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CLIENT INTAKE QUESTIONNAIRE

Please fill in the information below and bring it with you for your first session. 
Information provided on this form is protected as confidential information. 

DATE:______________ 

PATIENT NAME AND IDENTIFYING INFORMATION: 

Last Name __________________________ First Name __________________ Middle Initial ______
Date of Birth ______/_______/_______________ Age ______________ Gender: Male _______ Female _____
Address:_____________________________________________________________________________________
Home Phone_________________________________ May we leave a message? Yes_____ No_____
Cell/Work/Other____________________________  May we leave a message? Yes_____ No ____
Email Address:__________________________________________ May we leave a message? Yes___ No__
*Please note: Email correspondence is not considered to be a confidential medium of communication.

Referred By (If Any)__________________________________________________________________________

Current Marital Status: Single _____ Engaged _____ Married _____ Domestic Partnership _____Separated _____ Divorced _____ Widowed _____ 
Spouse’s Name: ___________________________________________ Age _____________ Years Married ____
Names of Children and/or Step Children and ages: _____________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________________________ 
Presently living with: Parents _______ Spouse _______ Roommate _______ Alone ________ Other:_______________________________________________________________________________________ 

OCCUPATIONAL /EDUCATIONAL INFORMATION: 

Occupation: _________________________________ Employer: _______________________________________ How long? ___________________________________________________________________________________
If Currently a Student: What school? ________________________________ Field of Study? _______________________ 
Part time: _____ Full Time ______ Circle last year of school completed: 9 10 11 12 GED College: 1 2 3 4 
Other:_______________________________________________________________________________________
Military Service (including branch of service and dates): _____________________________________________________________________________________________ 



GENERAL AND MENTAL HEALTH HISTORY:

Have you previously received any type of mental health services (psychotherapy, psychiatric services, etc.)? No____ Yes____, previous therapist/practitioner_____________________________________________

Are you currently taking any prescription medication? Yes____ No____ If so, please list __________________________________________________________________________________________________________________________________________________________________________________________
Have you ever been prescribed prescription medication? Yes____ No____ If so, please list and provide dates:________________________________________________________________________________________

How would you rate your current health? Excellent ______ Good ______ Fair ______ Poor ______
Date of last physical exam: _____________________ Physician:____________________________________ 
Are you currently experiencing any physical problems? (e.g. headaches, body aches, stomach problems): 
Yes _____ No _____ if yes, please explain: ____________________________________________________________________________________________ 
____________________________________________________________________________________________
Describe any physical problem you or a member in your household have which require medical or physical care: ________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
REASONS FOR SEEKING HELP: (use the back of this page if needed) 

What concerns have led you to pursue counseling?__________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Where is this impacting you the most? Check all that apply: Home ____ Work ____ Marriage____ God_____ Other_____ 
When did this begin to be a problem for you? ______________________________________________________________ 
Please rate the severity of your present concerns: Mild __________ Moderate__________ Severe _________ 
What do you hope to gain from counseling?______________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________________________ 
If other people are involved in your present problem, who are they and how could they help improve the situation? 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Behavior – circle any of the following behaviors that apply to you: 
	Overeat
	Suicidal attempts
	Can’t keep a job
	Take drugs
	Compulsions

	Insomnia
	Vomiting
	Smoke
	Take too many risks
	Odd behavior

	Withdrawal
	Lack of motivation
	Drink too much
	Nervous tics
	Eating problems

	Work too hard
	Procrastination
	Sleep disturbance
	Crying
	Impulsive reactions

	Phobic avoidance
	Outbursts of temper
	Loss of control
	Aggressive behavior
	Concentration difficulties



Are there any specific behaviors, actions, habits that you would like to change? 


Feelings – circle any of the following feelings that apply to you: 
	Angry
	Guilty
	Unhappy
	Annoyed
	Happy
	Bored
	Sad

	Conflicted
	Restless
	Depressed
	Regretful
	Lonely
	Anxious
	Hopeless

	Contented
	Fearful
	Hopeful
	Excited
	Panicky
	Helpless
	Optimistic

	Energetic
	Relaxed
	Tense
	Envious
	Jealous
	Others:
	


Physical – circle any of the following symptoms that apply to you: 
	Headaches
	Stomach trouble
	Skin problems
	Dizziness
	Tics

	Dry mouth
	Palpitations
	Fatigue
	Burning or itchy skin
	Muscle spasms

	Twitches
	Chest pains
	Tension
	Back pain
	Rapid heart beat

	Sexual disturbances
	Tremors
	Unable to relax
	Fainting spells
	Blackouts

	Bowel disturbances
	Hear things
	Excessive sweating
	Tingling
	Watery eyes

	Visual disturbances
	Numbness
	Flushes
	Hearing problems
	Don’t like being touched


 
Do you consider yourself to be spiritual or religious? Yes_____ No____ 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 weaknesses?_____________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________

What would you like to accomplish out of your time in therapy? ____________________________________
__________________________________________________________________________________________________________________________________________________________________________________________





FAMILY HISTORY:

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

					Please Check		List Family Member					
Alcohol/Substance Abuse 		___Yes ___No 		________________________________
Anxiety					___Yes ___No		________________________________
Depression				___Yes ___No		________________________________
Domestic Violence			___Yes ___No		________________________________
Eating Disorders			___Yes ___No		________________________________
Obesity					___Yes ___No		________________________________
Obsessive Compulsive Behavior		___Yes ___No		________________________________
Schizophrenia				___Yes ___No		________________________________
Suicide Attempts			___Yes ___No		________________________________







































[bookmark: _GoBack]PATIENT RIGHTS AND HIPAA AUTHORIZATIONS
The following specifies your rights about this authorization under the Health Insurance Portability and Accountability Act of 1996, as amended from time to time (“HIPPAA”).
 1. Tell your mental professional if you don’t understand this authorization, and they will explain it to you. 
2. You have the right to revoke or cancel this authorization at any time, except: (a) to the extent information has already been shared based on this authorization; or (b) this authorization was obtained as a condition of obtaining insurance coverage. To revoke or cancel this authorization, you must submit your request in writing to your mental health professional and your insurance company, if applicable.
 3. You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain treatment, make payment, or affect your eligibility for benefits. If you refuse to sign this authorization, and you are in a research-related treatment program, or have authorized your provider to disclose information about you to a third party, your provider has the right to decide not to treat you or accept you as a client in their practice. 
4. Once the information about you leaves this office according to the terms of this authorization, this office has no control over how it will be used by the recipient. You need to be aware that at that point your information may no longer be protected by HIPAA. 
5. If this office initiated this authorization, you must receive a copy of the signed authorization. 
6. Special instructions for completing this authorization for the use and disclosure of psychotherapy notes.  HIPAA provides special protections to certain medical records known as “Psychotherapy Notes.” All Psychotherapy Notes recorded on any medium (i.e. paper, electronic) by a mental health professional (such as psychologist or psychiatrist) must be kept by the author and filed separate from the rest of the client’s medical records to maintain a higher standard of protection. “Psychotherapy Notes” are defined under HIPAA as notes recorded by a health care provider session or a group, joint, or family counseling session and that are separate from the rest of the individual’s medical records. Excluded from the “Psychotherapy Notes” definition are the following: (a) medication prescription and monitoring, (b) counseling session start and stop times, (c) the modalities and frequencies of treatment furnished, (d) the results of clinical tests, and (e) any summary of: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date.
 In order for a medical provider to release “Psychotherapy Notes” to a third party, the client who is the subject of the Psychotherapy Notes must sign this authorization to specifically allow for the release of Psychotherapy Notes. Such authorization must be separate from an authorization to release other medical records. 
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