INTAKE QUESTIONNAIRE

Please complete this intake questionnaire and bring it with you to your first session. The information you provide here is protected as confidential information.

Name: _____________________________


Date of Birth: ____________









Age: ___________









Gender: __________

Address: ___________________________


Telephone no.: ___________


   ___________________________


Cell phone: _____________


   ___________________________

Name of parent/guardian: __________________________

Referred by: ___________________________

Marital status: ___________________________

List any children and their ages: _____________________________________________





    ______________________________________________

Employment status: ______________________________

Education level: _______________________________

Do you have any medical problems?  If so, please indicate: ________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Have you previously received any type of mental health services?  If so, please indicate with whom and when: _____________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Are you currently taking any prescription medication?  If so, please list: _____________

________________________________________________________________________

________________________________________________________________________

Have you ever taken any prescription psychiatric medication?  If so, please indicate what and when: _______________________________________________________________

________________________________________________________________________

________________________________________________________________________

Is there any history of mental illness in your family?  Please explain: ________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Do you have trouble sleeping?  If so, describe: __________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Are you experiencing loss of appetite or any problematic pattern of eating?  If so, please describe: ________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

On a scale of 1 – 10, with 1 being the least and 10 being the most, please rate your current level of depression: _________

On a scale of 1 – 10, with 1 being the least and 10 being the most, please rate your current level of anxiety: __________

Do you drink alcohol more than once a week?  ¤ Yes       ¤ No

Do you use recreational drugs?  If so, how often? _________________________

If you are currently in a romantic relationship, how would you rate it on a scale of 1 – 10, with 1 being the least satisfactory and 10 being the most satisfactory? _________

Please describe what brings you into therapy at this time: _________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
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