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Client Information:

Name of Client: 
Date of Birth:                                          

Sex:                         (M) (F)
SSN:

      ___________________________________________________________

Place of Birth: 

Primary Language:
Address: _______________________________ City: ___________________ Zip: _________

Referred By: 
Intake Date              4/27/2016
Describe who is living in the family with the client and their role/relationship:

Insurance Policy Holder (Insured’s Name) ______________________________________ 

Date of Birth _____________ 

Name of Primary Insurance_______________________________________________________ 

Name of Secondary Insurance (if applicable) ____________________________________________________________________ 

Tricare Only: Full Name of Sponsor _______________________________________

Sponsor’s SSN: __________________________ 

ASSIGNMENT OF INSURANCE BENEFITS I, the undersigned, assign all medical benefits to Susanne A Hays., including major medical benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by my insurance. I hereby authorize Susanne A. Hays. to release any information necessary to secure the payment of benefits – including, if necessary, information to collection agencies, attorneys, or courts. A photocopy of this assignment is to be considered as valid as the original. 

Signature of Patient ________________________________Date _____________________ 

Or, Signature of Legal Representative/Guardian ________________________________________________Date _____________________
Parent (Caretaker) Biographical Information:
Mother:
Name: 

Age: _____ Date of Birth _____________________ Place of Birth: _____________________

Please check one:

□ biological,    □ adoptive,   □ stepmother,    □ foster mother
Address: _______________________________ City: ___________________ Zip: _________

Years of Education completed _______________

Name of High School __________________________________________________________

Name of College ______________________________________________________________ 

Degrees: ____________________________________________________________________

Field of Study: ________________________________________________________________

US armed services? Branch? _______Duration _________ Rank ________ Position ________

Your occupation _________________________ Employer _____________________________

Father:

Name: 

Age: _____ Date of Birth _____________________ Place of Birth: _____________________

Please check one:

□ biological,    □ adoptive,   □ stepfather,    □ foster father
Address: _______________________________ City: ___________________ Zip: _________

Years of Education completed _______________

Name of High School __________________________________________________________

Name of College ______________________________________________________________ 

Degrees: ____________________________________________________________________

Field of Study: ________________________________________________________________

US armed services? Branch? _______Duration _________ Rank ________ Position ________

Your occupation _________________________ Employer _____________________________

1. DESCRIPTION OF CLIENT:

Please mark or circle symptoms that apply. For those that apply, describe frequency, duration, and intensity (or other pattern):

□ Hyperactive




□ Fire Starting
□ Shyness





□ Eating Issues
□ Depression




□ Appetite Loss
□ Making Decisions




□ Bowel Trouble
□ Separation Anxiety



□ Appetite Increase
□ Sexual comments




□ Weight Changes
□ Concentration




□ Anxiety
□ Sexual Abuse




□ Fears or Phobias
□ Health Problems




□ Obsessions
□ Neglect





□ Compulsive Behavior
□ Divorce





□ Death Comments
□ Flashbacks




□ Allergies
□ Impulse Control




□ Accidents/Clumsy
□ Anger 





□ Suicidal Threats
□ Stress Reactions




□ Physical Pains
□ Stomach Trouble




□ Hatred
□ Insomnia





□ Defiant
□ Headaches




□ Crying Easily
□ Negative Thoughts



□ Argumentative
□ Bedwetting




□ Hearing Voices
□ Self-esteem




□ Developmental Delays
□ Hurts Animals




□ Seeks Violent Movies
□ Memory





□ Withdrawn
□ Low Energy




□ Stealing/Lying
□ Panic Attacks




□ Low Frustration Tolerance
□ Loneliness




□ Conscience/No Remorse
□ Inferior Feelings




□ Peer Relations Problems
□ Habits





□ Hurts Others
□ Temper Tantrums




□ Problems in School
□ Hurts People




□ Dissociation
Please explain symptoms specific to your concerns:

 ________________________________________________________________

_____________________________________________________________________
DIAGNOSIS:
       Please describe any medical conditions/official psychiatric or psychological diagnosis (also who diagnosed):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. DIAGNOSIS:
       Please describe any previous therapies the client has received (such as counseling, inpatient treatment, speech, or physical therapies. Any inpatient treatment, when?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Medications (all meds and supplements, including dosage):

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Is there any concern about drug use?

5. How much alcohol or other substances does the client consume? Is alcohol/drug use a concern in the home environment? (Please describe)
Substance/Alcohol:

Dosage/Daily Amount:

6. Is physical abuse (such as spanking that leaves marks) a concern?

7. Is emotional abuse a concern (yelling, name calling, use of sarcasm/belligerence)?

8. List the client’s strengths:

9. What are the primary symptoms/issues for which the client/family is seeking therapy?
10. In what ways has the client/family attempted to cope with these issues? What works?
11. Are there any particular concerns, fears, or reservations regarding therapy?

12. Please list major relevant events in your life history (and when): 

Positive Events:

Negative Events:

13. What are the major goals for improvement? What is the client/family hoping to get out of therapy? 

Please list in the order from most important to least important (for example: 1. Improve sleep; 2. Reduce/Stop Panic Attacks; etc). Being specific is helpful.
