Kimberly A Gaines Counseling
39755 Murrieta Hot Springs Road, Suite D160
Murrieta, CA 92563

CLIENT INTAKE FORM
Client Information
Client Name: _______________________________________________	Date:					
SS#________-______-_________ 	DOB: _______________  	Age: ______  	Sex: 	Male 		Female  
Circle:     Minor     Single     Married     Separated      Divorced     Widowed      Long Term Relationship Parent/Guardian Name(s), if client is a minor:  __________	_______________________________________
Home Address:  _________________________________________________________________		 Home Phone: (____)_________________  Cell Phone: (____)_________	Fax #:(____)___________________
E-mail Address:  ____________________________________________________________________________ What is your preferred method of contact? ______________________________________________________ If I call, may I identify who I am? _________	  If I call, may I leave a message?__________________________ 
Occupation/Grade if student: 			 Employer/School if student: ________		_____	 Work/School Phone: (_____)_________			
Emergency Contact Name, Phone #, and Relationship: ______________________________________________
I was referred to counseling by: 											
Insurance Information
Health Insurance Provider: 							Phone #: 				
Policy #:________________________	__________Group #:_____________________________________
Name of Responsible Party: 	_______________	__	__ Relationship to Client: _____________________ SS#________-______-_________ DOB: _______________  Age: ___	___  	Sex:	 Male 		Female
Home Address: _____________________________________________________________________________ Home Phone: (____)____________________________ Occupation: __________________________________ Employer: ______________________________________________ Work Phone: (_____)___		_____ 

Primary Care Physician Name:__________________________________________________________________			____ Phone #:  (____)__________________________		__  Fax # (____)____________________________
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Client Name: 							
Intake Questionnaire
Please answer the following questions to the best of your ability to help me evaluate your needs.  Thank you!

What has motivated you to seek counseling?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When did this/these problems start?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Have you tried to resolve this/these issues in the past?  If so, how & what was the result?
																																																												
What are your current stressors (relationships, job, school, finances, children, illness)?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________																
What are you hoping to accomplish in counseling?
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________														
What kind of support do you currently have (physical, emotional, spiritual)?
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Client Name:  							

Medical History 	Please explain any “yes” answers on the lines below.
Do you have any current or past medical conditions that I should be aware of?        Yes          No        
____________________________________________________________________________________________________________________________________________________________________________________

Are you currently taking any medications?	Yes	No	
____________________________________________________________________________________________________________________________________________________________________________________

Are you currently under the care of a doctor or psychiatrist?	Yes	No
																														
 
Do you have a history of suicidal, homicidal, or self-harming thoughts or behaviors?         Yes          No         
[bookmark: _GoBack]																														

Do you have a history of hallucinations?        Yes          No          
______________________________________________________________________________________																

Do you have a history of head trauma?        Yes          No         
__________________________________________________________________________________________																

Do you have a history of seizures?        Yes          No          
__________________________________________________________________________________________																

Have you been a victim of abuse (physical, sexual, emotional, domestic violence)?         Yes          No          
__________________________________________________________________________________________																
Have you had any prior hospitalizations &/or surgeries?        Yes          No          
__________________________________________________________________________________________
															

Have you received any abnormal test results?        Yes          No         
_________________________________________________________________________________________																

Do you have any allergies or intolerances to medication?        Yes          No         
_________________________________________________________________________________________																
Please indicate if you use any of the following:  (if yes, describe amount & frequency on the lines below)
Alcohol:        Yes          No         	______		________________________________________________		
Tobacco:       Yes          No	_________		_______________________________________________
Caffeine:       Yes          No	__		______________________________________________________
Drugs:            Yes          No   	______			__________________________________________		
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