   

          INTAKE INVENTORY

Bart Colom,M.S.,AFC
407-782-5525
  www.integritylifeplan.com
TODAY’S DATE:



GENERAL INFORMATION

Name:



SS#

Address:

Home Phone:


 Cell Phone:

Work: 

May we leave a message for you at home and work? 

Age: 
       
 Date of Birth:

      
  Sex:  

Last year of school completed: 

Degree pursued/accomplished: 

Are you currently in school:  
 
If yes what level? 

Employer:







 How long?

Occupation:







 Hours per week

RELATIONAL INFORMATION

	Current marital status: 



	Are you content with your current status: 



	If no please explain:



	If you are married, for how long:
  Previous marriages for you:

For your spouse:

	If separated, for how long:

  If widowed, for how long:


	With whom do you live:

	Alone   Spouse   Children   Parents   Siblings   Boyfriend   Girlfriend   Other___________


PARTNER INFORMATION

Name:





  How long have you known your partner?

Occupation:


  Age:

  Education Level:

What words would you use to describe this person?

CHILDREN:

	NAME
	SEX
	CURRENT AGE OR YEAR OF DEATH
	RELATIONSHP TO YOU

NATURAL/ADOPTED/STEP
	LIVING WITH YOU
	DESCRIBE HIM/HER

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


FAMILY OF ORIGIN: 

Please list mother, father, siblings, step-family relations or any other family member who had a significant effect upon your life, either positive or negative.

	NAME
	RELATIONSHIP TO YOU

(Mom,Dad,Sibling, Step-Relation)
	CURRENT AGE OR YEAR AT DEATH
	OCCUPATION
	LIVING WITH YOU
	DESCRIBE HIM/HER

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


PHYSICAL HISTORY

	Name of Physician:


 


 Phone:

	Specialty (Family Practice,Ob/Gyn, etc.)



	Address:



	Are you currently receiving any medical treatment: (If yes please explain):




Please list any conditions, illnesses, treatments, or surgeries (including pregnancies, or related treatments) that might be relevant to your reason for seeking counseling:

Please list all current medications you are taking and the reasons (List even if you seldom use, or take only as needed.)

1.

2.

3.

4.

5.

6.

Are you taking these medication(s) according to the doctor’s recommendations? 

Please check the box next to any of the following physiological symptoms/sensations that apply to you currently, or in the recent past:

	Headaches
	  
	Tension
	
	Dizziness
	
	 Tiredness:
	

	Stomach Trouble
	
	Intestinal Trouble:
	
	Difficulty Breathing  
	
	 Visual Trouble
	

	Trouble with Sleep
	
	Change in Appetite:
	
	Trouble Relaxing
	
	Rapid Heart Rate:  
	

	Weakness
	
	Hearing Voices/Noises
	
	
	
	
	

	Pain(Specify):               
	
	Other:
	


What is your weight:


What is your height:

How has your weight changed in the last 2-3 months:

CURRENT STATUS

Please mark any of the following problems, which pertain to you and or your family.

	STRESS
	NERVOUSNESS
	ANXIETY
	PANIC

	UNHAPPINESS
	DEPRESSION
	GUILT
	APATHY

	TERMINAL ILLNESS
	RECENT DEATH IN FAMILY
	GRIEF
	HOPELESSNESS



	INFERIORITY FEELINGS
	DEFECTIVENESS FEELINGS
	LONELINESS
	SHYNESS

	FEARS
	FRIENDS
	MARRIAGE
	COMMUNICATION 

	PHYSICAL ABUSE
	EMOTIONAL ABUSE
	VERBAL ABUSE
	SEXUAL ABUSE

	TEMPER
	ANGER
	AGGRESSIVE BEHAVIOR
	BAD DREAMS

	CONCENTRATION 
	RACING THOUGHTS
	UNWANTED THOUGHTS
	MEMORY DIFFICULTIES

	LOSS OF CONTROL
	IMPULSIVE BEHAVIOR
	SELF CONTROL
	COMPULSIVITY

	SEXUAL PROBLEMS
	PREGNANCY
	ABORTION
	LEGAL MATTERS

	TRAUMA/DISASTER
	EATING PROBLEMS
	DRUG USE
	ALCOHOL USE

	TROUBLE WITH JOB
	CAREER CHOICES
	AMBITION
	MAKING DECISIONS

	CHILDREN
	BEING A PARENT
	FINANCES
	 OTHER:


Please indicate on the scale below how distressing your problem(s) are to you. 

Very Little Distress:

Neutral:

Extremely Distressed:

Are you currently experiencing any suicidal thoughts: 

Have any of your friends or family ever committed or attempted suicide: 

PRESENTING ISSUES AND GOALS

Please describe why you are coming to counseling:

Why have you decided to come for counseling now?

What is it that you hope to gain or change by coming for counseling?

How long do you believe counseling should last?

What words would you use to describe yourself?

If I were to ask God to describe you, what would He say?

Please describe briefly the religious environment of your home as you were growing up

Complete the following thought. GOD IS…….

Do you regularly attend church, synagogue, or other religious institution? 

If so, what is the name of your church, synagogue, etc.:

If so, what is the name of your pastor, priest, rabbi, etc.:

I understand that it is customary to pay for professional services when rendered. I accept full responsibility for payment of my balance incurred for services rendered.  I further understand that without 24-hour notice of intention to cancel, I will be charged the full fee for professional service.


Signature:





Date:
                                               INTAKE INVENTORY


                 Integrity Behavioral & Coaching Solutions, L.L.C.





























PAGE  
4

