
 

 
 

ADULT BIO-PSYCHOSOCIAL INTAKE 
 

PATIENT’S NAME __________________________________________________ 

NAME OF PERSON FILLING OUT THIS FORM:   RELATIONSHIP TO PATIENT: 
 
__________________________________________________ ___________________________________ 
 
LET’S GET STARTED… 
 
WHAT ARE THE 3 BIGGEST CONCERNS YOU HAVE RIGHT NOW?  HOW LONG HAVE EACH BEEN GOING ON? 
PUT THEM IN ORDER OF IMPORTANCE: 
 

1. ______________________________________________________________________________ 
 

2. ______________________________________________________________________________ 
 

3. ______________________________________________________________________________ 
 
WHAT DO YOU THINK THOSE THAT CARE ABOUT YOU WOULD SAY THEIR CONCERN(S) IS/ARE IN REGARD TO 
YOU?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

WHAT SOLUTIONS (HELPFUL OR UNHELPFUL) HAVE YOU TRIED TO RESOLVE THE ABOVE CONCERNS?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HAVE YOU HAD THERAPY IN THE PAST?  IF SO, WITH WHOM AND WHEN?  WHAT REASONS DID YOU ATTEND 
THERAPY FOR? PLEASE SHARE WITH US ABOUT YOUR EXPERIENCE.  WHAT WAS HELPFUL? UNHELPFUL?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
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CHANGE IS COMING… 
 
WHAT ARE YOUR EXPECTATIONS FROM THERAPY? WHAT ARE YOUR EXPECTATIONS OF THE THERAPIST?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 

LOOKING INTO THE FUTURE, HOW WILL YOU KNOW THAT OUR WORK AND TIME TOGETHER HAS BEEN WORTH 
IT? LIST CONCRETE CHANGES YOU WILL SEE:   

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

WHAT OTHER THINGS WOULD YOU LIKE TO SEE CHANGE IN YOUR LIFE (FAMILY, CAREER, HEALTH, 
RELATIONSHIPS, ETC.)?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

DO YOU FORESEE ANY OBSTACLES TO ACHIEVING YOUR GOALS OR THE DESIRED CHANGES?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HOW LONG DO YOU THINK THERAPY WILL NEED TO LAST TO ACHIEVE YOUR GOALS? WRITE DOWN A TARGET  
 
DATE: _____________________ 
 
LIST 5 STRENGTHS ABOUT YOURSELF OR THAT OTHERS SAY ABOUT YOU, GIVE EXAMPLES OF EACH: 
 

1. ______________________________________________________________________________ 

2. ______________________________________________________________________________ 

3. ______________________________________________________________________________ 

4. ______________________________________________________________________________ 

5. ______________________________________________________________________________ 

IS THERE ANYONE THAT YOU WOULD LIKE TO BE A PART OF YOUR SESSIONS OR THINK MAY BE HELPFUL TO BE 
PART OF SESSIONS EITHER NOW OR IN THE FUTURE?  
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___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

MEDICAL & WELLNESS INFORMATION 
 
WHAT DO YOU DO FOR WELLNESS (I.E. HEALTHY FOOD CHOICES, EXERCISE, LIMITS ON TV/ELECTRONICS/WORK, 
MANAGING STRESS, FAMILY TIME, LEISURE, ETC.)?  GIVE EXAMPLES OF EACH:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HOW DO YOU ACHIEVE BALANCE IN YOUR LIFE?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HAVE YOU EVER RECEIVED PSYCHIATRIC SERVICES BEFORE?     YES  NO 
IF YES, HOW LONG AGO, WITH WHOM, FOR WHAT, MEDICATIONS PRESCRIBED AND RESULTS:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

DO YOU HAVE ANY ALLERGIES (FOOD, ENVIRONMENTAL, MEDICINAL, ANIMAL, ETC.)?  
 
____________________________________________________________________________________ 
 
DO YOU HAVE ANY CURRENT OR PAST MEDICAL ISSUES, HOSPITALIZATIONS, ACCIDENTS, INJURIES OR 
SURGERIES? IF YES, WHAT? 
___________________________________________________________________________________________ 

IS THERE A FAMILY HISTORY OF THE ABOVE MEDICAL ISSUES/CONCERNS? 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 
ARE YOU PRESENTLY UNDER A PHYSICIAN’S/PSYCHIATRISTS CARE? IF SO, FOR WHAT REASON? 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

IS THERE ANYONE IN YOUR LIFE THAT IS CURRENTLY DEALING WITH A MEDICAL ISSUE THAT YOU ARE 
CONCERNED ABOUT?   IF SO, WHOM, FOR WHAT? 
___________________________________________________________________________________________ 

__________________________________________________________________________________________ 
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IN THE PAST YEAR, HAVE THERE BEEN ANY CHANGES IN YOUR LIFE? (I.E.: MOVES, APPETITE, SLEEP, HEALTH, 
FAMILY, OVERALL FUNCTIONING)?   
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

LIST ANY MEDICATIONS (OVER-THE -COUNTER & PRESCRIBED), NUTRITIONAL OR HERBAL SUPPLEMENTS, OR 
ALTERNATIVE TREATMENTS (ACUPUNCTURE, CHIROPRACTIC, ETC.) YOU ARE TAKING/DOING AND THE REASONS: 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

IMPORTANT QUESTIONS WE MUST ASK 
 
HAVE YOU EVER HAD SUICIDAL IDEATIONS?     YES  NO 
IF YES, PLEASE EXPLAIN:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HAVE YOU EVER PLANNED TO HURT YOURSELF?     YES  NO 
IF YES, PLEASE EXPLAIN:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HAVE YOU EVER ATTEMPTED TO HURT YOURSELF?    YES  NO 
IF YES, PLEASE EXPLAIN:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HAVE YOU EVER FELT LIKE YOU WANTED TO SERIOUSLY HURT OR HARM SOMEONE ELSE?          YES      NO 
IF YES, PLEASE EXPLAIN:  
 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

DO YOU HAVE WEAPONS IN YOUR HOME OR ACCESS TO WEAPONS?   YES  NO 
 
IF YES, WHO HAS ACCESS TO THEM AND WHAT ARE THE SAFETY PROTOCOLS AROUND THEM?   
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___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

IS THERE ANY HISTORY PAST OR PRESENT OF ABUSE OR VIOLENCE?  YES  NO 
IF SO, PLEASE EXPLAIN:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

ARE YOU CURRENTLY USING ANY ILLEGAL DRUGS, OR PRESCRIPTION MEDICATIONS IN A WAY OTHER THAN WAS 
PRESCRIBED, OR IS THE REASON YOU ARE SEEKING THERAPY SERVICES SUBSTANCE RELATED?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HAVE YOU EVER WITNESSED OR EXPERIENCED A TRAUMA?  DO YOU HAVE REOCCURRING NIGHTMARES, 
FLASHBACKS, OR DO YOU AVOID ANYTHING THAT IS UNCOMFORTABLE OR PAINFUL?  IF SO, PLEASE EXPLAIN:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

DO YOU HAVE CURRENTLY LEGAL ISSUES OR IS THE REASON YOU ARE SEEKING THERAPY RELATED TO A COURT 
ORDER? IF SO, PLEASE EXPLAIN?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

CAREER/JOB, RECREATION AND LEISURE 
 
WHAT IS YOUR CURRENT OCCUPATION?  HOW WOULD YOU DESCRIBE YOUR FULFILLMENT OF YOUR 
JOB/CAREER?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

WHAT IS YOUR HIGHEST LEVEL OF EDUCATION COMPLETED AND FIELD OF STUDY?  

___________________________________________________________________________________________ 

WHAT DO YOU ENJOY DOING DURING YOUR FREE/LEISURE TIME?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
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INTIMATE RELATIONSHIPS 
 

IF YOU ARE CURRENTLY IN A RELATIONSHIP, DESCRIBE YOUR RELATIONSHIP:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HOW WOULD YOU DESCRIBE YOUR COMMUNICATION?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HOW WOULD YOU DESCRIBE INTIMACY IN YOUR RELATIONSHIP?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

* IF YOU ARE IN A RELATIONSHIP ANSWER THE FOLLOWING REGARDING YOUR RELATIONSHIP: 

 LIKE                 ________________________________________________________________ 
 

 DISLIKE    ________________________________________________________________ 
 

 NOT ENOUGH OF ________________________________________________________________ 
 

 TOO MUCH OF   ________________________________________________________________ 
 

 IDEAL RELATIONSHIP  ________________________________________________________________ 
 

UNDERSTANDING YOUR FAMILY & INFLUENCES 
 

PARENT’S MARITAL STATUS: 
 
MARRIED     DIVORCED     NEVER MARRIED     SEPARATED     DOMESTIC PARTNERS     WIDOWED 
 
PLEASE DESCRIBE YOUR RELATIONSHIP WITH YOUR PARENTS:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

HOW WOULD YOU DESCRIBE YOUR UPBRINGING?   

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
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WHO LIVES WITH YOU CURRENTLY?  
 
___________________________________________________________________________________________ 
 
DO YOU HAVE ANY PETS? IF YES, NAMES, TYPES  OF PET:  

 ____________________________________________________________________ 
 

 ____________________________________________________________________ 
 
DESCRIBE YOUR RELATIONSHIP WITH THE FOLLOWING: 
 
MOTHER:____________________________________________________________________________________ 
 
MOTHER’S SIGNIFICANT OTHER:__________________________________________________________________ 
 
FATHER: ____________________________________________________________________________________ 

FATHER’S SIGNIFICANT OTHER:__________________________________________________________________  
 
SIBLINGS: AGE, NAME AND SEX: 
 

 SIBLING 1 ___________________________________________________________________________ 
 

 SIBLING 2 ___________________________________________________________________________ 
 

 SIBLING 3 ___________________________________________________________________________ 
 
CHILDREN:  
 

 CHILD 1 _____________________________________________________________________________ 
 

 CHILD 2 _____________________________________________________________________________ 
 

 CHILD 3 _____________________________________________________________________________ 
 
SIGNIFICANT OTHER/SPOUSE:  
 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

RELATIONSHIPS 

DESCRIBE YOUR RELATIONSHIP WITH YOUR FRIENDS: 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
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WHO WOULD YOU SAY YOUR SUPPORT SYSTEM IS (PEOPLE, ORGANIZATIONS, OR AFFILIATIONS)?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

DO YOU BELONG TO ANY RELIGIOUS OR SPIRITUAL GROUPS?    YES  NO 
IF YES, WHAT IS YOUR LEVEL OF INVOLVEMENT?  

___________________________________________________________________________________________ 

HOW DO YOUR RELIGIOUS OR SPIRITUAL BELIEFS/PRACTICES INFLUENCE YOUR LIFE?  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

PLEASE LIST ANYTHING ELSE THAT IS IMPORTANT FOR US TO KNOW ABOUT YOU THAT WOULD ASSIST US IN 
WORKING WITH YOU TO ACHIEVE YOUR DESIRED RESULTS:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 


