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                                       	CLIENT INTAKE QUESTIONNAIRE

 Please fill in the information below and bring it with you to your first session.  Please note: information provided on this form is protected as confidential information.  

Name:  _______________________________________________________________________
DOB:  _______	Age:  ___   How do you identify? Male or Female or other: ____________
SSN#:  _______________________________________________________________________
Address:  _____________________________________________________________________
Phone #: ______________________________________________________________________
May we leave a message at this number?  Yes       No
E-mail: ________________________________________________________________________
May we send an e-mail to this address:  Yes    No
Emergency Contact (name & #):  __________________________________________________
Relationship Status:  __ never married  __ domestic partnership  __ married __ separated 
___ divorced  __ widowed
Referred by: (if anyone) __________________________________________________________
Employment status: (please circle)  student 	employed FT	employed PT 	unemployed 
Occupation:  ___________________________________________________________________

Insurance Information (if applicable, otherwise disregard):
Insurance Company-  ___________________________________________________________
Plan Number- _________________________________________________________________
Group Number- ________________________________________________________________

Do we have permission to send mail to your address?  Yes     No




Dependents & Any Other Household Members (Please include all children. For minor children, indicate who they live with if they do not reside with you.)

Name                                      Relationship                        Place of Residence                           Age
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical and Health History
List any allergies you have:  ______________________________________________________
Primary Care Physician:  _________________________________________________________
Phone #:  _____________________________________________________________________
Date of last physical exam:  _______________________________________________________
Please list all current medications and dosages:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all therapists you have seen in the past 5 years, diagnosis received, dates you saw them, and contact information:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any substance abuse treatment or inpatient psychiatric treatment you have had, and the dates:  ____________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate which of these substances you currently use (please circle):
Cigarettes		Alcohol		Pills not prescribed to me 		Heroin

Cocaine/Crack		LSD		Methamphetamine		Synthetic drugs (ex: Spice)

Marijuana

Please list all current or past health problems, and any major operations:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate if you are having any of the following problems, or if you had them in the past:
							I have this now	I had this in the past 

Difficulty falling asleep or staying asleep		____________	_________________
Sleeping too much					____________	_________________
Change in appetite weight loss, or weight gain	____________	_________________	
Frequent crying					____________	_________________
Panic attacks or anxiety attacks			____________	_________________
Thoughts of killing or hurting myself			____________	_________________

                                                      			I have this now      	I had this in the past
Attempts to kill or hurt myself			____________	_________________	
Problems concentrating				____________	_________________
Problems remembering things			____________	_________________
Periods of daily sadness lasting more than two weeks___________		_________________
I startle easily						____________	_________________
Can't stop remembering upsetting past events	____________	_________________
Difficulty controlling my temper			____________	_________________
I physically hurt other people				____________	_________________
I break things sometimes				____________	_________________
I worry a lot						____________	_________________
Little or no interest in sex				____________	_________________
I feel tired almost every day				____________	_________________	
Feelings of unreality					____________	_________________
Made myself throw up in order to lose weight	____________	_________________
Used laxatives or exercised excessively to lose weight __________		_________________
I often feel like I am an outsider			____________	_________________
Sexual problems					____________	_________________
Worry that something is wrong with my body	____________	_________________
Frequent arguments with the people I live with	____________	_________________
I hear voices inside my head				____________	_________________
I cause physical injury to myself			____________	_________________	

What brings you to therapy? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are three things you would like to improve by the time you complete therapy?
1. ___________________________________________________________________________
2. ___________________________________________________________________________
3.____________________________________________________________________________	
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