[bookmark: _GoBack]Paula Heller, MA LPC RDT

Adult Intake

Name:  ____________________________________________________   Age:  _______ 
SSN:  ___________________________  Birthdate:  ________                Gender:  ______
Address:  ______________________________________________________________________
Home Phone:  (___) ________________    Cell Phone:  (____)___________________________
Email:  ______________________________________________
How do you prefer being contacted?   Home Phone  _____  Cell Phone _______   Email _______
Employed _____  Unemployed _____ Retired ______ Student ______ Studying _______
Employer:  ________________________________    Occupation:  _______________________
Full time ______      Part Time _______     Approximate # of hours  per week ______________
______________________________________________________________________________
Marital Status:  _________________________________________________________________
Emergency Contact:  ____________________________________   Phone:  ________________
Relationship:  _________________________
Children:
Name                                           Age                            Name                                    Age
______________________________    _____               _________________________     ______
______________________________    _____               _________________________     ______
______________________________    _____               _________________________     ______
Other Individuals Residing in Home:
______________________________    _____               _________________________     ______
______________________________________________________________________________
Referred By:  Physician  ____    Counselor ____  Friend/Family _____   Other _______

Full Payment is due at the time of each visit.  Make checks payable Paula Heller LPC
Physician Name:  _______________________________________________________________
	  Address:  ______________________________________________________________
  Phone:  (____) ________________  Date of Last Physical Check-up:  ____/____/_____
  Medical Issues:  _________________________________________________________
  Medicine(s) Currently Taking:  ____________________________________________
               Allergies:  _____________________________________________________________
Previous Psychological Help:             Yes_____                  No ______
	Therapist Name:  _________________________________  Phone :  (___) __________	
	Psychiatric or Psychological Hospitalization:    Yes ______    No _______
	Where:  ______________________________________  When:  __________________
Current Tobacco Use:  ___________________________________________________________
Current Non-Prescription Drug Use:  
	Daily Amount:  _______  Weekly Amount:  _______  Monthly Amount:  _______
Current Alcohol Use:
	Daily Amount:  _______  Weekly Amount:  _______  Monthly Amount:  _______

Current Issue:
Interfering with:  Daily Living ____  Relationships ____  Home ____  School ____  Work ____
Presenting Complain:  ___________________________________________________________
_____________________________________________________________________________
Were there any precipitating factors (i.e. loss of job, divorce, birth/death, life transition)
______________________________________________________________________________
How can I help?  ________________________________________________________________
What results are you hoping for?  ___________________________________________________
Client Signature:  ___________________________________________     Date:  _____________
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