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INTAKE FORM		
Date___________
Time___________
Client Intake Form:
Please fill out to best of your ability 
Client Name: 
____________________________________________________________________________
                       (Last)                                             (First)                                                    (MI)
Date of Birth: ____/_____/______   Age: ______    
Gender:      Male          Female          Transgender      Other
Street Address__________________________________________________________________
City ____________________ State _______________ Zip Code___________
Home Phone__________________________________        Message ok?     Yes      No
Cell Phone____________________________________       Message ok?      Yes      No
Work Phone____________________________________      Message ok?     Yes      No
Email_________________________________________       Email ok?          Yes     No
Employer/ Occupation: ___________________________________________________
Job Title:_______________________________________________________________
Education:_______________________________________________________________
Marital Status:     Never Married     Domestic Partnership        Married      Separated     
Legally Separated       Divorced         Widowed 
Sexual Preference:            Men       Women     LBGTQIA+
Significant others name__________________________________________________________
Are you interested in family therapy?            Yes         No
How would you describe your relationship with your significant other? ____________________________________________________________________________
Do you have children:      Yes        No                    Ages? ______________________________
Emergency Contact_______________________________________________________
Relationship__________________________ Phone ____________________________
Please fill out a Release of Confidential Information if you would like me to contact your emergency contact in case of an emergency or to follow up on your treatment if you were to become absent in treatment without notice 
Primary Care Doctor: ____________________________________________________      
Phone _________________________ Fax________________________
Address__________________________________________________________________ 
Please sign Release of Confidential Information for me to communicate with your doctor if you would like collaborative care and feel that further communication between providers would enhance your treatment

Do you currently have a probation or parole officer?                                       Yes                 No
Name:  ____________________________________________________________________
Phone:__________________________        Fax_________________________
Address:___________________________________________________________________
County:____________________________________________________________________
Charges:____________________________________________________________________
Upcoming court date: _________________________________________________________
Please sign Release of Confidential Information for me to communicate with your probation or parole officer if you feel that further communication with your probation or parole officer would enhance your treatment
Do you currently have legal counsel that you would like me to speak with?           Yes      No
Name:  ____________________________________________________________________
Phone: ____________________________  Fax ____________________________________
Address: ___________________________________________________________________
Reason you would like me to speak with attorney: __________________________________
Please sign Release of Confidential Information for me to communicate with your attorney if you feel that further communication with your legal counsel would enhance your treatment

Past or current psychiatric diagnosis ever:
_____________________________________________________________________________
Past or current medical diagnosis including major surgeries, traumas, or accidents: 
______________________________________________________________________________

______________________________________________________________________________
Current medications including supplements: ______________________________________________________________________________ 
______________________________________________________________________________
Allergies: _____________________________________________________________________ 
Have you ever been in therapy?                                                                    Yes                     No   
How long? _______________________Therapist name:______________________________
Did Therapy Help?____________________________________________________________
Why did you attend therapy? _____________________________________________________

Are you currently experiencing:
Thoughts to end your life?                                                                             Yes                     No
Desire for your life to suddenly end by an event out of your control?          Yes                      No
Thoughts of hurting someone else?                                                                Yes                    No
Thoughts of killing someone else?                                                                 Yes                     No
Trouble sleeping?                                                                                           Yes                     No
Unexplained weight gain or weight loss?                                                       Yes                     No
Are you a veteran?                                                                                         Yes                    No
If so, which branch:______________________      Years of service:_____________________
Were you involved in combat?                                                                      Yes                    No
Do you Exercise?                                                                                            Yes                   No    
If so, how often?_______________________ how long?________________________
Do you have any family members who have been treated for reasons related to mental health?
 Yes                   No              What was their diagnosis: ________________________________
What were they prescribed?_____________________________________________________
Have you ever used any drugs?                                                                       Yes                   No
If so, which drugs:______________________________________________________________
How often and how much do/ did you use:___________________________________________
Have you ever drank any alcohol?                                                                   Yes                   No
How often and how much do/ did you drink: _________________________________________
Have you ever used tobacco product?                                                             Yes                 No
If so, how much and how often:____________________________________________________
Have you ever been hit in the head?                                                                Yes                 No
How many times?_____________  Were you diagnosed with a concussion?________________
If so, did you lose consciousness?                                                                   Yes                 No
Have you ever been the victim of abuse or neglect?                                       Yes                  No
Have you ever experienced or witnessed a traumatic event?                          Yes                  No
If yes, how old were you and brief description of event:________________________________
_____________________________________________________________________________
What do you wish to accomplish as a result of attending therapy?
______________________________________________________________________________
______________________________________________________________________________
How will you know when you no longer need therapy?_________________________________
_____________________________________________________________________________
Are you interested in any referrals to outside physicians to help with your treatment?  Yes       No
Please describe: ________________________________________________________________



    

