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Intake Form
General:








Client Name: _________________________ Date of first appointment: ______________

Address: ________________________________________________________________

Phone:  ________________________________ Email: ___________________________

Please indicate the means by which you prefer to be contacted.  Check all that apply:

Phone: _____
Text: ______ 
Email: _____
Regular Mail: ________ 

Other: _______________________________ Is it OK to leave voice messages? _______

Date of Birth: _________
Age: __________ Gender: __________________________
Who would you prefer me to contact in case of an emergency?

Name: ___________________________ Relationship: __________________________

Phone number: ____________________
 Email: ________________________________
Referred by:  

□ Medical Provider: _______________________________________________________
□ Insurance Provider: ______________________________________________________
□ Website at http://www.leucadiacounseling.com
□ Psychology Today website 

□ Friend/Family: _________________________________________________________
□ Other: ________________________________________________________________

Please take your time in providing the following information. The questions are designed to help me begin to understand you so that our time together can be as productive as possible. All information provided is confidential.  
Have you previously received any type of mental health services? 
□ No
□ Yes
If yes, which of the following: 
□ psychotherapy
 □ medication □ outpatient hospitalizations □ inpatient hospitalization
□ other _________________________________________________________________
Please provide:

Name of provider or facility_________________________________________________
Location: _______________________________________________________________
Dates of treatment: ________________________________________________________
Reason for treatment: ______________________________________________________ 
Are you currently participating in therapy or counseling? _________________________
Are you currently participating in psychiatry treatment? __________________________

Are you currently participating in any other type of treatment? _____________________

Goals of treatment:
What compelled you to seek therapy at this time? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________When did this first start?  Within the last:   

□ 30 days
□ 6-12 months
□ 2 years
□ During adolescence
□ During childhood

What areas of your life have been affected because of this problem? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe your current concerns, issues or problems that you hope to resolve:

________________________________________________________________________________________________________________________________________________________________________________________________________________________Are you currently experiencing overwhelming sadness, grief or depression?   

□ No      □ Yes    
If yes, for approximately how long? __________________________________________   

Are you currently experiencing anxiety, panic attacks or have any phobias?   

□ No      □ Yes       
If yes, when did you begin experiencing this? __________________________________ Please describe your experience:
________________________________________________________________________________________________________________________________________________________________________________________________________________________Please describe any major losses or traumas you have experienced: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
What significant life changes or stressful events have you experienced recently? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________What would you like to accomplish out of your time in therapy? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family History:
Where were you born? _____________________________________________________
Where did you grow up? ___________________________________________________

□ city

□ suburbs

□ country
Were you adopted? Yes ___ No ____ At what age? ____________

If you were adopted, do you have a relationship with your biological mother and/ or father? Yes ___ No ____.  Please describe.

________________________________________________________________________________________________________________________________________________________________________________________________________________________
If you were adopted, what type of relationship do you/ did you have with your adopted parents?
________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you were not adopted, what type of relationship do you/ did you have with your biological parents?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who did you live with growing up? __________________________________________

Mother’s occupation: ______________________________________________________ Father’s occupation: _______________________________________________________
Please list your parents and siblings. Please use additional space on the back if needed.
	Name
	Age
	Relationship
	Where do they now live?
	If deceased, age and cause of death

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Any other family of origin information (step/ adopted siblings/ half siblings, etc):

________________________________________________________________________________________________________________________________________________________________________________________________________________________

In the section below identify if there is a family history of any of the following.  If yes, please indicate the family member’s relationship to you in the space provided (father, grandmother, uncle, etc.).  

	Condition
	Please circle
	List Family Member

	Alcohol/Substance Abuse
	yes/no
	

	Anxiety
	yes/no
	

	Depression
	yes/no
	

	Domestic Violence
	yes/no
	

	Sexual Abuse
	yes/no
	

	Eating Disorders         
	yes/no
	

	Obesity
	yes/no
	

	Obsessive Compulsive Behavior    
	yes/no
	

	Schizophrenia
	yes/no
	

	Suicide Attempts  
	yes/no
	

	Other diagnosed mental health condition? 
	yes/no : which was---
	


Which of the following statements most resonates with you:

· My parents were present during my entire childhood.
· My parents were present during most of my childhood.

· My parents were present during a part of my childhood.

· My parents were not present at all during my childhood.

Please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Which of the following describes your childhood family experience?

· It was an outstanding home environment

· It was a normal home environment

· It was a chaotic home environment

· Prefer not to answer

Please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Relationship Status:  

Are you presently married or involved in a relationship?  Yes _____
No _______

If you answered yes, rate your level of contentment/ happiness/ satisfaction in the relationship on a scale of 1 to 10 (1 indicates a sense of being very or extremely unhappy and 10 indicates a sense of extreme happiness).  ________________

How would you describe your current level of satisfaction with the relationship?  Please explain the rating.  

________________________________________________________________________________________________________________________________________________________________________________________________________________________
On a scale of 1-10, describe your level of commitment to your relationship (1 indicates a sense of not feeling committed and 10 indicates a sense of being very committed). _____

Briefly describe: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you married previously?  ________ If yes, when?  __________________________

Please describe: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any children, their names, and ages:
	Name
	Age
	Name of other parent
	If deceased, age and cause of death

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Source of income:

Employment: ______
Unemployment: ______
Spouse/ Significant other: ________

Social Security: _________
Short-term disability: __________
Other: _______________

Current Employment Status (Please check all that apply):

Working full time: ___
Working Part-time: ___ Retired: ___  On medical leave: ____ Unemployed and looking for work: ____  Not employed for other reasons:____


Full time student: ___ Part-time student: _____ Other: ___________________________

Education Information (What is the highest level of education/ degree you have received):

_______________________________________________________________________

Military History:

Currently on active duty: _______ Served in military: _______ length of time? ________

If you have served in the military, were you ever deployed? _____

If yes, please describe your deployment experience and any incidence or issues that arose for you during or after your deployment:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Legal History:
Have you been ordered by the court to participate in therapy? ______________________

If yes, can you please provide a copy of the court order.

Are you currently involved in any kind of litigation or legal dispute? ________________

If so, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physical Health:
Please list any medications, herbs, or supplements. Be sure to include the condition, as some medications are prescribed for off-label use. Continue on the back if needed, or provide a separate list. 

	Medication/Supplement
	Dosage
	Condition
	Began/Stopped

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Prescribing provider and contact information:

Name: ________________________________ Specialty: _________________________
Facility:  ______________________________ Phone or Email: ____________________
How would you rate your current physical health?  (please circle) 

          Poor         Unsatisfactory         Satisfactory         Good         Very good  

Please list any specific health problems you are currently experiencing: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

How would you rate your current sleeping habits?  (please circle) 
         Poor         Unsatisfactory         Satisfactory         Good         Very good      
If you are having sleeping problems, in which phase of sleep? (please circle) 


Falling asleep 
staying asleep
awakening early

sleep apnea
Please list any other specific sleep problems you are currently experiencing:

________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

How often and what types of exercise to you generally participate in? 
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any difficulties you experience with your appetite or eating patterns: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any change in weight over the past year?    □ No

□ Yes 

Please describe: ________________________________________________________________________________________________________________________________________________
________________________________________________________________________
Are you currently experiencing any chronic pain?   □ No      □ Yes  

If yes, please describe: ________________________________________________________________________________________________________________________________________________________________________________________________________________________Please describe current/ previous use of alcohol, cigarettes, and/or recreational drugs: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Trauma History:

Have you been or are you currently being emotionally, physically or sexually abused? Yes ___
No ___
Prefer not to answer _____

Please describe:

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mental Health/ Risk Assessment:

Please identify if you have experienced any of the following:

· Suicidal thoughts:  ___Past ___Present   ____Reoccurring
· Thoughts of wanting to intentionally harm myself: __Past __Present __Reoccurring

· Thoughts of wanting to intentionally cause harm to someone else: ___Past ___Present   ____Reoccurring

· Post-Traumatic Stress: ___Past ___Present   ____Reoccurring

If you are currently experiencing any thoughts of either harming yourself or someone else, please answer the following questions:

How long have you had these thoughts? _______________________________________

How frequently do you have these thoughts? ________________________________________________________________________________________________________________________________________________

Do you have a plan and the means to carry out either the threat of harm to yourself or to someone else?  Yes __________ No _________ Please explain.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever tried to harm yourself or anyone else in the past?  Yes ___ No ____

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything that would stop, or prevent you from harming yourself or someone else? ________________________________________________________________________________________________________________________________________________________________________________________________________________________Additional Information: 








What do you enjoy about your work (full-time homemaker included)? If retired, what did you enjoy about your work?
________________________________________________________________________________________________________________________________________________________________________________________________________________________What do you find particularly stressful about your current or previous work?  

________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you enjoy doing in your free time? What do you do to relax?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you consider yourself to be spiritual or religious?  □ No     □ Yes  
If yes, describe your faith or belief:  

________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you consider to be some of your strengths?  

________________________________________________________________________________________________________________________________________________________________________________________________________________________What do you consider to be some of your weakness? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Is there anything else you would like me to know?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Thank you for your time filling out this survey.  
Jenifer Finkelstein, M.Ed, NCC, LPCC 44

Jenfinkelstein44@gmail.com
619.787.9425
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