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ADULT INTAKE FORM
CONFIDENTIAL
Name:	__________________________________________________  Date: _____________  Gender: ___M ___ F  Age: _____   DOB: ______________  
Ethnic Identity: ____________________ Contact Phone #: _________________________   Email Address: ______________________________________  Home Address: _____________________________________________________________ Referred by (doctor, internet, friend): ____________________
Emergency Contact: _________________________________ Contact’s Phone #: ___________________ Contact’s relation to you: _________________
If employed, who is your employer? ______________________________________________ What is your position? _______________________________
Longest job you’ve worked since high school? ______________________________________________  Highest Degree of Education: ________________ 
If in school, what school do you attend and what is your focus?___________________________________________________________________________
What brings you to therapy at this time? _____________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you hope to get out of therapy? _____________________________________________________________________________________________
________________________________________________________________________________________________________________________________
Have you ever had significant personal growth experiences in the form of special trainings, workshops, or related experiences? ___ Yes ___ No
If so, please describe: _____________________________________________________________________________________________________________
Any previous outpatient therapy? ___ Yes ___ No  Dates and length of treatment: __________________________________________________________
Any previous inpatient therapy? ___ Yes ___ No  Dates and length of treatment: ___________________________________________________________
Was the therapy helpful? ___ Yes ___ No Why or why not? _____________________________________________________________________________
Have you ever been previously diagnosed with a psychological disorder? ___ Yes ___ No  Please describe: _____________________________________
________________________________________________________________________________________________________________________________Have you previously been prescribed psychiatric medication/s? ___ Yes ___ No  Please describe: ______________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Are there any spiritual, religious, philosophical tradition/s or teaching/s that have had a significant effect on your life, now or in the past? If so, please describe: ________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________
What are your greatest strengths, talents and resources? _______________________________________________________________________________
________________________________________________________________________________________________________________________________What are your favorite leisure activities? _____________________________________________________________________________________________
________________________________________________________________________________________________________________________________
What one word best describes your childhood? _____________________ Who were you closest to during childhood? _____________________________
Are you currently experiencing any family conflicts? ___ Yes ___ No  If so, please describe: __________________________________________________
________________________________________________________________________________________________________________________________
Briefly describe your relationship with your mother:
While growing up: ________________________________________________________________________________________________________________
Now: ___________________________________________________________________________________________________________________________
Briefly describe your relationship with your father:
While growing up: ________________________________________________________________________________________________________________
Now: ___________________________________________________________________________________________________________________________
List your brothers and sisters, their ages and current state of residence:
Name:				Relationship:					Age:		State Lives In:	
1.
2.
3.
4.
5.
How many significant relationships have you had? _____ How many friends outside of family you can depend on for emotional support? ___________
Relationship Status:  _____ Separated   _____ Widowed   _____ Never Married   _____ Living Together   _____ Dating   _____ Not Dating At This Time
Currently married to: _____________________________________________________ How long have you been married to this person? __________________
If divorced: How many times have you been married? ______  What was the date of your most recent divorce? _______________________________________
What is your current living situation? ____ Alone    ____ With spouse   ____ With spouse and children    ____ With significant other   ____ With roommate
Other (please explain): _____________________________________________________________________________________________________________
Please list your spouse/significant other, your children, and their ages:
Name:				Relationship:								Age:_______	
1.
2.
3.
4.
5.
Primary Physician: _______________________________  Physician’s Address/Phone: _______________________________________________________ Currently prescribed medications and reasons you are taking them:______________________________________________________________________
________________________________________________________________________________________________________________________________
All known allergies: _______________________________________________________________________________________________________________
Significant medical events (including seizures or epilepsy): ______________________________________________________________________________
________________________________________________________________________________________________________________________________
Chronic diseases in family (including mental illness):___________________________________________________________________________________ 
________________________________________________________________________________________________________________________________
Describe your quality of sleep at night: ______________________________________________________________________________________________
How has your appetite for food been lately? __________________________________________________________________________________________
Have your eating patterns or your body weight ever been a concern for you? ___________________ If so, please describe: ________________________
________________________________________________________________________________________________________________________________
Describe the amount and type of physical activity or exercise that you engage in on a regular basis: ___________________________________________
________________________________________________________________________________________________________________________________
Please rate the level of stress you are currently experiencing on a daily basis (1=no stress, 10= constant, severe stress): ___________________________
What do you think is responsible for the stress in your life at this time? ___________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have any aspects of your sexuality ever been a cause of concern for you? ___ Yes  ___ No  If yes, please describe: ________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever experienced a life event that was especially difficult to overcome or get through? ___ Yes  ___ No Please describe: __________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever experienced any type of abuse? ____ Verbal  ____ Emotional  ____ Physical  ____ Sexual   If so, please describe: ____________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you smoked cigarettes in the past? ____ Yes  ____ No  Are you currently smoking?  ____ Yes  ____ No  If yes, how many packs a day? _________
When was the last time you drank any alcohol? ___________________________ How much did you drink at that time? __________________________
How often do you drink alcohol? __________________________ How much alcohol do you usually drink when you do drink? _____________________
Has anyone ever expressed a concern about your drinking?  ____ Yes  ____ No  What was their concern? ______________________________________
________________________________________________________________________________________________________________________________
Please complete the following information about your use of various substances, if applicable:
Substance (please circle)::		First Use:			_____	Last Use:		________	Highest Use:__________________
Crack/Cocaine	
PCP	
Heroine	
MJ	
Hallucinogens	
Pain Killers 
Other: __________________________________________________________________________________________________________________________
Have you ever been arrested? Convictions? Time served? Please explain: ________________________________________________________________  


~~~~~~~~~~~Thank you for providing this information~~~~~~~~~~~~~

