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Intake Form
Please provide the following information. Leave blank any questions you would rather not answer in print. Information you provide here is held to the same standards of confidentiality as in your counseling sessions.


Name: _______________________________________________________________________________________
	(Last) 				(First) 				

Spouse/Partner Name (if applicable):_____________________________________________________________________________________________
					(Last) 				(First) 				
Primary Address: ______________________________________________________________________________________________________________
		(Street)			(City) 		(State) 	(Zip Code)

Secondary Address: ______________________________________________________________________________________________________________
		(Street)			(City) 		(State) 	(Zip Code)


Birth Date: _____/_____/_____ 	     	Age: ______ 

Message Phone: _________________________________   Okay to leave a message?  Yes/No 											(circle one)
Other phone: ______________________________________ (optional)		

Gender identification _______________    Sexual Orientation ________________________  Sexually Active   Y/N

Email: ______________________________________				Referred by: ________________________________________

Emergency Contact: ________________________________________________________________________________________________________
			(name/phone/relationship)


Why are you seeking help?_____________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Please list and briefly describe any pivotal life events. 
(Example: divorce, death in the family, moves, trauma) ____________________________________________________________________________________________







Brief summary of work/career: _______________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Other activities involved in: ____________________________________________________________________________________________________________________________

Current Living Situation:  ______________________________________________________________________________________________________________________________

Primary care physician: ________________________________________________________________________________________________________________________________

Phone number: ________________________________________________

Alcohol/drug use? ______________________Frequency (x/week): ___________________________________

History of counseling?  (duration, reason)  __________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Was it helpful? If so, how/why?______________________________________________________________________________________ _________________________________

Please list any current medications (prescription or non-prescription):

	Name
	Dose
	Reason
	Length of time

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



SUBSTANCE USE HISTORY: (Please list if you’ve ever used/abused any of the following (Alcohol, Marijuana/dabs, Cocaine/Crack/Meth, Prescription Pain Meds, Xanax/Klonopin/Ambien, Heroin/Opiods, Hallucinogens, Ecstacy/Molly, 2CB, Spice/Bath Salts, Ritalin/Adderall (abuse), Nicotine, Energy Drinks, other)

	Name
	How often
	How much
	Date of last use

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	




Children? ___________ If yes, names and ages: _________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________

DISABILITIES OR LIMITATIONS:

ADD/ADHD  	 __________		Vision		__________	Hearing	__________
Learning	__________		Autism Spectrum __________	Speech	__________
Developmental	__________		Physical		__________	Other: 	__________

FAMILY MENTAL HEALTH HISTORY: 	
In the section below, identify if there is a family history of any of the following. If yes, please indicate the family member’s relationship to you in the space provided (father, grandmother, uncle, etc.). 
					Please Circle 			List Family Member 

Alcohol/Substance Abuse 			yes/no 
Anxiety 					yes/no 
Bipolar					yes/no
Depression 				yes/no 
Domestic Violence 				yes/no 
Eating Disorders 				yes/no 
Obesity 					yes/no 
Obsessive Compulsive Behavior 		yes/no 
Schizophrenia 				yes/no 
Suicide Attempts 				yes/no
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