatments received? _______________________________________________________
______________________________________________________________________________________________________________
□ Attention Deficit Disorder or Hyperactivity, and treatments received? ___________________________ 
____________________________________________________________________________
Any other relevant family medical history?: ___________________________________________________________
Any other comments you would like to make: 
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________


Current provider’s information:
	
	Name:
	Phone:
	Email:

	Pediatrician:
	
	
	

	Psychiatrist / NP:
	
	
	

	Speech:
	
	
	

	OT:
	
	
	

	Therapist:
	
	
	

	Other:
	
	
	

	
	
	
	



Please list previous therapeutic services that you as a family, or your child have received 
Name of profession		Dates			Reason 
____________________		_____________		___________________________________
____________________		_____________		___________________________________
____________________		_____________		___________________________________
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