CLIENT INTAKE – CHILD/ADOLESCENT

DATE:_____________

NAME:________________________________________________________________


DATE OF BIRTH: ___________________AGE:___________SEX:(circle one) M   F

STREET ADDRESS:_____________________________________________________

CITY:_________________________STATE:_________ZIP CODE:______________

CELL PHONE:__________________________May we leave a message here?____yes____no

ALTERNATE PHONE:_________________  May we leave a message here?____yes____no
E-MAIL ADDRESS:_____________________May we e-mail you here?____yes____no

May we send you updates/Newsletters periodically?______yes______no

MOTHER’S NAME:_____________________________________________________

STREET ADDRESS:_____________________________________________________

CITY:_________________________STATE:_________ZIP CODE:______________ PHONE:_______________________EMAIL ADDRESS:_______________________  

FATHER’S NAME:______________________________________________________

STREET ADDRESS:_____________________________________________________

CITY:_________________________STATE:_________ZIP CODE:______________

PHONE:_______________________EMAIL ADDRESS:_______________________

IN CASE OF AN EMERGENCY CONTACT:_______________________________

RELATIONSHIP:_____________________PHONE:__________________________

HOW DID YOU HEAR ABOUT US?____________

_______________________________________________________________________

PRESENTING ISSUES:

Please state why you are seeking counseling at this time? _______________________ ________________________________________________________________________

________________________________________________________________________

When did these issues begin?_______________________________________________

What do you hope to accomplish from counseling?____________________________

________________________________________________________________________

How long do you think counseling should last?________________________________

Have you ever received counseling or other services from a mental health professional before? (psychiatrist, psychologist, counselor, social worker)__________

If so who, and what dates? ________________________________________________

_______________________________________________________________________

FAMILY INFORMATION:

What is your parents’ current relationship with each other? (check one)

_____married _____separated_____divorced_____desceased (one or both)_____never married?

If your parents do not live in the same house, which parent do you live with most of the time?________ How often do you see your other parent?_____________________

________________________________________________________________________
	
	Name
	Age
	Occupation
	Relationship

(adopted, biological, step)
	Deceased?

Yes or No
	How would you describe in one or two words?

	Father
	
	
	
	
	
	

	Mother
	
	
	
	
	
	

	Sibling
	
	
	
	
	
	

	Sibling
	
	
	
	
	
	

	Sibling
	
	
	
	
	
	

	Sibling
	
	
	
	
	
	


BACKGROUND INFORMATION:

What school do you attend?_______________________________________________

What grade are you currently in?________ 

On a scale of 1 to 10 (1 low and 10 high) how much do you enjoy school?_________

Do you currently work?_______If so, what is your present job?:__________________

How long have you been there?:____________________________________________

On a scale of 1 to 10 (1 low and 10 high) how much do you enjoy your job?________

What church or religious institution do you currently attend?____________________

What words would you use to describe God?__________________________________

________________________________________________________________________

What words do you think God would use to describe you?______________________

________________________________________________________________________

MEDICAL BACKGROUND:

Are you currently receiving any medical treatment?_______If yes for what?________

________________________________________________________________________

Are you currently taking any medications or drugs?_______If yes list them_________

________________________________________________________________________

What chronic medical conditions do you have?________________________________

________________________________________________________________________

What significant past medical conditions have you had? (List years)______________

________________________________________________________________________

List any mental health diagnosis you have previously received from a mental health professional or a doctor:__________________________________________________

_______________________________________________________________________

CHECK LIST OF PHYSIOLOGICAL AND PSYCHOLOGICAL SYMPTOMS 

Please put an “X” by any of the emotions or behaviors below that you are currently experiencing or have experienced in the past 3 months or which may pertain to you.

_____stress


​_____nervousness

_____panic




_____guilt


_____apathy


_____verbal abuse

_____recent death of loved one
_____changes in appetite
  
_____hearing voices

_____headaches


_____grief


_____aggressiveness

_____feelings of low self worth
_____feelings of inferiority
_____racing thoughts

_____uneasiness around others
_____fearful


_____loss of control

_____marriage problems

_____communication issues
_____compulsive behaviors

_____emotional abuse

_____anger


_____abortion

_____shame


_____concentration

_____eating problems

_____temper


_____memory


_____job troubles

_____nightmares

_____self-control

_____indecisiveness

_____unwanted thoughts

_____alcohol use

_____financial problems

_____impulsive behavior

_____anxiety


_____difficulty breathing

_____sexual problems

_____depression


_____sleep trouble

_____legal problems

_____severe illness

_____tiredness

_____problems with children
_____hopelessness

_____stomach problems

_____recent loss 


_____lonely


_____dizziness

_____infertility


_____drug use


_____adoption

_____suicidal thoughts

_____changes in body weight
_____physical pain

_____self-harm


_____physical abuse

_____rapid heart rate

HOW WOULD YOU RATE YOUR CURRENT LEVEL OF DISTRESS? 

(1 being low-10 being high) Place an “X” on the line below.

________________________________________________________________________

 1             2             3             4             5             6             7             8             9             10

CANCELLATION POLICY:

In order to best serve the needs of all clients in need of counseling services, it is important that we have the opportunity to reschedule for yourself or someone else, sessions that you might not be able to attend.  Therefore, we require a minimum of 24 hours notice for cancelled or rescheduled appointments.  If sufficient notice is not given, you will be charged a fee of $75 for your missed session.

By signing below, I am indicating that I understand and agree to the above.

Client:_____________________________________Date:_______________________

Parent/Guardian:___________________________Date:________________________
Parent/Guardian:___________________________Date:________________________
CONSENT TO TREAT A MINOR

I, ________________________________________(print name), am the parent/legal guardian of _____________________________________________(print name of child), currently a minor, whose date of birth is_____/_____/_____.

I authorize my counselor, ___________________________________ to provide mental health care to my child named above.  I acknowledge that I have had an opportunity to ask questions and receive answers about the type of counseling my child will be receiving.  I understand that there may be times when my child’s counselor may request to meet with my child alone, times when we may meet together as a family, and times when my child’s counselor will request to speak with just myself without my child present. 

I do hereby seek and consent to treatment for my child by ______________________ (counselor’s name).  By signing this, I acknowledge that I have read this and that I understand this consent and that any questions that I have prior to signing should be directed to my counselor.

________________________________________


_________________

Client Signature







Date

_____________________________________


_________________

Signature of Parent/Guardian





Date 

________________________________________


_________________

Signature of Parent/Guardian





Date 

INFORMED CONSENT

It is the mission of Hope Counseling Clinic, LLC is to provide you with the highest quality counseling possible while keeping the content and records of therapy confidential.  However, there are certain circumstances when your counselor is legally and ethically required to break confidentiality and make appropriate disclosures.  These disclosures are strictly to protect you or someone else from potential harm.  These circumstances include serious suicidal or homicidal threats, actions, or ideation of a degree severe enough to warrant medical care, HIV/Aids reporting requirements, Patriot Act reporting requirements, and/or child abuse/elder abuse (physical, sexual, emotional, or neglect).  Disclosure in these circumstances is rare.  

Your counselor also has the right to consult with other therapists within Hope Counseling Clinic related to your services and care.  If you have any questions regarding the limits of confidentiality please discuss them with your counselor.

I,_________________________________________, understand the limits of confidentiality and am aware of and give consent that if any of the above situations are discussed in therapy, my counselor will be required to make the appropriate disclosures for the safety of myself and those around me.  I understand that I am entering into a confidential therapeutic counseling relationship.  I understand that I have the right to terminate this relationship at any time upon notice to my counselor.

Signature of Client:___________________________________Date:_______________

Parent/Guardian:____________________________________Date:_______________

Witness:____________________________________________Date:_______________

CANCELLATION POLICY/FINANCIAL AGREEMENT

I understand that it is my responsibility to notify my counselor 24 hours in advance of my scheduled appointment time if the need arises for me to reschedule or cancel my appointment. If I fail to give at least 24 hours notice I will be charged a flat fee of $75. Hope Counseling Clinic requires a minimum of 24 hours notice in order to provide the opportunity for someone else to receive counseling services in the event that I am not able to keep my scheduled appointment.

I understand that payment for each session will be due at the onset of each session. For my convenience I may pay for my session by cash, check, Mastercard, or Visa. I understand that there will be a fee of $50 for any check that is returned due to non-sufficient funds or non-payable.

I understand that Hope Counseling Clinic does not accept insurance and that any arrangements that I may have for reimbursement for mental health care services through my insurance company will be coordinated directly between myself and my insurance company. I also understand that Hope Counseling Clinic agrees to provide me with documentation related to my counseling sessions for purposes of obtaining insurance reimbursement.

Any questions about any of the above mentioned issues may be directed to my counselor or to Julie Wolf, LMHC, Owner of Hope Counseling Clinic, LLC.

Signature___________________________________Date_______________________
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