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Patient Information/Intake form

Name: _______________________________________________________ Today’s Date: ____________
Address: _____________________________________________________________________________
Phone:
Home: ____________________ Work: __________________ Cell: ______________________ 
  Text:      Yes        No       Email Address: _______________________________________________
Which/where would you like me to leave you messages at/on? ____________________________
Birthdate: _____________          Married          Partnered          Divorced           Single              Widowed
Family Information:
Spouse/Partner: _________________________________________ Birthdate: _______________
Children: Names, Ages, living at home, adopted/Birth/Stepchild(ren).  If adopted, how old was the child when s/he was adopted? International adoption? Relative Adoption? ____________________________
_____________________________________________________________________________________

_____________________________________________________________________________________
Who referred you to me? _________________________________________Contact info: ___________

In your own words, what would you like to gain from counseling? _______________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Have you had counseling before, and if yes, for what, and what the outcome? _____________________
_____________________________________________________________________________________
_____________________________________________________________________________________
What do you see as your top three strengths? What would others that know you well name as your strengths? ____________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
What do you see as your top three challenges?  ? What would others that know you well name as your challenges? ___________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Have you experienced any traumas in your life, either as an adult or as a child?  Please briefly explain: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Losses, either as a child or as an adult? ____________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Is there anything else that you would like me to know?  Is there anything else that others in your immediate circle would like me to know? ___________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Are you currently being seen by a Physician?        Yes         No    
Physician’s Name: ____________________________________Contact information: ________________
Will you sign a Release of Information so that I can communicate with your physician?      Yes          No
Are you currently being treated for a medical condition(s)? Have you been treated in the past for any medical condition other than the usual and somewhat expected condition(s) such as colds, flu, etc.? _____________________________________________________________________________________
_____________________________________________________________________________________
Medications___________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Do you /anyone else have any concerns regarding your alcohol/marijuana/ other drug use?     Yes        No  If yes, who are they and what is their relationship to you?_____________________________________
_____________________________________________________________________________________
Any Drug /alcohol addictions in your family?      Yes        No    Do you live with an addiction?  Drug of Choice is _____________________ Have you ever been in treatment for Drugs/Alcohol?     Yes       No                                             If yes, where at/date: ___________________.  Are you currently in recovery?         Yes        No  If you are currently in recovery, how long have you been celebrating your sobriety? ______years _________mos. What helped you to decide on seeking recovery? Why? _______________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
What do you do for fun?  What are your other talents, hobbies? ________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
What do you do/How do you practice self-care? _____________________________________________
_____________________________________________________________________________________


Optional:  If you or anyone who cares about you were to write a book about your life, what would the title be and why? Who would be your co-author and why?  ____________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

By signing below I am acknowledging that I have read and answered this paperwork myself in entirety, and all of my questions have been thoroughly explained to me by the therapist.  I also understand that a copy of this paperwork can and will be provided to me upon my request. 
Client’s Name: _________________________________________________________   Date: _________
Guardian’s Signature: ____________________________________________________
Witness: ___________________________________________  Role: therapist    Date: _______________
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