James E. Brown, LMFT, LPC LLC
15440 Museum Road, P.O.Box 7085,  Brookings, OR 97415

(541) 698-6348  fax (202) 788-6931

Confidential Intake Information
(Please Print)
Client Name: __________________________________________   Preferred pronouns (optional)
 _____________
If Client is a minor, give name(s) of Parent/Guardian: _________________________________________________

Address: ___________________________________________________    Date of Birth: ____________________
Phone: ________________________________    Email: ______________________________________________    
Relationship Status
__ Single        __ Married/Civil Union       __ Divorced        __ Widowed        __ In Relationship(s)
Partner(s) Name(s): ____________________________________________________________________________
If Client is a minor and you are divorced or legally separated, do you have Domiciliary (Primary) custody? ______ (please bring a copy of custody settlement/agreement to first session) 
List below others that live in the home:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________

In Case of Emergency, please notify: ________________________ Phone: ____________ Relationship:_________
FINANCIAL

Payment type:  _____ Insurance   _____ Medicaid   _____  Medicare   _____ Workman’s Comp  _____ Self Pay
Name of Insurance: ____________________________________________________________________________  

Phone:____________________Fax:_______________________ Email:__________________________________
Group ID: _______________________________    Member ID: _________________________________________

If self pay, check Annual (combined) Household Income or Revenue
____ $0 - $100,000       ____ $1000,001 - $150,000       ____ $150,001+

If requesting consideration for reduced fee, please bring proof of income or revenue for last two months
More on other side
TREATMENT HISTORY         List past or current mental health treatment client has received.
Name of Therapist/ Agency: ______________________________________Dates of Treatment: _______________
Reason for treatment: ___________________________________________________________________________

_____________________________________________________________________________________________
Diagnosis:_____________________________________________________________________________________
Name of Therapist/ Agency: ______________________________________Dates of Treatment: _______________
Reason for treatment: ___________________________________________________________________________

_____________________________________________________________________________________________
Diagnosis:_____________________________________________________________________________________
Name of Therapist/ Agency: ______________________________________Dates of Treatment: _______________
Reason for treatment: ___________________________________________________________________________

_____________________________________________________________________________________________
Diagnosis:_____________________________________________________________________________________
PHYSICAL HEALTH & MEDICATIONS
Any chronic or long term medical/physical conditions? ________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

Any medical problems/illnesses within the past two years for which Client received medical treatment, was hospitalized, or had surgery to correct?                  ___NO  ___YES (Please describe below)

_____________________________________________________________________________________________

_____________________________________________________________________________________________
Any Allergies? ________________________________________________________________________________
How long since last physical examination? __________________________________________________________

Do you currently have a doctor?   Name: ____________________________________________________________

Address: _________________________________________________________ Phone ______________________

More on next page
PHYSICAL HEALTH AND MEDICATIONS (continued)

Please list medications that Client is currently taking. Attach additional paper if needed:
            Name of medication



Reason for taking
_____________________________________________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

Is client a veteran? _____________________________________________________________________________

Describe current or recent alcohol, substance use including marijuana, tobacco, caffeine: _____________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________
Any current or pending legal cases or court proceedings? Are you considering any court involvement?  If so, 
describe: _____________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________

More on other side

HISTORY OF TRAUMA OR ABUSE:

(circle any that apply)

Physical             Emotional                Sexual             Financial              Other

Review the following categories and check the issues or concerns that bring you to therapy:
_____ Relationship(s)

_____ Parenting

_____ Financial

_____ Physical Health



_____ Emotional


_____ Mental Illness
_____ Social

_____ Political


_____Bereavement/Grief

_____Spiritual

_____ Life Changes
_____ Sexual

_____ Substance use

_____ Legal

_____ Trauma

_____ Other


So, briefly tell me what brings you in today: _________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Thank you for your cooperation and effort in completing this form. This information will help guide our initial discussions and help me more quickly assess how I can be helpful to you. If you have any questions or info that was not covered in this form, please bring with you into our first session. 
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