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INITIAL INTAKE FORM-Adult
Name_________________________ DOB________________ Place of Birth _______________________

Address ______________________________________________________________________________
Cell phone _____________________________   Home phone __________________________________
Occupation ________________________  Highest Level of Education ____________________________
Religion _______________________________  Culture/Ethnicity _______________________________
Reason for Seeking Treatment/Evaluation __________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
When did your first notice these issues? ___________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Have you participated in any previous therapy/evaluation? If so, where, when, what was the outcome? _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
What are your expectations of therapy/evaluation? ___________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
How were you referred? Please list name and address _________________________________________
_____________________________________________________________________________________
FAMILY HISTORY
Mother’s Name ______________________________ Age ________     Date of Birth _________________
Mother’s Occupation _________________________ Mother’s highest level of education _____________
Is your mother still living? Yes ____ No ____ If no, date of death _________________________________
Father’s Name ______________________________ Age _______________  Date of Birth ____________
Father’s Occupation _________________________ Father’s highest level of education ______________
Is your father still living? Yes ____ No ____ If no, date of death _________________________________
Were your parents married?  Yes____ No ____ Were your parents divorced?  Yes______ No _________
Are either of your parents remarried? Yes ____ No ____ If yes, who and when ____________________
Briefly describe your relationship with your parents __________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Sibling (include names, ages, level of education and occupation _________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Are any of your siblings married? Have children? Please describe ________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Briefly describe your relationship with your siblings ___________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Does any family member have a history of participating in mental health therapy? Been hospitalized for mental health reasons? Attempted suicide? Use or abuse alcohol or drugs? ________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

DEVELOPMENTAL AND MEDICAL HISTORY
From what you have been told, what do you know about your birth? What was your development like (speaking, walking, social skills) ? __________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Describe any problems you had while you were growing up. ____________________________________
_____________________________________________________________________________________
Did you have any major illnesses? Require hospitalization for medical reasons? Have any operations? __
_____________________________________________________________________________________
Did or do you have any vision or hearing problems? ___________________________________________
Are you taking medication(s) for medical health issues?  Please indicate below.
	Medication Taken
	Condition
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


PSYCHIATRIC HISTORY
Have you been in mental health therapy? If so, when? What was the issue? How long were you in therapy?
_____________________________________________________________________________________
_____________________________________________________________________________________
What are/were the results of treatment? ___________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Were you ever hospitalized for mental health issues? Had any suicide attempts? If so, please provide dates.________________________________________________________________________________
_____________________________________________________________________________________
Are you taking medication(s) for medical health issues?  Please indicate below.
	Medication Taken
	Condition
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


SUBSTANCE ABUSE HISTORY
Do you drink alcohol? How much and how often? _____________________________________________

_____________________________________________________________________________________

Do you smoke cigarettes? How much do you smoke daily? _____________________________________
Do you use legal or illegal drugs? List names and frequency.     __________________________________
_____________________________________________________________________________________
Do you drink coffee or other caffeine drinks? How much and how often? __________________________
_____________________________________________________________________________________
EDUCATIONAL HISTORY
Briefly describe your elementary school year. Did you attend public, private, or parochial school? Include ability to separate from parents when first starting school, academic achievement levels, social relationships and any school related problems. _______________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Describe your middle school year, including academic achievement, social relationships, and any school related problems._______________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Describe your high school years, including academic achievement, social relationships, and any school related problems._______________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Did you attend college or vocational school? If so, describe with the above information. What school did you attend? What was your major? Did you obtain a degree? ___________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

MILITARY HISTORY
Were you in the military? No____ Yes____ If yes, indicate branch of service and years enlisted _____________________________________________________________________________________
_____________________________________________________________________________________
What was your discharge status? __________________________________________________________
EMPLOYMENT HISTORY
What kind of work do you do? _____________________________________________________________
_____________________________________________________________________________________
Where are you employed? How long have you worked there? ___________________________________
_____________________________________________________________________________________
What were your previous jobs? ___________________________________________________________
_____________________________________________________________________________________
SEXUAL/MARITAL HISTORY
How old were you when you physically matured? _____________________________________________
How old were you when you started dating? Started have sexual relationships? _____________________
_____________________________________________________________________________________
Describe your current or most recent relationships____________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Have you ever been married? If so, name/age of spouse and date of marriage______________________
_____________________________________________________________________________________
Are you still married? Yes____ No _____ Separated? Date of separation? __________________________
Divorced? Date of Divorce? _______________________________________________________________
What were the circumstances of your separation/divorce? ______________________________________
_____________________________________________________________________________________
Do you have children? If so, list names and ages _______________________________________________
What are your current living arrangements? List names, ages, and relationship of those you live with 
__________________________________________________________________________________
__________________________________________________________________________________
List favorite leisure time activities ______________________________________________________
__________________________________________________________________________________
How often do you socialize with friends during the week? ___________________________________
___________________________________________________________________________________
For Women: How old were you when you started menstruating? Do you have regular menstrual cycles? Do you have any menstrual problems? Have you noticed any changes in your menstrual cycle? ________
_____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Please feel free to elaborate on any question, or provide additional information below.
Thank you for completing this initial intake form. 




