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INFORMATION SHEET TO BE FILLED OUT FOR THE CHILD LEGAL REPRESENTATIVE

Please fill out this information sheet and send it to me as the Child Legal Representative. If you need additional space, feel free to add pages. Please also send documents related to your case such as motions, orders, copies of previous court related evaluations or psychological testing of you or your children, recent school evaluations, and report cards.

 Today’s Date: _______________________
Your full legal name: _______________________________________________________________________  

Physical Address: ___________________________________________________________________________

Mailing Address: ____________________________________________________________________________
Phone: Work: ____________________     Home: ____________________     Cell: _______________________ 
Your Date of Birth and Age: ____________ 

Social security number: ________________
Driver’s license number:  _______________
Describe why you believe I have been asked to work with you and your family: _______________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

LEGAL INFORMATION: 
Name of your attorney/if you have one: __________________________________________________________
Phone #:  _______________________________  Email: ____________________________________________
If a Court hearing has been set, list date and purpose of hearing: 


Date: _________________________________________________________________________________
Purpose: _______________________________________________________________________________

--------------------------------------------------------------------------------------------------------------------------------------
CHILDREN — please list all children even if they are not directly involved in this dispute, including stepchildren, the children of significant others and any adult “children”:

	Child’s Name
	Date of Birth
	Age
	Sex
	Relationship to you

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


CHILD SPECIFIC INFORMATION - Please fill out a separate section for each child, if needed.  Use blank sheets if you need additional space.

CHILD ONE

CHILD’S FULL LEGAL NAME:  ​____________________________________________________________
Nickname(s): _____________________________________________________________________________
      SCHOOL INFORMATION (if applicable): 

      School Name: ______________________________________________________________________________
      Address: __________________________________________________________________________________
      Phone: ____________________________________________________________________________________
      Your child’s grade at school: ___________________________________________________________________
      How long has your child been at this school? ______________________________________________________
      Names of teachers or school counselors who know your child best: _____________________________________

__________________________________________________________________________________________
      Has your child shown any educational, emotional, or behavioral problems at school? ________________________
      If so, please describe: ________________________________________________________________________

__________________________________________________________________________________________


Does your child have an IEP, 504, Behavior Plan or Safety Plan at the school? If so, which one(s) and what year did it get put in place? ___________________________________________________________________________


DAY CARE:  


Is your child in day care or with a babysitter on a regular basis? _____________________________________

Name of day care provider: ________________________________________________________________
       Phone number of day care provider: _________________________________________________________
       How long has your child been with this provider? _______________________________________________
       Typical days and hours your child is at day care: _________________________________________________

Are there any social or behavioral problems at day care? If so, please describe. _________________________


______________________________________________________________________________________
In what areas has your child excelled? ____________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
HEALTH INFORMATION:


Primary Physician: _______________________________________________________________________
        Address: ______________________________________________________________________________

Phone #: ______________________________________________________________________________

How long has this physician or physician’s group known your child? ________________________________

Does your child have physical or medical problems? If so, please describe: ____________________________


______________________________________________________________________________________


______________________________________________________________________________________


Dentist and/or Orthodontist name: __________________________________________________________


Address: ______________________________________________________________________________

Phone #: ______________________________________________________________________________

How long has this physician or physician’s group known your child? ________________________________

Does your child have dental issues? If so, please describe: _________________________________________


______________________________________________________________________________________


______________________________________________________________________________________


Does this child wear glasses or contacts? ______________________________________________________


Any issues? ____________________________________________________________________________


Behavior/Psychological information: 


Has your child ever been treated for behavior or Psychological issues? _______________________________

If so, please describe: _____________________________________________________________________

Does your child have a mental health diagnosis? If so, what is it? ___________________________________


______________________________________________________________________________________
Is your child currently taking medication related to their mental health? If so, what medication is the child taking, how often, what is the dosage and when the child begin taking such medication? _________________

______________________________________________________________________________________


Name of counselor or therapist who worked with your child: ______________________________________

Address: ______________________________________________________________________________

Phone number: _________________________________________________________________________

When did the counseling or therapy take place? _________________________________________________


Is/Was the counseling or therapy helpful? If so, how?____________________________________________


______________________________________________________________________________________

If the therapy/counseling has concluded, what was the outcome of the counseling or therapy? ____________


______________________________________________________________________________________
--------------------------------------------------------------------------------------------------------------------------------------
CHILD TWO

CHILD’S FULL LEGAL NAME:  ​____________________________________________________________
Nickname(s): _____________________________________________________________________________

      SCHOOL INFORMATION (if applicable): 

      School Name: ______________________________________________________________________________
      Address: __________________________________________________________________________________
      Phone: ____________________________________________________________________________________
      Your child’s grade at school: ___________________________________________________________________
      How long has your child been at this school? ______________________________________________________
      Names of teachers or school counselors who know your child best: _____________________________________


__________________________________________________________________________________________
      Has your child shown any educational, emotional, or behavioral problems at school? ________________________
      If so, please describe: ________________________________________________________________________


__________________________________________________________________________________________


Does your child have an IEP, 504, Behavior Plan or Safety Plan at the school? If so, which one(s) and what year did it get put in place? ___________________________________________________________________________


DAY CARE:  


Is your child in day care or with a babysitter on a regular basis? _____________________________________

Name of day care provider: ________________________________________________________________
       Phone number of day care provider: _________________________________________________________
       How long has your child been with this provider? _______________________________________________
       Typical days and hours your child is at day care: _________________________________________________

Are there any social or behavioral problems at day care? If so, please describe. _________________________


______________________________________________________________________________________
In what areas has your child excelled? ____________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________  

HEALTH INFORMATION:


Primary Physician: _______________________________________________________________________
        Address: ______________________________________________________________________________

Phone #: ______________________________________________________________________________

How long has this physician or physician’s group known your child? ________________________________

Does your child have physical or medical problems? If so, please describe: ____________________________


______________________________________________________________________________________


______________________________________________________________________________________


Dentist and/or Orthodontist name: __________________________________________________________


Address: ______________________________________________________________________________

Phone #: ______________________________________________________________________________

How long has this physician or physician’s group known your child? ________________________________

Does your child have dental issues? If so, please describe: _________________________________________


______________________________________________________________________________________


______________________________________________________________________________________


Does this child wear glasses or contacts? ______________________________________________________


Any issues? ____________________________________________________________________________

Behavior/Psychological information: 


Has your child ever been treated for behavior or Psychological issues? _______________________________

If so, please describe: _____________________________________________________________________

Does your child have a mental health diagnosis? If so, what is it? ___________________________________


______________________________________________________________________________________
Is your child currently taking medication related to their mental health? If so, what medication is the child taking, how often, what is the dosage and when the child begin taking such medication? _________________

______________________________________________________________________________________


Name of counselor or therapist who worked with your child: ______________________________________

Address: ______________________________________________________________________________

Phone number: _________________________________________________________________________

When did the counseling or therapy take place? _________________________________________________


Is/Was the counseling or therapy helpful? If so, how?____________________________________________


______________________________________________________________________________________

If the therapy/counseling has concluded, what was the outcome of the counseling or therapy? ____________


______________________________________________________________________________________
--------------------------------------------------------------------------------------------------------------------------------------
CHILD THREE

CHILD’S FULL LEGAL NAME:  ​____________________________________________________________
Nickname(s): _____________________________________________________________________________

      SCHOOL INFORMATION (if applicable): 

      School Name: ______________________________________________________________________________
      Address: __________________________________________________________________________________
      Phone: ____________________________________________________________________________________
      Your child’s grade at school: ___________________________________________________________________
      How long has your child been at this school? ______________________________________________________
      Names of teachers or school counselors who know your child best: _____________________________________


__________________________________________________________________________________________
      Has your child shown any educational, emotional, or behavioral problems at school? ________________________
      If so, please describe: ________________________________________________________________________


__________________________________________________________________________________________


Does your child have an IEP, 504, Behavior Plan or Safety Plan at the school? If so, which one(s) and what year did it get put in place? ___________________________________________________________________________

       DAY CARE:  


Is your child in day care or with a babysitter on a regular basis? _____________________________________

Name of day care provider: ________________________________________________________________
       Phone number of day care provider: _________________________________________________________
       How long has your child been with this provider? _______________________________________________
       Typical days and hours your child is at day care: _________________________________________________

Are there any social or behavioral problems at day care? If so, please describe. _________________________

______________________________________________________________________________________
In what areas has your child excelled? ____________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________  

HEALTH INFORMATION:


Primary Physician: _______________________________________________________________________
        Address: ______________________________________________________________________________

Phone #: ______________________________________________________________________________

How long has this physician or physician’s group known your child? ________________________________

Does your child have physical or medical problems? If so, please describe: ____________________________

______________________________________________________________________________________


______________________________________________________________________________________


Dentist and/or Orthodontist name: __________________________________________________________

Address: ______________________________________________________________________________

Phone #: ______________________________________________________________________________

How long has this physician or physician’s group known your child? ________________________________

Does your child have dental issues? If so, please describe: _________________________________________


______________________________________________________________________________________


______________________________________________________________________________________


Does this child wear glasses or contacts? ______________________________________________________


Any issues? ____________________________________________________________________________


Behavior/Psychological information: 


Has your child ever been treated for behavior or Psychological issues? _______________________________

If so, please describe: _____________________________________________________________________

Does your child have a mental health diagnosis? If so, what is it? ___________________________________

______________________________________________________________________________________
Is your child currently taking medication related to their mental health? If so, what medication is the child taking, how often, what is the dosage and when the child begin taking such medication? _________________

______________________________________________________________________________________


Name of counselor or therapist who worked with your child: ______________________________________

Address: ______________________________________________________________________________

Phone number: _________________________________________________________________________

When did the counseling or therapy take place? _________________________________________________

Is/Was the counseling or therapy helpful? If so, how?____________________________________________

______________________________________________________________________________________

If the therapy/counseling has concluded, what was the outcome of the counseling or therapy? ____________

______________________________________________________________________________________
--------------------------------------------------------------------------------------------------------------------------------------
PARENTING SCHEDULE:

What is the current parenting schedule? __________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

If you want this parenting schedule changed, what do you want it to be? _________________________________
__________________________________________________________________________________________

If you answered that you want the schedule changed, please tell me why? What are the problems with the current parenting schedule? _________________________________________________________________________

Holiday parenting schedules:  There are a number of factors you should consider in developing a holiday schedule. Holiday schedules can be complicated to devise, and problems can arise when the holiday schedule is not clearly defined. For example, some holidays may be alternated (i.e., one parent has a holiday on odd numbered years, the other on even numbered years), or split (i.e., one parent has the first half of Spring break, the other the second half).  Some holidays are often both split and alternated (for example, on odd numbered years one parent has the first half of Christmas break and on even numbered years, the other parent has the first half). Other holidays may be added on to the time a parent has around a weekend (for example, Memorial Day goes to the parent who has the children on the weekend prior to the holiday). Holidays can also be defined as only the day itself (for example, Thanksgiving Day) or as the entire holiday break (for example, the Thanksgiving holiday from Wednesday after school until Monday morning).

When you fill out this section, please specify exact days and hours, and state whether the holiday is to be alternated or split, etc. State which parent has the holiday on odd numbered years, and which has even numbered years. Also, please note any holidays that you do not choose to have included (either you don’t celebrate the holiday or they are not days are invested in enough to have a separate parenting time schedule covering them versus the regular parenting time schedule). 
What is your current holiday parenting schedule? 
	Event


	Odd years
	Even years
	All Years
	Time & Place of exchange

	Spring Break
	
	
	
	

	Easter
	
	
	
	

	Mother’s Day/Weekend
	
	
	
	

	Memorial Day/Weekend
	
	
	
	

	Father’s Day/Weekend
	
	
	
	

	July 4th
	
	
	
	

	Labor Day/Weekend
	
	
	
	

	Halloween
	
	
	
	

	Thanksgiving Day/Break
	
	
	
	

	Christmas Eve
	
	
	
	

	Christmas Day
	
	
	
	

	Week 1 of Winter Break
	
	
	
	

	Week 2 of Winter Break
	
	
	
	

	Children’s Birthdays
	
	
	
	

	Other (Identify)
	
	
	
	

	Other (Identify)
	
	
	
	


What holiday parenting schedule would you like? 

	Event


	Odd years
	Even years
	All Years
	Time & Place of exchange

	Spring Break
	
	
	
	

	Easter
	
	
	
	

	Mother’s Day/Weekend
	
	
	
	

	Memorial Day/Weekend
	
	
	
	

	Father’s Day/Weekend
	
	
	
	

	July 4th
	
	
	
	

	Labor Day/Weekend
	
	
	
	

	Halloween
	
	
	
	

	Thanksgiving Day/Break
	
	
	
	

	Christmas Eve
	
	
	
	

	Christmas Day
	
	
	
	

	Week 1 of Winter Break
	
	
	
	

	Week 2 of Winter Break
	
	
	
	

	Children’s Birthdays
	
	
	
	

	Other (Identify)
	
	
	
	

	Other (Identify)
	
	
	
	

	Other (Identify)
	
	
	
	


School Holidays, such as teacher planning days or Monday’s or Friday’s where there is no school: 
____________________________________________________________________________________________________________________________________________________________________________________

Should the parent who has the weekend closest to the holiday also have that school holiday? __________________
DECISION MAKING - Please make notations below of what is currently in place and what you would like.

Medical, dental and mental health decision-making - By law, under emergency circumstances, it is sufficient for either parent to sign legal releases or to take other necessary measures.  In the event of a dispute about the necessity of or the type of medical treatment provided to the minor child, either parent shall be allowed to obtain necessary medical treatment for the minor child without being in violation of the parenting time order or in contempt of court. Both parents agree to advise the other parent immediately of any emergency medical and dental care sought for the child, to cooperate on health matters pertaining to the child, and to keep one another reasonably informed. Each parent may have access to medical, dental and mental health records pertaining to the minor child.  Both parents agree to keep each other informed as to names, addresses, and telephone numbers of all medical and dental care practitioners.

CURRENTLY: 
______ The parents will make major medical and dental and mental health decisions together, except for emergency situations as noted above, or
______ The Mother/Father (circle one) shall have the final decision-making responsibility regarding major medical and dental and mental health decisions for the child, or
______Other (describe) ________________________________________________________________
REQUESTED: 

______ The parents will make major medical and dental and mental health decisions together, except for emergency situations as noted above, or
______ The Mother/Father (circle one) shall have the final decision-making responsibility regarding major medical and dental and mental health decisions for the child, or
______Other (describe) ________________________________________________________________
Extracurricular Decision Making


CURRENTLY: 

____ The parents will make extracurricular decisions together 

_____The Mother/Father (circle one) shall have the final decision-making responsibility regarding extracurricular decisions for the children

____Other: (Describe) _________________________________________________________________

REQUESTED: 

____ The parents will make extracurricular decisions together 

_____The Mother/Father (circle one) shall have the final decision-making responsibility regarding extracurricular decisions for the children

____Other: (Describe) _________________________________________________________________
Educational Decision Making


CURRENTLY: 

____ The parents will make decision about the choice of school, if there is any choice to be made between public school or private school or home-schooling, and the selections of college, shall be made jointly.

_____ The Mother/Father (circle one) shall have the final decision-making responsibility regarding educational decisions for the children.

____Other: (Describe) _________________________________________________________________

REQUESTED: 

____ The parents will make decision about the choice of school, if there is any choice to be made between public school or private school or home-schooling, and the selections of college, shall be made jointly.

_____ The Mother/Father (circle one) shall have the final decision-making responsibility regarding educational decisions for the children.

____Other: (Describe) ________________________________________________________________
--------------------------------------------------------------------------------------------------------------------------------------
Mediation/Conflict Resolution

If the parents jointly make decisions, but do not reach an agreement, then:

______The parents will submit their dispute to ____________________________ as a mediator, or 
______The parents will submit their dispute to binding arbitration, or

______The parents will submit their dispute to the Court, or 

______Other (describe)___________________________________________________________________
Short-term changes in parenting time

If the schedule needs to be changed, do you have an agreement as to how this is to be done? _________________
If yes, please describe the agreement. ____________________________________________________________

__________________________________________________________________________________________

If you have an agreement, what changes, if any, would you like to see? ___________________________________
__________________________________________________________________________________________

If you don’t have an agreement as to how to modify parenting time (short-term), please describe how you would like to see this work (i.e. amount of notice, and should there be makeup time if there is parenting time that needs to be missed? Does it need to be in writing? Etc.?) ___________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________ 
Emergencies (other than medical)

Both parents need to understand that, by law, under emergency circumstances, it is sufficient for either party to sign legal releases or to take other necessary measures. Other arrangements you have or desire: ____________________
___________________________________________________________________________________________________________________________________________________________________________________

Other areas to deal with in the parenting plan:

Please specify other issues you want dealt with in your parenting plan.  It is sometimes very important to spell out other parenting issues, especially if there is a parent history of not being able to agree about what is best for the children.  For example, what clothing, toys, and equipment will go back and forth between both households?  Do you need an agreement about how to deal with clothing that is not returned?  Do you want to cooperate and jointly purchase some “big ticket items” such as bicycles, skiing equipment, or musical instruments? When there are special events, do you want to have the parent who is taking pictures of the event to make duplicate copies?  What other actions will help you as parents to work together for the benefit of your children? __________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OPPOSING PARTY
Please tell me what you believe are the Opposing Party’s strengths as a parent/co-parent and why you feel this way?__

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please tell me what you believe are the Opposing Party’s weaknesses as a parent/co-parent and why you feel this way? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe how you met the opposing party and provide me a history of your relationship (include dates) ____

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ (add additional sheets as needed).  
Please describe what lead to the breakdown of your relationship with the Opposing Party (include dates) ________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ (add additional sheets as needed.)

What has your relationship been like with the opposing party since you have separated? _____________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Since separating, how do you communicate with the opposing party? (Text, Email, Phone Calls, Talking Parents, through a third party, etc.)? Is that form of communication working well for you? If so, why? If not, why not? Are there any impediments to communication between you an the opposing party (such as protection orders, no contact orders, etc.)? _______________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe the Opposing Party’s relationship with each child subject to the Court’s jurisdiction in this case: ___

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the Opposing Party have any substance abuse or mental health problems? If so, what? _________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have there been any domestic violence issues in your relationship with the Opposing Party? Physical? Emotional? Psychological? Financial? Any reports to law enforcement? How many incidents have occurred? How many have been reported? Have the children been present for any of these incidents? _______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ABOUT YOU
Do you drink alcohol? If so, how much and how often? _____________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you use marijuana? If so, is your use medical or recreational? If medical, please provide a copy of your MML. Regardless of whether medical or recreational, how much, how often and type of use? ______________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever used any other illegal drugs or any legal drugs illegal? If so, what, when and are you still currently using? If so, frequency? ______________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Where do you work? _________________________________________________________________________

What is your occupation? ____________________________________________________________________

How long have you been employed here? ________________________________________________________

What is your schedule? ______________________________________________________________________

Are you in school? If so, where and what is your schedule? ___________________________________________

What are your daycare arrangements, if needed, while the child(ren) are in your care? ________________________

____________________________________________________________________________________________________________________________________________________________________________________
What have I not asked you about that you think I should know? ________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 [GAL Office Name]


[Street address] [City], Colorado [Zip Code]


[###-###-####]


� HYPERLINK "mailto:brandi@bnietolaw.com" �[aaa@bbb.ccc]�








3/25/2022       
                                                          [GAL Office], [Street Name], [City], Colorado [Zip Code].  Phone: [###-###-####]

