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Adolescent Intake Form
 	
This form will be kept confidential, and the only person that will see it is your Counselor.


NAME____________________________________________ DATE ____________ BIRTHDATE ___________________________

AGE__________ GRADE______	_____	  CELL PHONE NUMBER _________________________________________

HAVE YOU EVER BEEN IN COUNSELING BEFORE? IF YES, WHEN & WHERE? __________________________________________________________________________________________________________________

WAS IT A GOOD OR BAD, EXPERIENCE? ____________________________________________________________________

DO YOU HAVE ANY SPIRITUAL OR RELIGIOUS BELIEFS? IF YES, PLEASE DESCRIBE. __________________________________________________________________________________________________________________

WOULD YOU LIKE YOUR SPIRITUAL/RELIGIOUS BELIEGS INCORPORATED INTO COUNSELING? YES OR NO? ____________________________________________________________________________________________________

ARE YOU CURRENTLY EXPERIENCING ANY SUICIDAL THOUGHTS? YES/NO

HAVE YOU EXPERIENCED THEM IN THE PAST? YES/NO 

HAVE YOU EVER ATTEMPTED SUICIDE? YES/NO

IF SO, WHEN? _________________________________________________________________________________________________

CURRENT STATUS (Circle all that apply) 
	Sad moods
	Binge Eating
	Sexual Problems
	Cutting/Self Harm

	Nervousness
	Eating Disorder
	Suicidal Thoughts
	Past Suicidal Attempt

	Hard time sleeping
	Recent Death/Loss
	Social Anxiety
	Anger/Irritated Mood

	Difficulty Concentrating
	Racing Thoughts
	Hopelessness
	Recent Breakup

	Anxiety	/Panic Attacks
	Impulsive Behavior
	Stress
	Bad dreams

	Pornography
	Unwanted Thoughts
	Guilt
	Shame








HAVE YOU EVER HAD ANY OF THESE THINGS HAPPEN TO YOU? (Circle all that apply)

	Sexual Abuse
	Parent’s Divorce/Separated
	Pregnancy

	Physical Abuse
	Sexual Assault
	Abortion

	Emotional Abuse
	Someone you Love Died
	Major Sickness

	Bullying
	Problems in School
	Any Other Trauma



PLEASE LIST EVERYONE WHO IS LIVING IN YOUR HOME _______________________________________________

__________________________________________________________________________________________________________________

WHO DO YOU GET ALONG WITH THE BEST? ______________________________________________________________

WHO IS THE MOST DIFFICULT TO GET ALONG WITH?____________________________________________________

WHAT IS THE MOST DIFFICULT THING IN YOUR LIFE RIGHT NOW? ____________________________________

__________________________________________________________________________________________________________________

DESCRIBE YOUR RELATIONSHIP WITH:

MOM ___________________________________________________________________________________________________________

DAD ____________________________________________________________________________________________________________

STEP MOM _____________________________________________________________________________________________________

STEP DAD ______________________________________________________________________________________________________

SIBLINGS _______________________________________________________________________________________________________

WHAT IS IT LIKE TO LIVE IN YOUR FAMILY? ______________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

PLEASE DESCRIBE WHY YOU ARE COMING TO COUNSELING ____________________________________________

__________________________________________________________________________________________________________________

WHAT DO YOU HOPE TO GAIN OR CHANGE BY COMING FOR COUNSELING? ___________________________

__________________________________________________________________________________________________________________

Reveille Counseling
Adolescent Intake Form (Parent/Guardian)


GUARDIAN'S NAME 						_____ DATE_______________________________

CHILD'S NAME________________________________________________________________ CHILD’S AGE_________________

ADDRESS _______________________________________________________________________________________________________

HOME PHONE  _____________________________________ CELL PHONE ___________________________________________

WHERE MAY WE CONTACT YOU, IF NECESSARY? 					

REFERRED BY  										

WHAT BRINGS YOU HERE TODAY?  							

												

												

HAS YOUR CHILD HAD PREVIOUS COUNSELING/PSYCHIATRIC TREATMENT? WHAT FOR? WHEN? 

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

DOES YOUR CHILD YOU HAVE ANY HEALTH CONCERNS? (Please Describe) ___________________________

__________________________________________________________________________________________________________________

IS HE/SHE CURRENTLY TAKING ANY MEDICATIONS? ____________________________________________________

NAME OF MEDICATION (S) __________________________________________________________________________________

PRESCRIBED FOR: ____________________________________________________________________________________________

HAS YOUR CHILD EXPERIENCED ANY OF THE FOLLOWING? (Please circle)
	Eating Disorder
	Sexual Abuse
	Physical Abuse
	Anxiety


	Anxiety
	Self-Injurious Behavior
	Difficulty Making Friends
	Difficulties in School

	Witnessed Domestic Violence
	Suicidal Attempts/Thoughts
	Incarceration of Loved One
	Parent’s Divorce/Separation

	Adoption
	Depression

	Foster Care
	Other- Explain: ____________________ _______________________________________



PLEASE LIST EVERYONE WHO IS LIVING IN YOUR HOME ________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

WHAT DO YOU LIKE MOST ABOUT YOUR CHILD? _________________________________________________________

__________________________________________________________________________________________________________________

WHAT DO YOU FIND MOST CHALLENGING? _______________________________________________________________

__________________________________________________________________________________________________________________

HAVE ANY FAMILY MEMBERS EXPERIENCED ALCOHOLISM OR DRUG ABUSE?

__________________________________________________________________________________________________________________

PLEASE DESCRIBE ANY TRAUMAS YOUR CHILD HAS EXPERIENCED____________________________________

__________________________________________________________________________________________________________________

WHAT AREAS OF HIS/HER LIFE DO YOU MOST WANT TO ADDRESS?___________________________________

__________________________________________________________________________________________________________________

WHAT DO YOU HOPE TO GAIN OR CHANGE BY BRINGING YOUR CHILD TO COUNSELING? ___________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________











                                         Reveille Counseling
Client's Consent for Treatment

Thank you for choosing Reveille Counseling for your counseling needs. We are committed to giving you the best care possible. To acquaint you further with the procedures and policies of our agency, we are providing the following information:

Appointments: 
	If you need to cancel an appointment, a minimum of 24 hours notice is required. There will be a full charge if appointment is cancelled less than 24 hours before appointment time. If you do not call and do not show up for your appointment, the full charge will apply. In the evenings and on weekends, you may leave a message with our answering service.  The courtesy call/text that you receive to remind you of your visit is usually made within 24 hours of your appointment. It is your responsibility to know when your appointment is scheduled. Less than 24 hours’ notice does not allow Reveille Counseling sufficient time to offer that session to another client in need.  We also ask that you be punctual. If you are late for any reason, you will receive the remainder of your scheduled time. This is necessary so that we can see the remaining clients at their scheduled times. 

Emergencies: 
	In the case of a life-threatening emergency, please call 911. To leave a message for your counselor, please call our office at (407)333-0404 where your counselor will call you back as soon as possible. 

Financial Responsibility: 
	You are financially responsible for all services rendered. Full payment is expected at the time of service, unless other contractual arrangements apply. Please make checks payable to Reveille Counseling.  We also accept credit card payments with VISA and MasterCard. There will be a $25.00 fee for checks that are returned as non-sufficient funds or non-payable. You will receive an invoice from our office letting you know the total amount due. If you have questions regarding your account, please contact our office at (407)333-0404. All correspondence will be sent to the address on your Reveille Counseling Intake Form. If this presents a problem for you, please contact our office for another address to keep on file. 

Confidentiality: 
	Your client records are the property of Reveille Counseling and shall be treated as confidential. To ensure quality record maintenance and client confidentiality, Reveille Counseling will conduct routine client record audits. To comply with state and federal laws regarding client confidentiality, your records will not be released without proper written consent from you. Everything about your care will be held in strictest confidence (with the exception of situations which we are required by law to report, such as suspected or reported child abuse, elder abuse, homicidal or suicidal threat). If you choose to have your Reveille Counseling provider keep a third party informed of your progress in counseling, it will be necessary to complete a separate “Release of Information” form that will be kept on file. 

I CONSENT TO participate in mental health treatment with Reveille Counseling. I have clarified any questions that I may have with my therapist or staff and I understand and agree to abide by the policies and procedures outlined above.  I understand that my participation is purely voluntary and that I may withdraw whenever I wish.

_________________________________________________________________   		__________
Client/Guardian Signature					    		Date
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