New Client Intake Form – Sexuality Education (Filled out by caregiver)
CONTACT INFORMATION
Child’s Full Name ________________________ Preferred Name (If Different) _____________________
Date of Birth _________________________________________________________________________
Caregiver’s names_____________________________________________________________________
____________________________________________________________________________________
Relationship to child (biological parent, adoptive, foster, step parent, other) ______________________
Caregiver’s contact numbers _____________________________________________________________
____________________________________________________________________________________
Can I leave a voicemail at these numbers? Y___      N____
Best way to contact caregivers in an emergency (cancelled appointment etc) _____________________
Address _____________________________________________________________________________
Email Address_________________________________________________________________________

FAMILY INFORMATION
Caregivers Relationship Status: (Partners, Married, Divorced, Separated, Poly, Other) ________________
_____________________________________________________________________________________ 
Siblings
	First Name
	Last Name
	Sex 
	Age
	Relationship to child (full, step, half, foster) 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Other Close Relationships: (Grandparents, Aunts, Uncles, Cousins, friends, neighbors etc)____________
____________________________________________________________________________________


SCHOOL HISTORY 
1. Present School: ____________________________Grade: ____ Teacher:______________ 
2. Has child ever repeated any grade? ____________________________________________ 
3. Is child in special education services? No ____ Yes, what kind? _____________________ 
4. Please describe academic or other problems your child has had in school________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY
Please list any medical issues or concerns you think may affect your child’s social sexual development. (i.e. intersex, psychotropic medications that may affect libido etc)_______________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DEVELOPMENTAL INFORMATION
Primary developmental diagnosis _________________________________________________________
At what age was your child first diagnosed? _________________________________________________
What other interventions is your child receiving in relation to this diagnosis? ______________________
_____________________________________________________________________________________
How does your child communicate? Please check each that apply
· Words
· Pictures
· Gestures 
· Assisted Communication Device
· Other (Please specify)_______________________________________________

How does your child prefer to learn? Please check each that apply.
· Reading
· Writing 
· Watching videos 
· Interactive Activities/ Games
· Group Work 
· Conversation 
· Pictures
· Role Playing
· Other (Please Specify)_______________________________________________

PSYCHOLOGICAL/PSYCHIATRIC INFORMATION
Does your child have a psychological/psychiatric diagnosis? Y_____ N_____
If Yes, please specify ____________________________________________________________________
Does your child currently receive medication for this diagnosis? Y____ N_____
If Yes, please specify ____________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Does your child currently receive services to address their /psychological/psychiatric diagnosis? _______
_____________________________________________________________________________________
GENERAL INFORMATION
Please describe your child’s strengths ______________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Please describe any challenges your child currently experiences_________________________________
_____________________________________________________________________________________
Please describe your child’s likes/dislikes ___________________________________________________
_____________________________________________________________________________________
If your child was feeling angry or upset, how would they most likely communicate that? _____________
_____________________________________________________________________________________
If your child were really happy or excited, how may they express that? ___________________________
_____________________________________________________________________________________
What are your child’s hobbies? ___________________________________________________________
_____________________________________________________________________________________

SEXUAL HISTORY
Has your child previously received sexuality education? Y_____ N______
If Yes, please specify (School based, family based, any specific curriculum used) ____________________
_____________________________________________________________________________________
Has your child experienced sexual trauma? Y ______ N _______
If Yes, please specify ____________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
If Yes, did they receive any treatment to address this trauma? Please describe ____________________
__________________________________________________________________________________________________________________________________________________________________________
To your knowledge, is your child currently or have they ever been sexually active? (In a sexual relationship) Y____ N_____
Has your child ever experienced pregnancy? Y ____ N ______
If Yes, please specify the outcome of this pregnancy __________________________________________
_____________________________________________________________________________________

REASON FOR REQUESTING SEXUALITY EDUCATION
Please describe why you feel your child needs sexuality education at this time______________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Please indicate any areas that you feel your child may benefit from learning about (Check all that apply)
Kat Pheysey, 	[image: ]	kpheysey@inclusivesexology.com 
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· 
· Gender/Identity
· Orientation
· Anatomy
· Masturbation
· Dating/Relationships
· Social norms/boundaries
· Birth Control
· Sexually Transmitted Infections 
· Hygiene
· Genital Health
· Puberty
· Consent
· Reproduction
· Rights and Responsibilities
· Accessing information
· Pornography
· Other (Please specify)
Please indicate any areas you feel like your child would not benefit from learning about (please indicate why, i.e. they have extensive knowledge already, cultural beliefs etc) _____________________________
_____________________________________________________________________________________
Are there any religious/cultural beliefs that you would like to be included as part of your child’s sexuality education? Y _____ N ______
If Yes, please specify ____________________________________________________________________
_____________________________________________________________________________________
ADDITIONAL INFORMATION
Is there anything else you feel is important to know about your child? Please Describe _______________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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