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Biographical Patient Information Intake Form
Please fill out this biographical background form as completely as possible.  It will help me in our work together.  Information is confidential as outlined in the Office Policy form and the HIPAA Notice of Privacy Practices. If you do not desire to answer any question, merely write, "Do not care to answer."  If the question does not apply to you, write “N/A.” Use additional pages if more room is necessary. Please print or write clearly and bring it with you to the first session. 
NAME: ____________________________________GENDER:_______________ DATE : ___________

DATE OF BIRTH/PLACE:   _________________________________AGE:  _______

ADDRESS:     _______________________________________________________     

TELEPHONE: H: __________ Cell: ___________ W/Off: __________ FAX: ___________

FOR ROUTINE MESSAGES:  Phone #____________________ E-mail: ________________

FOR CONFIDENTIAL/PRIVATE MESSAGES: Phone #_________________ E-mail: _______________
HIGHEST GRADE/DEGREE: ___________ TYPE OF DEGREE:  _______________

PERSON & PHONE NUMBER TO CALL IN EMERGENCY: ________________________

REFERRAL SOURCE: ________________________________________________

OCCUPATION (former. if retired):  ______________________________________

PRESENTING PROBLEM (be as specific as you can:  when did it start, how does it affect you, etc.): ________________________________________________________________________________

________________________________________________________________________________
________________________________________________________________________________
Estimate the severity of above problem: Mild-Moderate-Severe-Very severe

CURRENT: Relationship status: _______ Live with someone: ______ Name: ________Years: ____
PAST & PRESENT RELATIONSHIP(S) (years together, names & statement about the nature of the relationship/s, i.e., friendly, distant, physically/emotionally abusive, loving, hostile): __________________________________________________________________________________________________________________________________________________________________________________________________________________
PRESENT SPOUSE/PARTNER:  Education: _______Occupation: _______________
CHILDREN/STEP/GRAND (names/ages & brief statement on your relationship with the person) 

1.______________________________________________________________

2.______________________________________________________________

3.______________________________________________________________

4.______________________________________________________________

5.______________________________________________________________

PARENTS/STEP-PARENT (Name/age or year of death/cause of death, occupation, personality, 
how did s/he treat you, brief statement about the relationship): 

Father:__________________________________________________________________________________________________________________________________________________________
Mother:__________________________________________________________________________________________________________________________________________________________
Step-parents_____________________________________________________________________

________________________________________________________________________________
Primary Caregivers (if other than biological parents and/or step-parents): _____________________

________________________________________________________________________________
SIBLINGS (name/age, if dead: age and cause of death & brief statement about the relationship): 

1.____________________________________________________________
2.____________________________________________________________
3.____________________________________________________________
4.____________________________________________________________
5.____________________________________________________________

MEDICAL DOCTOR/S (name /phone):  ____________________________________________________
PAST/PRESENT MEDICAL CARE (major medical problems, surgeries, accidents, falls, illness): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SPECIFY MEDICATION you are presently taking and for what. PRINT clearly:  ____________________________________________________________________________________
____________________________________________________________________________________
PAST/PRESENT DRUG/ALCOHOL USE/ABUSE (AA, NA, treatments):  

____________________________________________________________________________________
____________________________________________________________________________________
SUICIDE ATTEMPT/S or VIOLENT BEHAVIOR (describe: ages, reasons, circumstances, how, etc) 

___________________________________________________________________________________
___________________________________________________________________________________
FAMILY MEDICAL HISTORY (Describe any illness that runs in the family: cancer, epilepsy, etc): ___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
FRIENDSHIPS, COMMUNITY, & SPIRITUALITY (Describe quality, frequency, activities, etc.):

____________________________________________________________________________________
____________________________________________________________________________________
PAST/PRESENT PSYCHOTHERAPY (specify: month year/s (beginning—end), estimated no. of sessions, name, degree, phone & address,  initial reason for therapy, Ind/Couple/Family, medication, brief description of the relationship and how helpful it was, and how/why it ended):

1. __________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
2. __________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
3. USE OTHER SIDE OF THE PAGE FOR MORE INFORMATION ABOUT PSYCHOTHERAPISTS

DESCRIBE YOUR CHILDHOOD IN GENERAL (Relationships with parents, siblings, others, school, neighborhood, relocations, any school/behavioral/problems, abusive/alcoholic parent):  

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IF PARENTS DIVORCED:  Your age at the time: ______, Describe how it affected you at the time ___________________________________________________________________________________
___________________________________________________________________________________
FAMILY HISTORY OF ALCOHOL/SUBSTANCE ABUSE, MENTAL ILLNESS, OR VIOLENCE (including suicide, depression, hospitalizations in mental institutions, abuse, etc.):  

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ARE YOU INVOLVED IN ANY CURRENT OR PENDING CIVIL OR CRIMINAL LITIGATION/S, LAWSUIT/S OR DIVORCE OR CUSTODY DISPUTE/S? (if you answer Yes, please explain): 
____________________________________________________________________________________
______________________________________________________________________

WHAT GIVES YOU THE MOST JOY OR PLEASURE IN YOUR LIFE? ____________________________________________________________________________________
____________________________________________________________________________________
WHAT ARE YOUR MAIN STRESSORS? 
________________________________________________________________________________________________________________________________________________________________________
WHAT ARE YOUR MOST IMPORTANT HOPES OR DREAMS?
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Please include any additional information you would like me to know about you and your situation.
WHO IS FINANCIALLY RESPONSIBLE FOR THIS ACCOUNT?

WHO IS THE INSURED?
NAME: ___________________________________________________________ 
RELATIONSHIP TO PATIENT: ______________________________________________ 
BIRTHDATE: ___________________SOC. SEC.#_________________________________________
ADDRESS:__________________________________________________________________________
CITY, STATE, ZIP:____________________________________________________________________
INSURANCE CO. NAME AND POLICY #:__________________________________________________________________________________
INSURANCE CO. PHONE # FOR MENTAL HEALTH: ___________________________________________________________________________________
EMPLOYER: ___________________________________________________________________________ 
OCCUPATION: ________________________________________ 
WORK #____________________________________ HOME #________________________________ 
CELL #________________________________ 
EMAIL: _____________________________________________________________________________
Authorization and Release: 

I authorize the release of necessary information to third party payers/insurance companies and/or other health practitioners. 

I am informed of HIPAA guidelines and regulations related to confidentiality of medical records. 

I agree to be responsible for payment of all services rendered on my behalf or for my dependents. 

I agree to notify your office more than 24 business hours in advance if I need to reschedule or cancel an appointment. 

X__________________________________________________________________________________ 

Signature and Printed Name of Responsible Party Date 
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