BADEN @ COVE COUNSELLING

Counseling Intake Form

Patient Name

First Name Last Name

Address

Street Address

Street Address Line 2

City State / Province

Postal / Zip Code

Cell Phone
Home Phone

Date of Birth

Month Day Year

Email

example@example.com
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Pronouns: They or She/ Her or Him/He

Marital Status
Employment

Occupation

Primary Care Provider

Name Phone Number

Preferred Method of Contact
E-mail
Home Phone
Cell Phone
Text Messaging

Are you ok if we leave a message? (Home phone, cell phone, text message)

Yes
No

If yes, where is it ok to leave a voice mail, email, or text message?

Home Phone
Cell Phone
Text Message
Email

Type of Counselling Seeking:

Individual
Couples

Family

Support Groups

Other

Emergency Contact Information
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Name

First Name Last Name

Address

Street Address

Street Address Line 2

City State / Province

Postal / Zip Code

Phone Number

Alternative Phone Number

Relationship

Medical History

Please check all the apply

None

Anemia

Anxiety

Asthma

Benign Prostatic

Blood Clots
Cerebrovascular Accident
COPD (Emphysema)
Depression

Gallbladder Disease

Allergies

Angina

Arthritis

Atrial Fibrillation
Hypertrophy

Cancer

Cronary Artery Disease
Crohn's Disease
Diabetes

GERD (Reflux)
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Hepatitis C Hyperlipidemia

Hypertension Irritable Bowel Disease
Liver Disease Migraine Headaches
Myocardial Infarction Osteoarthritis
Osteoporosis Peptic Ulcer Disease
Renal Disease Seizure Disorder
Thyroid Disease Other

Do you use tobacco?
No
Daily
Weekly
Less
Former User

Do you use alcohol?
No
Daily
Weekly
Less
Former User

Caffeine use?

No

Daily
Weekly

Less
Former User

Have you or do you use drugs? (non-prescribed medication)

Yes
No
Former User

Please list:

Are you currently taking prescription medication?
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Yes
No

Have you had any surgeries or hospitalizations in the past 5 years?

Yes
No

Please specify:

Family history

Adopted

Allergies
ArthritisBlood Disease
Cancer

Depression

Diabetes

Hearing Deficiency
Hypertension (High Blood Pressure)
Learning Disability
Tuberculosis
Osteoarthritis

PVD

Other

Alcoholism

Asthma

CAD (Heart Attack)
CVA (Stroke)
Developmental Delay
Eczema
Hyperlipidemia (High Cholesterol)
Irritable Bowel Disease
Mental lliness

Obesity

Osteoporosis

Renal Disease

Mental Health History

Why you are seeking counselling?

What do you expect / hope from counseling?
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Have you seen a counselor, psychologist, psychiatrist or other mental health professional before?

Yes
No

Average hours of sleep per night

Please describe any other experiences you have had that you feel is relevant.

Additional comments or concerns

*Your signature below indicates that the information you have provided above is truthful.

Date

Month Day Year

6
Create your own automated PDFs with Jotform PDF Editor- It's free % Jotform


https://www.jotform.com/products/pdf-editor/?utm_source=pdf_file&utm_medium=referral&utm_term=232748736574267&utm_content=jotform_text&utm_campaign=pdf_file_branding_footer

	formID: 232748736574267
	pdf_submission_new: 1
	simple_spc: 232748736574267-232748736574267
	adobeWarning: In order to submit this form, you should open it with Adobe Acrobat Reader.
	patientName[first]: 
	patientName[last]: 
	address[addr_line1]: 
	address[addr_line2]: 
	address[city]: 
	address[state]: 
	address[postal]: 
	cellPhone[full]: 
	homePhone[full]: 
	dateOf[month]: 
	dateOf[day]: 
	dateOf[year]: 
	email: 
	pronounsThey: 
	maritalStatus: []
	employment: []
	occupation: 
	primaryCare14[first]: 
	primaryCare14[last]: 
	typeOf[other]: 
	name[first]: 
	name[last]: 
	address17[addr_line1]: 
	address17[addr_line2]: 
	address17[city]: 
	address17[state]: 
	address17[postal]: 
	phoneNumber[full]: 
	alternativePhone[full]: 
	relationship: 
	pleaseCheck[0]: Off
	pleaseCheck[1]: Off
	pleaseCheck[2]: Off
	pleaseCheck[3]: Off
	pleaseCheck[4]: Off
	pleaseCheck[5]: Off
	pleaseCheck[6]: Off
	pleaseCheck[7]: Off
	pleaseCheck[8]: Off
	pleaseCheck[9]: Off
	pleaseCheck[10]: Off
	pleaseCheck[11]: Off
	pleaseCheck[12]: Off
	pleaseCheck[13]: Off
	pleaseCheck[14]: Off
	pleaseCheck[15]: Off
	pleaseCheck[16]: Off
	pleaseCheck[17]: Off
	pleaseCheck[18]: Off
	pleaseCheck[19]: Off
	pleaseCheck[20]: Off
	pleaseCheck[21]: Off
	pleaseCheck[22]: Off
	pleaseCheck[23]: Off
	pleaseCheck[24]: Off
	pleaseCheck[25]: Off
	pleaseCheck[26]: Off
	pleaseCheck[27]: Off
	pleaseCheck[28]: Off
	pleaseCheck[29]: Off
	pleaseCheck[30]: Off
	pleaseCheck[31]: Off
	pleaseCheck[32]: Off
	pleaseCheck: Off
	pleaseCheck[other]: 
	pleaseList:  
	pleaseSpecify39:  
	familyHistory[0]: Off
	familyHistory[1]: Off
	familyHistory[2]: Off
	familyHistory[3]: Off
	familyHistory[4]: Off
	familyHistory[5]: Off
	familyHistory[6]: Off
	familyHistory[7]: Off
	familyHistory[8]: Off
	familyHistory[9]: Off
	familyHistory[10]: Off
	familyHistory[11]: Off
	familyHistory[12]: Off
	familyHistory[13]: Off
	familyHistory[14]: Off
	familyHistory[15]: Off
	familyHistory[16]: Off
	familyHistory[17]: Off
	familyHistory[18]: Off
	familyHistory[19]: Off
	familyHistory[20]: Off
	familyHistory[21]: Off
	familyHistory[22]: Off
	familyHistory[23]: Off
	familyHistory: Off
	familyHistory[other]: 
	whyYou:  
	whatDo:  
	averageHours: 
	pleaseDescribe:  
	additionalComments:  
	date[month]: 
	date[day]: 
	date[year]: 
	fakeSubmitButton: Submit
	submitButton: 
	preferredMethod: Off
	areYou60: Off
	ifYes: Off
	typeOf: Off
	doYou: Off
	doYou31: Off
	caffeineUse: Off
	haveYou: Off
	areYou: Off
	haveYou38: Off
	haveYou44: Off


