Intake Assessment Form

Information provided here is protected as confidential information.

Today’s Date: ______________      How did you hear about me:_________________

Name: __________________________         Date of Birth:________________

Home Address:_________________________Email address________________

Home Phone: ______________________  Is it okay to leave a message here?____

Other Phone:______________________  Is it okay to leave a message here?____

Emergency Contact ___________________ phone _______________________

Where do you work & what do you do?___________________________________

What is happening in your life that caused you to seek counseling today:? 

____________________________________________________________________

What is your hope to gain from counseling?____________________________________

What do you want me to know about you? _____________________________________

Have you ever been in counseling before?  Yes ___  No ___  If yes, when _____________

What did you seek counseling for at that time?_________________________________

Do you suffer from:  Depression   Yes ___  No ___  Anxiety: Yes ___ No ___ 

                                  Bipolar:        Yes ___  No ___  Other? ______________

Are you currently experiencing any of the following?

   Overwhelming sadness _____ Grief_____ Depression ____ Over/under eating ____

   Over/under sleeping ____ Anxiety/nervousness ____ Panic ___  Overwhelming fears__

   Chronic Headaches ____  Stomach/digestion issues ____ Light Headiness _____

   Thoughts of Death/dying_____  Lack of concentration/focus ____  Irritable_____

Have you ever thought of suicide?   Yes ___ No ___ 

Have you ever attempted suicide?   Yes ___ No___  When & How _________________

Are you currently experiencing these thoughts?  Yes ___ NO ___

Do you take any medications for the above issues?  Please list below:

 ________________          ______________         _______________    ____________

Do you have any current medical issues that you are being treated for?  Yes___ No ___

Please describe briefly_________________________________________________

Please list any current support groups (12 step groups, spiritual, community supports, etc.)

____________________________________________________________________

Have your experienced or witnessed physical, sexual, emotional, financial abuse/violence?  Yes ___ No ___   Please describe. __________________________________

Current Relationship status:

      Married ____  Separated ____ Divorce ____ Widowed ____ Dating ____

      Cohabitating __ Other _________

Describe previous significant relationships and how/when they ended.

__________________________________________________________________

Check any current/past behaviors:

____ Consume alcohol (Daily___, Weekly____, Monthly____ Occasionally ____)

____Smoke cigarettes    _____ Eating Disorder   ____Sex Obsession/pornography

____Illegal substance     _____ Gambling _____Other ____________________

Please describe your family of origin.

    Relation:               Living?           Describe quality of relationship.

· Father         Yes__ No__     __________________________________________

· Mother        Yes__ No__     __________________________________________

· Step Parent Yes__ No__     __________________________________________
· Step Parent Yes__ No__     __________________________________________
· Brother       Yes__ No__     __________________________________________
· Brother       Yes__ No__     __________________________________________
· Sister          Yes__ No__     __________________________________________
· Sister          Yes__ No__     __________________________________________
· Other ____ Yes__ No__    __________________________________________
Describe your childhood experience._________________________________________ 

Check all that apply to your family:

   Overly close____  No breathing room/No privacy ___ In everyone’s business ___  

   Distant/Unconnected ___ No time spent together ___ Numerous conflicts ___

   Perfectionist ___  No support ___ Emotional Problems/mental health issues ___

   Physical/medical health problems ___ Constant arguing/tension ____

Anything else that you want to me to know about you? ____________________________

____________________________________________________________________

