Initial Therapy Intake Form
 
Name







  DOB 

      
Address _________________________________Referred by:______________________  City  






   State
___ Zip  



Home Phone _______________________________OK to leave message? _____  

Work Phone _______________________________ OK to leave message? _____    

Cell Phone:________________________________ OK to leave message? _____

Occupation/School  

_____________ ___   Grade_______ Age ________   

Email




_______
________________________
Parents (if child) _________________________________________________________
Emergency Contact ______________________________ Phone __________________

There are times when prior medical and psychological records will be requested.

Please make sure that all information given below is complete.

 

Do You Smoke?

How Much?

      Do You Drink?

   How Much/How Often?____________________________________________________

Age first used alcohol/drugs _______   Age and amount of heaviest use _____________

Have you ever been arrested under the influence (DUI)_______ How many times? _____
Do You Take Drugs?

If yes, what kind?  




How often?



Last Medical Examination


Reason
  


Are You Now Under a Doctor's Care?



If yes, Doctor’s name: 







Reason for Doctor’s Care:  






_________

Are You Taking Any Medication?

If yes, please list:  


 _________________________________________________________________________ Reason for Medication:  






     ____  Have you ever been hospitalized for mental or nervous problems?
 If yes, When and where? ____________________________________________________________

Have you ever attempted suicide? ________ If yes, how many times? ___________ And when?_________________________________________________________________

Are you suicidal now? ___________           Homicidal? ____________

Have you ever been arrested? ______ For what and when? _____________________ ____________________________________________________________________

Are you currently, or do you expect to be, involved in any court related matters? _______

If yes, please describe ____________________________________________________

Any Previous Therapy/Counseling? 
        If Yes, Name of Previous Therapists:  
















______________________________________ 
Do you have any concerns about anger, violence or abuse or alcohol/drug use in your family _____ If yes, describe _______________________________________________

How referred? 











What do you Wish to Achieve with Therapy?  


















































Check Any of the Following That May Apply to You:

	 
	Headache
	 
	Inferiority Feelings
	 
	Shy with People

	 
	Dizziness/Fainting
	 
	Feel Tense
	 
	Can’t Make Friends

	 
	Repetitive Behaviors
	 
	Feel Panicky
	 
	Afraid Of People or Going Out

	 
	No Appetite
	 
	Fears and Phobias
	 
	Difficult Home Situation

	 
	Over-Eating
	 
	Obsessions
	 
	Unable To Have A Good Time

	 
	Stomach Trouble
	 
	Depressed
	 
	Always Worried About Something

	 
	Bowel Disturbances
	 
	Suicidal Ideas
	 
	Don’t Like Weekends/Vacations

	 
	Always Tired
	 
	Take Tranquilizers
	 
	Can’t Make Decisions

	 
	Always Sleepy
	 
	Alcohol Abuse
	 
	Over-Ambitious

	 
	Unable To Relax
	 
	Illegal Drug Use
	 
	Financial Problems

	 
	Insomnia
	 
	Prescription/OTC Drug Abuse
	 
	Gambling

	 
	Recurrent Dreams
	 
	Asthma or allergies
	 
	Job Problems

	 
	Nightmares
	 
	Concerns about Eating
	 
	Can’t Keep A Job

	 
	Hallucinations/Visions
	 
	Sexual Problems
	 
	‘Driven by a Motor’ Behavior

	  
	Experienced Traumatic Event
	 
	Ongoing Physical Pain
	 
	Anger/Temper Problems

	 
	Anxiety or Excessive Worry
	 
	Academic/School Problems
	 
	Irritable

	 
	Memory Problems
	 
	Attention Problems
	 
	Destruction of Property

	 
	Suicidal Thoughts
	 
	Impulsive
	 
	Marital Problems

	 
	Parent Child Conflict
	 
	Legal Problems
	 
	Runaway

	 
	Over Concerned with Weight
	 
	Difficulty Concentrating
	 
	Job Problems

	 
	Truancy
	 
	Parenting Problems
	 
	Can’t Keep A Job

	 
	Grief and Loss
	 
	Social Problems
	 
	Loneliness 

	 
	Violence
	 
	Abusive Relationship
	 
	Abused as a Child

	 
	Abused as an Adult
	 
	Sexual Abuse/Rape
	 
	Negative Outlook

	 
	Homicidal Thoughts
	 
	Spiritual Concerns
	 
	Racing Thoughts

	 
	Lying/Dishonesty
	 
	Affair
	 
	Engages in Risky Behaviors

	 
	Depressed Mood
	 
	Family Discord
	 
	Panic Attacks

	 
	Weight Gain or Loss  #lbs
	 
	Parent Child Relationship
	 
	Perfectionist

	 
	Abusive Behavior
	 
	Flashbacks
	 
	Other


