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www.lighthousecc.online
Phone: 845 489-8136
9 Sharon Rd. Lakeville, CT. 06069

Client Intake Information Sheet
 Please provide the following information and answer the questions below. Please note:  Information you provide here is protected as confidential. Print and fill out this form and bring it to your first session or email to jason@lighthousecc.online. If there are questions you’d rather discuss with your therapist, please leave it blank. Please feel free to print forms double sided. Thank you.

 Client’s Full name: _________________________________________________    Date: _____________ 

Full Address: __________________________________________________________________________

Mailing Address if Different: ______________________________________________________________

[bookmark: _GoBack]Home Phone:      (____)-_____________________       May I leave a message?  □Yes   □No   

Cell/Other Phone:  (____)-___________________        May I leave a message?  □Yes   □No  

 E-mail: _____________________________________________       May I email you?  □Yes   □No   *Please note: Email correspondence is not considered to be a confidential medium of communication.   


Birth date: _______/_______/_______    Age: __________   Gender _____________________ 
If client is a minor, parent / guardian information for who will be responsible. Please include full name, address, phone number, and email. ________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

 Referred by / Heard about us: ____________________________________________________________

Highest Level of Education: ______________________________________________________________

Career goals / dreams: __________________________________________________________________
Do you have a valid driver’s license? ________________________________ 
Are you currently employed?     □ No     □ Yes    If yes, what is your current employment situation?   
Employer:_____________________________________________________________________________ Position: _____________________________________________ For how long?____________________ 
 Do you enjoy your work? ____________________
 Is there anything stressful about your current work?     ___________    If so, can you give a brief explanation? __________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 Do you consider yourself to be spiritual or religious?    □ No     □ Yes
  If so, would you share your religious or spiritual connections or beliefs? __________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What would you consider your cultural background to be? _____________________________________

Was this a strong presence in your early life? If so, where or with whom? _________________________
_____________________________________________________________________________________
Do you strongly identify with this culture? __________________________________________________

What is your ethnicity? __________________________________________________________________

How do you feel about this? ______________________________________________________________
Is there anything you would like us to know about your personal feelings in regard to your culture, ethnicity, or experiences surrounding these that you think might help us provide you with better services?_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently in a romantic relationship?  (   ) no    (   ) yes
How do you feel about that?______________________________________________________________
If yes, how long have you been in this relationship? ___________________________________________
On a scale of 1-10 (10 being the highest), where would you rate your current relationship? ___________
Marital/relationship status: □  Never Married    □ Domestic Partnership     □ Married     □ Separated         □ Divorced     □ Widowed    □ Other (Please Describe)__________________________________________ Spouse/Significant other’s name(s) age, and  gender: _________________________________________ _____________________________________________________________________________________Names and ages of all children in the home:_________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Names and ages of all children not in the home: ______________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Names and ages of all other adults in the home: _____________________________________________
__________________________________________________________________________________________________________________________________________________________________________




Who do you want us to contact in case of emergency? Name: __________________________________

  Phone (____)-_______________________     Relationship ____________________________________ 

We would like to explain that it is improper if one of our employees acknowledge a client if they see them in public. This concern can make a client feel nervous anticipating this event in such a small community, or they might misunderstand and feel ignored if they aren’t informed beforehand. It is up to the client how they would prefer to handle this situation, and this can always be changed at their request. This ethical consideration is in place only to protect your confidentiality. Please feel free to let us know how you would like this situation handled. This can be changed at any point verbally, and you can choose to retain your confidentiality, choose to acknowledge one another (the details of our relationship are obviously confidential), or you can choose to wait for now, which is understandable. In this case, we would continue to practice our policy of anonymity. Our intention with this was to inform you of ethical considerations outside of the therapeutic relationship and reassure you that we are bound to protect your identity and privacy.

If I encounter an employee of Lighthouse Counseling Center, PLLC. in the community, I wish to:
____ Not acknowledge one another _____ Acknowledge one another     _____ I’ll wait to decide

Print Name: _________________________  Signature: __________________________  Date: _________
 If signee is parent or guardian, please explain relationship to client: _____________________________
Medical and Health History

 Name: ____________________________________________________ Date: _____________________

 All Allergies: _______________________________________________________________ None______ 

Primary Care Physician: _______________________________ Phone number: (____) _______________ 

Address: ___________________________________________ City:_________________ State:_______   

Date of your most recent physical examination: _________________________   

1.  Are you currently taking any prescription medication?         □ No             □  Yes

 If yes, please list all current medications and dosages: (Please attach another sheet if needed).

	Name of Medication
	Dosage
	Prescribing Doctor
	For How Long?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



    2.  How would you rate your current physical health?  (please circle)           
  Poor         Unsatisfactory         Satisfactory         Good         Very good   

 Please list all current or past health issues and any surgeries:

Current______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 Past________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Surgeries / Dates: ______________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________              
 
3. How would you rate your current sleeping habits?  (please circle)           
  Poor         Unsatisfactory         Satisfactory         Good         Very good   
  Please list any specific sleep problems you are currently experiencing: ___________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

 4.  How many times per week do you generally exercise? __________    What types of exercise do you participate in:  _________________________________________________________________________ 
  
 5. Please describe any difficulties you experience with your appetite or eating patterns: _____________    _____________________________________________________________________________________ 
_____________________________________________________________________________________

Have you lost or gained a significant amount of weight recently? ________________________________
6. Have you previously received any type of mental health services (psychotherapy, psychiatric services, etc.)?   □  No  □  Yes   If so, please list all therapists you have seen, and dates you saw them___________
_____________________________________________________________________________________
_____________________________________________________________________________________

 7. List any substance abuse treatment or inpatient psychiatric treatment you have had, and the dates: __________________________________________________________________________________________________________________________________________________________________________



8.  How often do/did you engage in recreational drug use? 

  □ Daily     □  Weekly     □  Monthly     □  Infrequently     □  Never: please explain:___________________  

If you are in recovery from substance abuse, please answer questions the best you recall to help us become familiar with your history. Also, fill out the necessary medical information below. Then, please print our form for “People In Recovery”. Thank you.

Are/were you concerned substances might be affecting your life negatively?   ______________________

 If so, what things do/did you notice?_______________________________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How do/did you feel before you use(d) drugs? _______________________________________________
_____________________________________________________________________________________

How do/did you feel after? ______________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If so, how has this affected your relationships? _______________________________________________
__________________________________________________________________________________________________________________________________________________________________________






[bookmark: _Hlk517357395]Please Indicate Which of These Substances You Have or are Currently Using:
	Substance

	Amount used during heaviest period of use

	When was this time period?

	How often are / did you use this?

	Date of last use


	Nicotine
	
	
	
	

	Alcohol
	
	
	
	

	Marijuana
	
	
	
	

	Pills not prescribed to me      
	
	
	
	

	LSD   
	
	
	
	

	PCP
	
	
	
	

	Amphetamines (Speed)  
	
	
	
	

	Barbiturates
	
	
	
	

	Benzodiazepines
	
	
	
	

	Cocaine or Crack
	
	
	
	

	Heroin/Opiates
	
	
	
	

	Methadone/Buprenorphine       

	
	
	
	

	Inhalants
	
	
	
	





Others  (please list all):__________________________________________________________________  
Have you used drugs intravenously? ______   If so, which drugs? ________________________________
Please describe your heaviest daily IV drug use and when this was _______________________________
Are you currently using IV drugs? __________ Are you able to use clean supplies for this? ____________ Have you ever experienced withdrawal? ______    Previously, currently or both? ___________________
From which substance(s)? _______________________________________________________________

 9.  Are you currently experiencing any chronic pain?    □  No       □  Yes, please describe? __________________________________________________________________________________________________________________________________________________________________________ 
 Have you experienced any significant life changes or stressful events recently? ____________________
If so, would you please give a brief description of what’s happened and how it’s affected you?  
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you feel responsible for these events? ____________ Do you feel you have any control over them right now? _________________________ Do you feel supported at this time? _____________________

If so, by whom? ________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________ 

 What makes you feel / not feel supported right now? _________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 

Did you choose to come to therapy? __________ If not, how did you come to be here? ______________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 If so, why did you choose to seek therapy at this time? ________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What might you like to gain from therapy? __________________________________________________
_____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

What might you like to change? ___________________________________________________________
_____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

 What is your main focus at this time? ______________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Please indicate if you are currently (C) having any of the following issues, if you had them in the past (P), or both (B)
	Difficulty
	C/P/B
	Difficulty
	C/P/B
	Difficulty
	C/P/B

	Sleeping too much
	
	Problems concentrating
	
	I break things sometimes
	

	Difficulty falling/ staying asleep
	
	Problems remembering things
	
	Difficulty controlling my temper
	

	Change in appetite, weight loss/weight gain
	
	Periods of daily sadness lasting more than two weeks
	
	I physically hurt other people
	

	Frequent crying
	
	I startle easily
	
	I worry a lot
	

	Panic attacks or anxiety attacks
	
	Periods of time where I seem to need very little sleep
	
	Little or no interest in sex
	

	Thoughts of killing or hurting myself
	
	Often feel as if I am running like a motor
	
	I feel tired almost every day
	

	Difficulty
	C/P/B
	Difficulty
	C/P/B
	Difficulty
	C/P/B

	Attempts to kill or hurt myself
	
	Can’t stop remembering upsetting past events
	
	Feelings of unreality
	

	Made myself throw up in order to lose weight
	
	I engage in repetitive behavior
	
	Avoid particular locations or situations
	

	Used laxatives or exercised excessively to lose weight
	
	I sometimes hear or see things that other’s don’t
	
	Worry that something is wrong with my body
	

	I have thoughts that I can’t get out of my head
	
	I often feel like I am an outsider
	
	Frequent arguments with the people I live with
	

	I hear voices inside my head
	
	I see things that others can’t sometimes.
	
	Engage in cutting / scarring / self mutilation
	



 Other (please describe): ________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________ 
FAMILY MENTAL HEALTH HISTORY:
  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.).   

	Circle Yes or No
	Family Member(s) Affected

	Anxiety
  Y         N
	

	Domestic violence
  Y         N
	

	Obsessive Compulsive Behavior
  Y         N
	

	Suicide attempts
  Y         N
	

	ADHD
  Y         N
	

	Bipolar Disorder
  Y         N
	

	Eating disorders
  Y         N
	

	Phobias / Panics
  Y         N
	

	Alcohol / Substance Abuse
  Y         N
	

	Depression
  Y         N
	

	Obesity
  Y         N
	

	Schizophrenia
  Y         N
	

	
	

	Circle Yes or No
	Family Member(s) Affected

	Learning Disability
  Y         N
	

	Trauma History
  Y         N
	

	Chronic Illness
  Y         N
	

	PTSD
  Y         N
	



 
What do you like best about yourself? _____________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

What do you like least? _________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

What effective coping strategies to you think you’ve developed? ________________________________
_____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Do you have, or have you ever had any passions, hobbies or interests? _____________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you consider to be some of your strengths?      _____________________________________________________________________________________    _____________________________________________________________________________________    _____________________________________________________________________________________    _____________________________________________________________________________________  
  
  What do you consider to be some of your weaknesses/vulnerabilities?    _____________________________________________________________________________________    
_____________________________________________________________________________________    _____________________________________________________________________________________    _____________________________________________________________________________________      

What would you like to accomplish during your time in therapy?    _____________________________________________________________________________________    _____________________________________________________________________________________   _____________________________________________________________________________________    _____________________________________________________________________________________    

Briefly describe your perfect day: _________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
 
I attest that the information given herein is true to the best of my knowledge, and submit it to Lighthouse Counseling Center, PLLC in good faith as the basis for my treatment.
 
Signature (of parent or legal guardian if a minor):  ____________________________________________  
                                                                                                                                                Date: _______________ 
This confidential information is provided to you in accord with State and Federal laws and regulations including but not limited to applicable Civil Code and HIPPA Privacy Standards.  Duplication of this information for further disclosure is prohibited without prior written authorization of the client/ authorized representative to who it pertains unless other permitted by law.
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