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   I N T A K E    F O R M
Please provide the following information for our records. Leave blank any question you
would rather not answer. Information you provide here is held to the same standards of
confidentiality as our therapy.

PATIENT’S DATA
Name: __________________________________________________________________________
(Last) 				(First) 			(Middle Initial)
Birth Date: ______ /______ /______ Age: _____Gender:  □ Male □ Female   SS#: _______________
Address: _________________________________________________________________________
(Street and Number)
________________________________________________________________________________
(City) 					(State) 					(Zip)
Home Phone: 		 			_________May we leave a msg?	 □ yes	 □ no
Cell/Other Phone:  				 		May we leave a msg? 	 □ yes 	□ no
E-mail: _________________________________________ May we email you? 		□ yes 	□ no
*Please be aware that email might not be confidential.
INSURANCE INFORMATION
Insurance Company: _________________________________________________________
Insurance Card Number: ______________________________________________________
Insurance Group Number: _____________________________________________________
Insurance Group Phone Number: _______________________________________________
Insurance Group   Address (on back of card): _______________________________________
Deductible: $ _________________has it been met?     Co-pay: $ _______________________
Authorization Number: _________________________

EMERGENCY CONTACT INFORMATION: 
Emergency Contact(s) with whom you grant your therapist permission to contact in case of emergency:
Name: ___________________________________________ Relationship: _______________________
Phone: ___________________________________ E-mail: ___________________________________
Referred by: _______________________________________________________________________
II. Referral Information 
Please check all that occur to you more often than you would like them to take place: 
□	Aggression Elevated mood Phobias/fears 
□	Alcohol dependence Fatigue Recurring thoughts 
□	Anger Gambling Relationship problems 
□	Antisocial behavior Hallucinations Sexual issues 
□	Anxiety Heart palpitations Sick often 
□	Avoiding people High blood pressure Sleeping problems 
□	Chest pain Hopelessness Speech problems 
□	Confusion Impulsivity Suicidal thoughts 
□	Depression Irritability Confusion 
□	Disorientation Judgment errors Trembling 
□	Distractibility Loneliness Withdrawing 
□	Dizziness Memory impairment Worrying 
□	Drug dependence Mood shifts Other (specify): 
□	Eating disorder Panic attacks 
Briefly discuss how the things you’ve checked above affect your daily life: 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ Referred by:  ___ Self ___ Other: _________________________________________________________

MARITAL STATUS
□ Never Married 	□ Partnered 	□ Married 	□ Separated 	□ Divorced 	□ Widowed
Number of Children: __________
REASONS FOR SEEKING THERAPY AT THIS TIME (Presenting Problem)
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Development of the present problem (onset & duration): _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PATIENT’S DEVELOPMENTAL HISTORY
Childhood Background Information: □ a full-term baby	        □ a premature baby       
 □ a C- section baby  □ post-partum depression	□ DV in family           □ Alcohol Abuse in family
□ Only child      □ Older child  	□ Middle child   □ Youngest child      □ Adopted child  	□  Breast fed
Any significant changes/ stressors ( parents’ divorce, death of a parent, death of a sibling, accidents,  etc.) between birth and 12 years of age: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
FAMILY HISTORY (place of birth, relationship with parents and siblings) Please describe any significant events, i.e., constant moving, separation, death in the family, etc. under what circumstances did client leave home.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
PERSONAL MENTAL HEALTH INFORMATION 
Are you currently receiving psychiatric services, professional counseling or psychotherapy?
elsewhere? 										□ yes 	□ no
Have you had previous psychotherapy?							□ yes	□ no
 Previous therapist’s name: ___________________________________________________________
Are you currently taking prescribed psychiatric medication (antidepressants or others)?
□ yes	□ no
If yes, please list: ____________________________________________________________________
If no, have you been previously prescribed psychiatric medication?
□ yes 	□ no
If yes, please list: ____________________________________________________________________


GENERAL HEALTH AND SOCIAL INFORMATION
1. How is your physical health at present? 
□ Poor		□ Unsatisfactory	□ Satisfactory 		□ Good 		□ Very good
1.1 Please list any persistent physical symptoms or health concerns (e.g. chronic pain,
headaches, hypertension, diabetes, etc.): __________________________________________
1.2. Are you having any problems with your sleep habits? □ No 	□ Yes
If yes, check where applicable:
□ Sleeping too little 	□ Sleeping too much 	□ Poor quality sleep	□ Disturbing dreams 
□ Other ______________________________________________________________________
2. How many times per week do you exercise? _____Approximately how long each time? __________
3. Are you having any difficulty with appetite or eating habits? 				□ yes 	□ no
If yes, check where applicable: 
□ Eating less 		□ Eating more 		□ Binging 		□ Restricting
Have you experienced significant weight change in the last 2 months? 			□ yes 	□ no
4. Do you regularly use alcohol?							 □ yes	□ no
In a typical month, how often do you have 4 or more drinks in a 24-hour period-hour period? _________
5. How often do you engage recreational drug use? 
□ Daily 		□ Weekly 		□ Monthly		□ Rarely 		□ Never
6. Have you had suicidal thoughts recently?
□ Frequently 		□ Sometimes 		□ Rarely 		□ Never
Have you had them in the past?
□ Frequently 		□ Sometimes 		□ Rarely 		□ Never
7. Are you currently in a romantic relationship?						□ yes 	□ no
If yes, how long have you been in this relationship? __________________
On a scale of 1-10, how would you rate the quality of your current relationship?  	□ yes	□ no 
HAVE YOU EVER EXPERIENCED
Extreme depressed mood 								□ yes	□ no 
Wild Mood Swings 									□ yes	□ no
Rapid Speech 										□ yes	□ no
Extreme Anxiety 									□ yes	□ no	
Panic Attacks 										□ yes	□ no
Phobias 										□ yes	□ no
Sleep Disturbances 									□ yes	□ no
Hallucinations 										□ yes	□ no
Unexplained losses of time 								□ yes	□ no
Unexplained memory lapses 								□ yes	□ no
Alcohol/Substance Abuse 								□ yes	□ no
Frequent Body Complaints 								□ yes	□ no		
Eating Disorder 										□ yes	□ no	
Body Image Problems 									□ yes	□ no
Repetitive Thoughts (e.g., Obsessions) 							□ yes	□ no
Repetitive Behaviors (e.g., Frequent Checking, Hand-Washing) 				□ yes	□ no
Homicidal Thoughts 									□ yes	□ no
Suicide Attempt 									□ yes  	□ no
OCCUPATIONAL INFORMATION
Are you currently employed? 								□ yes	□ no
If yes, who is your current employer/position? ____________________________________________
If yes, are you happy at your current position? ____________________________________________
Please list any work-related stressors, if any: ______________________________________________
RELIGIOUS/SPIRITUAL INFORMATION
Do you consider yourself to be religious? 						□ yes	□ no
If yes, what is your faith? ______________________________________________________________
If no, do you consider yourself to be spiritual? 						□ yes	□ no
FAMILY MENTAL HEALTH HISTORY
Has anyone in your family (either immediate family members or relatives) experienced?
difficulties with the following? (Check any that apply and list family member, e.g.
Sibling, Parent, Uncle, etc.)
□ Difficulty Family Member		□ Depression yes/no		□ Bipolar Disorder yes/no
□ Anxiety Disorders 			□ Panic Attacks 			□ Schizophrenia yes/no
□ Alcohol/Substance Abuse 		□ Eating Disorders 		□ Learning Disabilities yes/no
□ Trauma History 			□ Suicide Attempts 	


___________________________________			____________________
Patient’s Signature						Date
Thank you for completing this form. This information will be kept strictly confidential in 
accordance with our privacy policy. 

______________________________ ______			______________________ 
Therapist’s Signature							Date: 
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