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YOGA RECOVERY PITTSBURGH
YOGA AND PSYCHOLOGICAL THERAPY INITIAL INTAKE FORM
Please complete all of the following to the best of your ability. Your information will be strictly shared between you and your current therapy practitioner and is considered a confidential record.

Your Full Name:_________________________________________________________________

Your Date of Birth: ______________________________________________________________

Gender Assigned at Birth / Preferred Gender Identity and Pronouns: _____________________

Current Living Address: __________________________________________________________

Do you intend to bill insurance for your visit today? ___________________________________
If so, please ensure you check with your assigned provider to ensure they are credentialed accordingly. If not, you will by default be billed as a cash-pay client. Cash payments will in part directly benefit our nonprofit organization, with a percentage of your fees directly added to our retreat scholarship fund.

Presenting Problem (concerns/frequency/duration/strategies)
In 2-3 sentences, can you tell us what brings you in for assessment and/ or treatment today?

Can you identify the primary symptoms related to your “why”? These may include cognitive, emotional, social, and/or physical symptoms. Please list severity and duration as relevant.

On a scale from 1-10 with 10 being the highest, how important is it that your concerns be addressed in a timely manner?

History of Presenting Problem
What events, incidents, or precipitating factors prompted you to consider formal treatment (if any)? If you are not here for a specific reason, please state as such.

Is the reason for your visit new to you? Or has this been something you’ve received care for in the past?

--If you have been treated in the past, were there any barriers to receiving quality care? Or issues that you found challenging in order to see progress? If yes, please explain.

--If you have been treated in the past, were there any elements that you found particularly helpful to your progress that you would like to see replicated? If yes, please explain.

Medical & Psychiatric History
Do you have any current medical or psychiatric concerns? Please also include any medications or supplements you take on a regular basis. 

Spiritual and Mental Health History
Do you have any current mental health or spiritual health concerns? Please also include any alternative or holistic therapies you enjoy or have tried in the past.

Religious, Cultural/Ethnic, or Other Community-Based Identities
Do you identify with a particular religious group(s), political/ activist group(s), cultural/ethnic group(s), spiritual community(ties), or other groups of people that share similar values that you have?

--How important is spiritual/cultural health on a scale from 1-10 (10 is highest)? ___________

Physical Health Regimens and Creative Hobbies
Do you currently partake in ongoing physical activities, and if so, which ones and how often? Do you have any other creative hobbies or arts that you participate in regularly that inform your values and/ or daily living?

Pain/ Physical Comfort Assessment
Are you currently in physical pain or discomfort? If so, how would you rate that level of daily pain on a scale from 1-10 (10 being the highest level of pain)?

--How important is your physical health on a scale from 1-10 (10 is highest)? ______________

--If you are experiencing pain, where are you primarily feeling it? _______________________

Work and Education
Are you currently working, and if so where and for how long? Are you currently in school, and if so, what are you studying and for how long?

--How important is your work/career life on a scale from 1-10 (10 is highest)? _____________

Developmental History (childhood/social/family):
What is the relationship to your birth parents? To your parents aside from birth parents (if relevant)? Do you have friends or family you readily trust and interact with? What is the relationship to your business colleagues (if relevant) or to other community groups?

Have there been any recent changes in your family, social, or work environments? These may or may not involve you directly, but anything noticeable or noteworthy?

--How important is your family life on a scale from 1-10 (10 is highest)? ___________________
--How important is your social life on a scale from 1-10 (10 is highest)?  ___________________

Family Medical & Psychiatry History
To your knowledge, does anyone close to you (blood related or not) have a known medical or psychiatric diagnosis? Is there currently (or previously) treatment for said conditions?

Relationship History
Are you currently with a significant other/ married/ in partnership? Do you prefer relations with men/ women/ or both? Do you currently feel safe and supported in your current relationship (if relevant) and why or why not?

--How important is romantic/relationship life on a scale from 1-10 (10 is highest)? __________

Drug and Alcohol Use (Current and Historical)
Have you ever (or do you currently) use recreational drugs, nicotine, or alcohol? If so, how often and in what quantities? Do you typically engage in these activities alone or with others?

Does anyone in your immediate family, work, or social life use (or have they used) recreational drugs, nicotine, or alcohol? If so, does this impact your daily living?

Legal and Military History
Do you (or have you) experienced any issues or challenges with the legal system at any time for any reason? Are you (or have you ever been) involved with the military/ veteran community? You do not need to provide specific details unless you believe them to be relevant.

Client Treatment Goals
In 2-3 sentences, can you tell us what you would primarily like to accomplish during your initial assessment today?

In 2-3 sentences, can you tell us what you would primarily like to accomplish with your assigned provider beyond your initial assessment?

Is there anything you would NOT like to focus on, change, or address with your provider over the course of treatment?







Formulation
For practitioner’s use only: please list the primary modalities you intend to use to assist your client in accomplishing their identified goals. Please ensure you communicate with your client that these parameters can change and this is a 

Treatment Plan
For practitioner’s use only: please list time-sensitive and quantifiable progress markers you intend to measure as indicative that the formulation above is working effectively. Please ensure you communicate with your client that these parameters can change.

Form Completion:


_______________________________________	____________________________________
Client Name (First and Last)				Signature

_______________________________________	____________________________________
Practitioner Name (First and Last)			Signature
		
_______________________________________
Date of Assessment
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