John Coyle LCSW

5932 NE Glisan St. Portland, Oregon. 97213
[bookmark: _GoBack]Phone: 503 867 0753 Fax: 503 758 3694

Adult Intake Information Form:

Today’s Date:      /     /
Time of session:  Start:        End:
Name of Client: 
Client date of birth:
Client account #

Presenting Problems and Concerns

Presenting Problem, Issues, Concerns bring this client here today:
	





Please check any and all behaviors that are problematic for you:

	Distraction______, Hyperactivity______, Impulsivity,_____, Boredom_____,
Poor Memory/confusion_____, Seasonal mood change_____, Sadness/depression_____, Loss of pleasure or interest_____, Hopelessness_____, Thoughts of Death Self Harm behaviors, Crying Spells, Loneliness_____, Low self worth_____, Guilt/shame_____, fatigue_____, Change in appetite_____, Lack of Motivation_____, Withdrawal from people_____,  Anxiety/worry_____,  Panic attacks_____, Fear away from home_____, Social discomfort_____, Obsessive thought_____, Compulsive behavior_____, Aggression/fights_____, Frequent arguments_____, Irritability/anger_____, Homicidal thoughts_____, Flashbacks_____, Hearing voices_____, Visual hallucinations_____,  Suspicion/paranoia_____, Racing thoughts_____, Excessive energy_____, Wide mood swings_____, Sleep problems_____, Nightmares_____, Eating problems_____, Gambling problems_____, Computer addiction_____, Problems with pornography_____, Parenting problems_____, Sexual problems_____, Relationship Problems_____, Work/problems_____, Alcohol/drug use_____, Recurring disturbing memories_____, Any other problems not mentioned above: 




Are your problems affecting the following? 
(please check all that apply).

Handling everyday task_____, Self-esteem_____, Relationships_____, 
Work/School_____, Housing_____, Hygiene_____, Legal matters_____,
Finances_____, Recreational activities____, Sexual activity_____, Health____.

Yes____, No_____.  Have you ever had thoughts, made statements, or attempted to hurt yourself? If yes, please describe: _________________________________________________________________________________

Yes____, No_____.  Have you ever had thoughts, made statements, or attempted to hurt anyone else? If yes, please describe: _____________________________________________________________________________.

Yes____, No_____.  Have you recently been physically hurt or threatened by someone? If yes, please describe: _________________________________________________________________________________

Yes____, No_____.  Have you gambled in the last 6 months? If yes, let me know the following:
  Yes____, No_____.  Have you felt the need to bet more and more money?
  Yes____, No_____.  Have you ever had to lie to people important to you about how much you gamble?

Therapist Notes:                                                                       Initials:


Diagnosis:
Axis I 
Axis II 
“Rule-outs” (other possible diagnoses to be evaluated over time): 
Axis III—Significant and relevant medical conditions, including allergies and drug sensitivities: Condition Treatment/medication (regimen) Provider 
Axis IV—Psychosocial and environmental problems in last year; overall severity rating:

Diagnostic Justification:



Family and Developmental History


	Relationship
	
	
	
	

	Biological Mother
	
	
	
	

	Biological Father
	
	
	
	

	Significant Stepparent/caregiver
	
	
	
	

	Siblings:
1.


2.


3.
	
	
	
	

	Spouse/Partner
	
	
	
	

	Children:
1
2
More:

	
	
	
	

	Stepchildren:
1
2
More:

	
	
	
	




Trauma

Please circle if you’ve experienced any of the following traumas or loss:

Emotional abuse          Sexual abuse            Physical abuse   

Parent substance use       Teen pregnancy            Neglect

Violence in the home         Crime victim        Parent illness

Placed for adoption       Lived in a foster home

Multiple family moves       Homelessness      Loss of loved one:

Other trauma not mentioned above and the current status of that trauma:


Previous Mental Health Treatment History


Date of treatment:
Place of treatment:
Outcome of treatment:

Date of treatment:
Place of treatment:
Outcome of treatment:


Other previous treatment:


Therapist Notes:                                                                       Initials:




Substance Use History

Please circle substances you currently use or have used:

Tobacco      Caffeine     Alcohol     Marijuana     Cocaine/crack

Ecstasy      Heroin     Inhalants     Methamphetamines 

Pain Killers     PCP/LSD     Steroids     Tranquilizers     Other

If other, please describe:

Please describe the level of use of those substances you circled:
1.

2.

3.

4.

5.

More:

Yes_____, No _____. Is a problem with substance abuse something you would like to work on in therapy?  
If yes, please describe: 
___________________________________________________________________________________
Yes_____, No _____. Have you had withdrawal symptoms when trying to stop using substances?


Medical Information

Please check any of the following medical conditions you may have and include any not listed here. 
Allergies_____, Chronic pain_____, Dizziness/fainting_____, High fevers_____,
Sexually transmitted disease_____, Asthma_____, Meningitis_____, Diabetes_____, Headaches_____, Serious accident_____, Seizures_____,
Hearing problems_____, Sleep disorder_____, Stomach or intestinal issues_____, Head injury_____, Vision problems_____, Other health issues or medical concerns,______________

Please list all prescription medications you are currently taking:

Medication:____________________, Dosage: ___________, Date prescribed:___________, Prescribing Physician Name: ________________________

Medication:____________________, Dosage: ___________, Date prescribed:___________, Prescribing Physician Name: ________________________

Medication:____________________, Dosage: ___________, Date prescribed:___________, Prescribing Physician Name: ________________________

Medication:____________________, Dosage: ___________, Date prescribed:___________, Prescribing Physician Name: ________________________

Medication:____________________, Dosage: ___________, Date prescribed:___________, Prescribing Physician Name: ________________________

Medication:____________________, Dosage: ___________, Date prescribed:___________, Prescribing Physician Name: ________________________

Medication:____________________, Dosage: ___________, Date prescribed:___________, Prescribing Physician Name: ________________________

Please list any other medication you are taking:___________


Discuss family/developmental history relevant to coming to therapy?


Please check any traumas and loss you have experienced.
  
Emotional abuse_____, Sexual abuse_____, Physical abuse_____, 
Parent substance abuse_____, Teen pregnancy_____,
Neglect_____, Violence in the home_____, Crime victim_____, 
Parent Illness_____, Placed a child for adoption_____, Lived in a foster home_____, Multiple family moves_____, Homelessness_____, 
Loss of loved one_____, Financial problems_____. 

Discuss relevance of trauma or loss to treatment:



Therapist Notes:                                                                       Initials:

Social/Cultural Information

Do you have challenges finding support (from family, friends, etc.)? 
Yes ____ No_____

Are you experiencing any difficulties or concerns due to race, culture, sexual orientation, gender, gender identity, age, or ethnic issues?
Yes ____No____

Sexual orientation (optional):

Please list your spiritual, religious, or worldview:

Please list and discuss your strengths, skills, and talents:



List any special interest or hobbies (art, books, physical fitness, etc.):


Employer:                                                       Position:                     Since:                    
Previous job or career path:

Highest Level of education:               

Other training, certificates, or professional licenses:

Are you currently enrolled in school or a training program? 
Yes_____ No_____   If yes, please list.

Have you ever been convicted of a crime? Yes_____ No_____
If yes, please explain.

Are you currently involved in a divorce or custody proceedings? 
Yes_____ No_____ If yes, please explain.

(Parents): Is there now or has there ever been a legal challenge or threat to the custody of your child/children from DHS or any other type of legal system? Yes_____ No_____ If yes, please explain.


Additional Information

Please describe any addition information or concerns you feel the provider should know.





NOTICE: By signing this document the client agrees the information given in this document to be the true to the best of their knowledge.

Clients Printed Name:

Client’s Signature:                                                                                    Date:        /          /
   
Clinician’s Printed Name:  John Coyle LCSW

Clinician’s Signature:                                                                               Date:      /          /

JOHN COYLE LCSW

5932 NE Glisan . Portland,Oregon. 97213
Phane: 503 867 0753 Fa; 503 758 3694
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