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     Client Intake Form

Name_____________________________________Date of Birth_________ Age____ Sex__

Present Address:_____________________________________________________________

                                Street



      _____________________________________________________________




City                       County                   State                       Zip

Home or Cell Phone (most used):_________________________Work:___________________

Email Address: _______________________________________________________________

Employer: ____________________________________Marital Status: ___________________

Emergency Contact: ________________________________ Phone: ____________________


Address _______________________________________________________________

Person Responsible for Bill: _____________________________________________________


Address: ___________________________________ Phone: _____________________

Referral Source: ______________________________________________________________

Current Medications: 

1. _____________________________

2. _____________________________

3. _____________________________              4. _____________________________

5. _____________________________              6. _____________________________

Current Medical Care:  (Briefly describe any physical conditions requiring a doctor’s care) ____________________________________________________________________________

____________________________________________________________________________

Attending Physician: _______________________________  Phone: _____________________














     -2-

Current Symptoms and Problems:  (circle any problems you’ve experienced in the past month)

Depression

Unhappy with your situation       Short attention span      Hallucinations
Grief/loss

Pessimism about future
        Memory problems         Paranoid thoughts

Anxiety                     Traumatic memories                  Compulsive behaviors   Panic attacks

Nightmares              Compulsive overeating              Self-destructive behaviors

Fears/phobia

Sleep disturbance                      Anorexia                         Suicidal Urges

Obsessional Worry  Bulimia                                       Appetite Changes           Fatigue

Increased Alcohol Use



       Aggressive Urges            Drug abuse

Inability concentrating



       Feeling Helpless or Trapped

OTHER: __________________________________________________________________


Habits & Substance Use

Substance:                                                     

Amount Used:

Tobacco products ___________________________________________________________

Alcohol ___________________________________________________________________

Street Drugs _______________________________________________________________

Have you ever been hospitalized for substance abuse or mental health issues?  

No ____   Yes_____    When?_____________ What hospital? ________________________

Briefly describe the issue that most prompts you to seek help at this time? 
__________________________________________________________________________

__________________________________________________________________________

What is your goal in seeking help?  (What would you like to be better/different?)            

______________________________________________________________________________

