 Intake Form

Please provide the following information and answer the questions below. Please note: information you provide here is protected as confidential information.

Name:_________________________________________________________________________

Name of parent/guardian (if under 18 years):___________________________________________

Address: _____________________________________________________________________________________________

Home Phone________________________________    ok to leave a message? ______________

Cell/Other __________________________________    ok to leave a message? ______________

Email: _______________________________________________________ ok to email you?__________

Birth Date: ____ /____ /____                Age:________           Are you adopted? _____________                      

Woman______   Man________   Non-binary_______   Other_______   Prefer not to Disclose_____

Preferred Pronouns _______________________           

Marital Status:   Single_______     Married_______  Separated________  Divorced______   Widowed_____  

Please list any children/age  ___________________________________________________________________________  

Physician: _________________________________________________

How did you hear about me? _________________________________________________________________________

Occupation/School:___________________________________________________________________________

Have you had therapy in the past?  __________ If so, with whom? When and for what issues? ___________________________________________________________________________________________

Are you currently taking any medication?_____________

Please list:___________________________________________________________________________________

Please list any health problems you have or have had: ______________________________________________

                                   	








Are you currently experiencing overwhelming sadness, grief or depression?_____________________

If yes, please describe and for how long:____________________________________________________
             	
Are you currently experiencing anxiety, panic attacks or have any phobias?____________

If yes, please describe and for how long:______________________________________________

How often do you drink alcohol/week? _______________________________________________

How often do you engage in recreational drug use? _________________________________

Have you experienced sexual abuse or other trauma?  _________________________________________________

What significant life changes or stressful events have you experienced recently:______________________________________________________________________________________

With whom do you live? _______________________________________________________________________________


Family Health History:
Please circle if there is a family history of any of the following:

Alcohol/Substance Abuse   Anxiety   Depression   Domestic Violence   Suicide

Schizophrenia    Eating Disorders   Obsessive Compulsive Behavior

If so, please list family member: _______________________________________________________

What brings you to therapy at this time?______________________________________________________

_____________________________________________________________________________________________

What do you enjoy doing in your free time? __________________________________________________________

____________________________________________________________________________________________


What do you hope to accomplish out of your time in therapy? _____________________________________

_______________________________________________________________________________________
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