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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              5/10/2016
Marital status:

□ single, □ separated, □ divorced,  □ widowed, □ married; How long? __________

Do you live by her/himself? □ Yes, □ No

If no, describe who is living with you 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 _____________________
PERSONAL DATA 

How many times have you been married? ______________ 

Spouse (including ex-spouses):

Date of Marriage(s): 


Date of Separation/Divorce, Death:

Spouse’s Age ___________ Education Level ______________ Health Status ________________________________ 

Your Father’s Name ____________________________ Age ____________ Occupation _______________________

 If deceased, cause and age of death ________________________________________________________________ 

Your Mother’s Name ___________________________ Age ____________ Occupation _________________________

If deceased, cause and age of death _________________________________________________________________

With Whom are you now living? Name, Age, Relationship Occupation, or Student (Grade Level) _________________________ _______________________________ ____________________________________ _________________________ _______________________________ ____________________________________ _________________________ _______________________________ ____________________________________ _________________________ _______________________________ ____________________________________ _________________________ ______________________________  ____________________________________ 
Your Children living away from home? Name Age Living with Whom and Where _______________________________________________________________ _________________________ _______ _______________________________________________________________ _________________________ _______ _______________________________________________________________ _________________________ _______ _______________________________________________________________ 
Social Support System _____ Supportive network _____ Few friends _____ No friends _____ Distant from Family of Origin _____ Wrong type of friends – either ____ substance-use based friends, or ____ unsettling influence on your behavior _____ 
Room-mate companion(s) or ____current significant-other home sharing partner relationship(s) is dysfunctional 
EMPLOYMENT DATA 
Do you like your job? _______ Yes _______ No; ___________________________________________________ 
If No, explain why __________________________________________________________________________________ 
How many different employers have you had during the past 3 years? ___________________ 
Which job has given you the most satisfaction? ______________________________________________________________ 
Would you be interested in some other type of employment if training were available? _______ Yes _______ No 
If Yes, name the field __________________________________________________________________________________ 
Financial Status 
_____ No Current financial problems _____ Large indebtedness _____ Poverty or below-poverty income 
_____ Impulsive spending _____ Relationship conflicts over finances 
MEDICAL DATA 
Name of Primary Care Physician _______________________________________ 
Date of last exam _____________________ 
Name of Facility________________________________________________________________________ 
Telephone # / email address _________________________________________________________________________________ 
Name of Psychiatrist or Nurse Specialist prescribing psychiatric medications ________________________________________ 
Name of Facility __________________________________________________________________________________________ Telephone # / email address ______________________________________________ 
Date of next appointment ____________ 
__________ Substance Use - Average daily amount used Alcohol ___________________________________ 
Medical Marijuana __________________ Cigarettes ________________ Coffee __________________ Colas ______________________ Other _____________________________________________ 
Type and frequency of exercise ________________________________________________________________________________ 
Leisure time activities ________________________________________________________________________________________ 
Health Pattern: Are you taking any medications? 
List all types and dosages (including supplements): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

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

( ) Do you have any ongoing health problems? List, including duration ___________________________________ ______________________________________________________________________________________________ ______________________________________________________________________________________________ 

 ( ) Have you had medical problems in the past? Please identify _________________________________________ ______________________________________________________________________________________________ 
( ) Any major surgeries? Explain, and provide approximate year ________________________________________ ______________________________________________________________________________________________ 

 ( ) Do you use street or recreational drugs? Specify ___________________________________________________ ______________________________________________________________________________________________ 
( ) Previously prescribed psychiatric medications _______________________________________________________ ______________________________________________________________________________________________ 
( ) Medication allergies? Specify____________________________________________________________________ 

( ) Other allergies? Specify________________________________________________________________________ 
Previous number of episodes (therapists) for out-patient or private practice behavioral health counseling ___________________ 
Therapist name _____________________________ Date and duration of treatment ___________________________ 

Therapist name _____________________________ Date and duration of treatment ___________________________ 

Therapist name _____________________________ Date and duration of treatment ___________________________ 

Previous number of psychiatric hospital admissions __________________________________________ 
Facility _____________________________________________________________________________

Year and duration of stay ___________________________________ 
Facility _____________________________________________________________________________

Year and duration of stay ___________________________________ 

Previous specialized treatment programs or counseling focus for alcohol and/or drug abuse _____ Yes _____ No 
Name of facility or office ___________________________________ Specify year and duration of therapy ________________ __________________________________________________________________________________________________________ 
Do you have a “medical directive” established and on file with an attorney or personal representative _____ Yes _____ No 

Women Only:
Yes No ( ) ( ) Are you pregnant? Date due __________________ Number of pregnancies _______________ 
( ) Do you have irregular periods? Number of abortions ________________ 
( ) Do you have severe menstrual cramps? 
Number of live births ________________ ( ) ( ) 
Do you have severe menstrual/menopausal mood changes? _____

“Family” Health History:

 Please check any boxes that apply to “BLOOD/ BIOLOGICAL RELATIVES” (i.e. parents, grandparents, aunts/uncles, children, etc.) and indicate which relative had the illness/condition. 
Adopted? ___Yes ___ No 
Answer the “biological relatives” section only if you know this information. 
Yes No ( ) Alcoholism/Drug Abuse ______________________________________________________________

( ) Depression ______________________________________________________________________________ 
( ) Suicide _________________________________________________________________________________

( ) Bipolar Disorder/Manic-Depressive Illness _____________________________________________________ 
( ) ADHD or Learning Disability ________________________________________________________________ 
( ) Autism/Asperger’s Disorder _________________________________________________________________ 
( ) Schizophrenia ____________________________________________________________________________

( ) Criminality (with prison time) _________________________________________________________________

( ) Narcissistic or Borderline Personality Disorder _________________________________________________ 
Please check any boxes that apply to ANYONE YOU “LIVED WITH” DURING YOUR CHILDHOOD/ADOLESCENT years that displayed any of the following illnesses/conditions, and indicate their relationship to you (i.e. step father, adoptive father, half-brother, biological mother, adoptive mother, friend, uncle, etc.) 
( ) Alcoholism/Drug Abuse _____________________________________________________________________ 
( ) Depression _______________________________________________________________________________

( ) Suicide __________________________________________________________________________________ 

( ) Bipolar Disorder/Manic-Depressive Illness _______________________________________________________

( ) ADHD or Learning Disability __________________________________________________________________

( ) Autism/Asperger’s Disorder ___________________________________________________________________

( ) Schizophrenia _____________________________________________________________________________ 
( ) Criminality (with prison time) __________________________________________________________________

( ) Narcissistic or Borderline Personality Disorder ____________________________________________________

( ) Post-Traumatic Stress Disorder from Combat _____________________________________________________

( ) Brain Injury ________________________________________________________________________________

( ) Victim of Child Physical or Sexual Abuse _________________________________________________________

( ) Chronic Pain _______________________________________________________________________________

( ) Severe Illness or Cancer _____________________________________________________________________ 
( ) Death of a Family Member ___________________________________________________________________

( ) Other – Please Explain ______________________________________________________________________ 
Developmental Medical Concerns 
Did you experience any complications from birth, or developmental delays during childhood? _____ Yes _____ No 
If “Yes”, Explain in detail as much as known:

1. DESCRIPTION OF CLIENT:

· Check Any Of The Following Which Apply To You
____ problems falling asleep
 ____ anxiety, unable to relax

 ____ alcohol and/or substance abuse 
____ awakening during night
 ____ panic attacks


 ____ medication adjustment issues 
____ nightmares 


 ____ worrying



 ____ medical marijuana license/use 
____ tired in the morning

 ____ restlessness in body

 ____ loss of interest in people
      ____ heart racing


 ____ self esteem issues 

 ____ loss of interest in activities 
____ gastrointestinal problems
 ____ harsh/critical/ unforgiving of 
 ____ feelings of hopelessness 
____ feeling overwhelmed/not “in control’ ____ self ____ others 

 ____ feelings of helplessness 
____ phobia(s) 


 ____ self harm (i.e. cutting)

 ____ feelings of guilt 
____ obsessions/compulsions 
 ____ feelings of shame 

 ____ driving fears 
____ family/marital problems 
 ____ decreased energy 

 ____ trauma exposure issues
____ difficulty trusting people 
 ____ increased fatigue 


 ____ physical abuse 
____ problems getting along 
 ____ feeling numb 
         with people 


 ____ concentration difficulties

 ____ sexual violation 
____ feeling alone 


 ____ memory/forgetfulness issues 
 ____ emotional abuse 
____ relationship loss 

 ____ poor appetite 


 ____ motor vehicle crash 
____ death of friend or family member  ____ weight change 


 ____ combat PTSD type 
____ death of beloved pet/animal 
 ____ decreased interest in sex 

 ____ dissociative episodes 
____ learning problems 

 ____ mood changes 


 ____ legal problems 
____ decreased patience 

 ____ financial issues 


 ____ irritability 
____ aging issues 


 ____ occupation/employment problems  ____ agitation 
____ serious illness 

 ____ housing problems 

 ____ problems with anger 
____ spiritual conflicts 

 ____ sadness/tearfulness 

 ____ chronic pain 
____ elevated/mania 

 ____ accident prone 


____ IED or other blasts 
____ hyperactivity 


 ____ somatic/bodily complaints 
____ loss of consciousness

____ concussions/TBI 

 ____ suicidal thoughts 


____ impulse control problems 
____ number of concussion injuries  ____ past suicide attempts 

____ anger/rage episodes 
____ mild traumatic brain injury 
 ____ homicidal thoughts 

____ stealing 
____ headaches 


 ____ lying 



____ sleep apnea 
____ hallucinations 


____ eating disorder 


____ grinding teeth 
____ irrational/paranoid 

____ binge only 


____ jaw pain 
____ binge/purge cycle 

____ vision problems 


____ laxative/diuretic use 
____ eye fatigue 


____ anorexia 



____ light sensitivity 
____ sexual/pornography concerns  ____ hearing problems 


____ gambling addiction concerns 
____ ringing in the ears (tinnitus) 
____ video gaming addiction concerns 
____ oversensitivity/irritated by noise 
____ other addiction problems 
____ balance problems specify - _________________________ 
____ dizziness when standing up abruptly 


____ internal temperature regulation problems 
____ difficulties making decisions 
____ problems staying organized 
____ unable to multi-task 
____ get lost when driving 

____ distracted easily 
1. List your strengths:

2. What are the primary symptoms/issues for which you are seeking therapy?
3. In what ways have you attempted to cope with these issues? What works, what does not?
4. Are there any particular concerns, fears, or reservations regarding therapy?

5. What are the major goals for improvement? What are you 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.
