CLIENT INTAKE

The following information will be kept confidential and will be used by the Counseling Staff only.  Please complete the following as thoroughly as possible given the space provided. Please specify if you are the parent/legal guardian of a minor client. 

Identification Data:

Name in full: ________________________________________________________________								
Name of Minor in Full: _________________________________________________________

Nickname: ___________________     Date of birth: ____-____-____      Sex: M   F		     

Complete address: ___________________________________________________________
			Street		Apt #	      City	   State           Zip Code

Home phone: __________________		            Work phone: _______________________			
Cell phone: ____________________    	           E-mail address: _____________________

Occupation: ___________________		           How long: __________________________ 

Employer: _____________________	          Work address: _______________________

Religious/Spiritual:  No / Yes   

Areas of Concern: _____________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Have you been counseled in the past:  Yes   No
If Yes, please explain: ____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________


Describe the problem for which you are now seeking help: 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

How does this problem negatively affect your daily activities
___________________________________________________________________________

___________________________________________________________________________

 ___________________________________________________________________________

How long have you been experiencing this problem: __________________________________

  
What have you done to try to solve this problem: _____________________________________

____________________________________________________________________________

______________________________________________________________________ ______ 


What are you hoping will be the end result of your counseling experience here:  

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Circle any of the following words which best describe you/client::

active   ambitious   self-confident   persistent   nervous   hardworking   impatient impulsive
 
moody   often-blue   excitable   imaginative   calm   serious   easy-going   shy  good-natured
 
introvert   extrovert   likeable-leader  quiet   hard-boiled   submissive  self-conscious 

lonely  sensitive 

Other: ______________________________________________________________________

__________________________________________________________________________

Marital status:  Single: ____________        Married (how long): ________________________   	

Spouse’s Full Name __________________________________________________________
		
Separated (how long): ______  Divorced (how long):________  Times married: ___________
				
Couple status if unmarried: Dating	Engage    Living together

Minor: __________   Age: ___________


Family Information

Children:

List name, birth date, sex, relationship of all children, and whether they live at home with you.    
          
Name		Birth date	 Sex		Relationship		At home

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Parents, Grandparents, Brothers, Sisters (include deceased):

  Name                      Relationship     Age           Mental Health Issues/Substance Abuse
________________   __________    _____        ___________________________________
________________   __________    _____        ___________________________________ 
________________   __________    _____        ___________________________________ 
________________   __________    _____        ___________________________________
________________   __________   ______       ___________________________________ 
________________   __________   ______       ___________________________________
________________   __________   ______       ___________________________________

     
Health:  Are you currently being treated by a physician?     No  /  Yes      
If  Yes  please explain:

____________________________________________________________________________

____________________________________________________________________________
  
Have any mental health professionals (social worker, therapist, psychologist and/or psychiatrist) worked with you previously: ______________________________________________________

Include any hospital or clinic treatment: ____________________________________________

What over-the-counter and prescription medications are you currently taking and for what conditions:  

____________________________________________________________________________

____________________________________________________________________________
	
Have you ever been or are you now dependent on alcohol or drugs: ______________________

If yes, please explain: __________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Have you ever had suicidal thoughts?   Yes  /  No

If yes, how recently? ___________________________________________________________
		
What plans did you make? ______________________________________________________

Did you act on your plans?    Yes / No


____________________________________________________________________________
Signature  								Date 


____________________________________________________________________________
Print Name                                                                                       Date





	

