
CLIENT INFORMATION

INTAKE QUESTIONNAIRE
For Confidential Use Only 

Name  ___________________________________________________________Today’s Date ____________________

Address _________________________________________________________________________________________

Street name and number City, State, Zip Code 

E-Mail Address _______________________________________________________________________________
Home Phone ______________________Work Phone _______________________Cell Phone____________________

Leave Message? Yes No Leave Message? Yes No Leave Message? Yes No

If Client Is a Minor: Name/Address/Phone of custodial parent, if different from name above:

Emergency Contact_______________________________________________________________________________

Name and phone number

CURRENT COUPLE STATUS 


RELIGIOUS PREFERENCE



Single: ________




(  ) Christian 



 

Engaged, Date(s):  ___________ 




 

Married, Date(s):  ___________ 


(  ) Other Protestant 


 

Prev. Marr.(s) #________
 


(  ) Roman Catholic 


 
Partnered ___________ 


              (  ) Jewish 




Separated, Date(s): ___________ 


(  ) Muslim 





Divorced, Date(s): ___________ 


(  ) Buddhist 



 

Widowed, Date(s)___________ 


(  ) Not Affiliated

Other_______________________ 

Name of church or place of worship: ________________________________________________________________

􀂅 Check if spirituality is important for you to have addressed or included in your therapy.

Education Completed: ____________________________________________________________________________

Have you had previous counseling/therapy? Yes/ No

If yes, when? _____________________                                  Name of Therapist(s) ____________________________

Reason/issue?

_______________________________________________________________________________________________

Work Experience/School Information
Occupation Employer/School  __________________________________________

How many hours and where do you


work? ________________________________________________________________

attend school? _________________________________________________________

If you are a student, what year are you? ________________________________________

What is the nature of your employment? ___________________________________________

How long have you been employed at your current job? ______________________________

Level of Satisfaction:             High                 Low                   In Between

If married, list occupation of spouse: ______________________________________________

Place of Employment? _________________________________________________________

Title________________________________ Dates__________________________________

Level of Satisfaction:             High                 Low                   In Between

Family Background

a.  Date of Birth:____________________  Are you adopted?________

b.  Siblings:  Number of Brothers:______ Number of Sisters:______

c.  Father:  Occupation___________________ Health________________________________

Give your father’s current age (or age at death):_______


Illness (cause of death)______________________ Your age at occurrence__________

d.  Mother:  Occupation__________________ Health_________________________________


Give your mother’s current age (or age at death):_______

Illness (cause of death)______________________ Your age at occurrence__________

e.  Children:  Names/ages______________________________________________________


Who lives with you?____________________________________________________

g.  Are your parents:       divorced         never married         still married              widowed

Answering the following questions will help the therapist get to know you and prepare for our work together.  Thank you for taking the time to complete this questionnaire.  

What goals do you hope to achieve as a result of participating in therapy?

________________________________________________________________________________________________________________________________________________________________________

How have you tried so far to help yourself? ___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

Current Problems/Concerns
State in your own words the nature of your main problem(s). ___________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

On the scale below, please circle the severity of your problem(s):
Mildly Upsetting          Moderately Upsetting          Severe          Extremely Severe          Totally Incapacitating

When did your problem(s) begin (give dates) and how have they evolved?

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Please describe significant events occurring at the time, or since then, which may relate to the development or maintenance of your problems.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Please indicate your major life stressors (circle all that apply):

· Serious Illness or Injury

· Major Illness in Family

· Death of family member or close friend

· Job change

· Divorce/Separation

· Chaos within family life

· Other Life Changes and/or stressors:

___________________________________________________________________________

___________________________________________________________________________

Please describe what you would like to be different in your life when you are done with treatment. ___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

How important is it for you to resolve these issues?

Not Important 1-------2-------3-------4-------5-------6-------7-------8-------9-------10 Very Important

Who would you consider the supportive people in your life? ____________________________

___________________________________________________________________________

Medical Information

Physician’s Name ___________________________________________________________
Phone ___________________________
Date of last exam  ___________________________
Physician’s Address _________________________________________________________

It is my practice to coordinate care with one’s physician when this would be helpful. If you agree that I may contact your physician, please check here: 􀂅 (Please sign a release of information form for this purpose.)
How would you characterize your overall health? (circle)  Poor      Fair      Good      Excellent

List any surgeries or illnesses you have had the past five years: (Continue below if needed.)

List any medications with the amount you are currently taking, or have taken in the past year:

Dates Taken
Prescribing Clinician
What Medication?
For What?
Results

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you experienced any recent changes in (circle all that apply):

Sleep        Nightmares        Sexual Desire        Eating Appetite        Amount of Exercise        Energy        Weight

Substance Habits

Do you currently use:
alcohol

yes
no
Frequency _____________




cigarettes
yes
no
Frequency _____________





illegal drugs 
yes
no
Frequency _____________

Are you concerned about your relationship with substances? ________________

Abuse Assessment
I realize this may be difficult to acknowledge upfront, but if you wish, please indicate by circling any type of abuse you have experienced.

Physical
Emotional
Verbal
    Sexual
Neglect

Thank you for completing this Questionnaire.  I look forward to our work together. 
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