Confidential intake Questionnaire

Tami Kammer, LCPC #3862, LMFT # 3875 
101 Bullion St. ste 2I,  Hailey, ID 83333
208 578-1333

Welcome.  To help me serve you, please provide the following information.  This information will remain confidential and be used for treatment purposes only.

Name: ___________________________________ Birthdate: ______ Age: _____ SS# __________

Home Address: ___________________ City: ________________State: _____ Zip: _________

Mailing Address: __________________ City: ______________ State: _____ Zip: _________

Phone: _________________________ Cell/Best contact Phone: _____________________  

Email: ___________________________Marital Status: ____________________________________

Emergency Contact: _________________________________________________________________


Siblings/ their ages: ________________________________________________________________________________________________

Children names/ their  ages: ________________________________________________________________________________________________

Employer: ___________________________ Occupation: __________________________________

Work Phone: _____________________ May I contact you at work? YES/ NO

How would you like me to contact you?  May I leave a message?

_______________________________________________________________________________________________

Medical history:


Physician: __________________________________ Phone: ______________________________

Medications: _____________________________________________________________________________

Have you ever been diagnosed with a serious illness? Please describe ________________________________________________________________________________________________


Do you have any medical conditions that may affect your mental health treatment? 

________________________________________________________________________________________________

Please describe your overall health today 


Do you have any specific goals with regard to your treatment? 

________________________________________________________________________________________________

Are you physically active?  Please describe 




Are you experiencing any medical/physical symptoms you attribute to a mental, emotional, or stress related illness? ________


Are you currently or have you ever been in a 12-step program? ____


Do you use tobacco? __________ How much? ________________ how long? ______

Do you consume alcohol? _______ How much? ______________

Do you or have you ever consumed illegal drugs? ____ 

Please describe________________________________________________________________________

Have you ever received mental health treatment? ______________________

Please describe ________________________________________________________________________

Have you ever attempted suicide? _______________________________________________

Are you currently having suicidal thoughts? _____________________________

Have you ever been the victim of a violent crime? _________________________


Responsible Party and Billing Information 


Name: _______________________

Billing Address: _______________________________________________________________________

Relationship to Client:   _____________________________________________________________

I hereby authorize the release of any clinical information necessary to process third party billing and authorize payment directly to my counselor.  I understand my signature is not required on each claim to be processed.




Client Signature: _____________________________________________ Date: _____________

How were you referred to me? _________________________________________________






