Colleen O’Rollins, MA, LMFT
www.turningwheelcounseling.com
206-456-4583
colleen@turningwheelcounseling.com

Intake Form for Youth
Please provide the following information for your records.
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) 				(Middle Initial)

Name: _________________________________________________________________________________________
	(Parent/guardian name if client is a minor)

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)

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)









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? ______________________________________________________________________________________

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

	Name
	Dose
	Reason
	Length of time

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



[bookmark: _GoBack]List other important adults in youth’s life: ______________________________________________

_______________________________________________________________________________________________

Siblings? ___________ If yes, names and ages: _____________________________________________

_______________________________________________________________________________________________



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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