
Fresh Perspectives Counseling and Consultation Services, LLC 
ADULT INTAKE FORM 

Date:__________________   

Name:________________________________________   Social Security #____________________________   

Primary Phone #: _________________________ Secondary Phone #:________________________________ 

Address:_________________________________________________________________________________ 

City:___________________ State:______ Zip:___________ 

E-mail address:__________________________________________  

Age:_______ Birth Date:___________ Race:______ Marital:  M  S  W  D   

Occupation:_______________________________________________________________________________ 

Employer:________________________________________________________________________________ 

Employer's Address:__________________________________ Office Phone: _________________________  

Spouse:____________________________________________  Occupation: ___________________________ 

Employer:_______________________________ 

How many children?____________ Names and Ages of Children: ___________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Name of Nearest Relative:____________________________________ Phone: ________________________ 

How were you referred to our office?__________________________________________________________ 

Family Medical Doctor (first and last name): ____________________________________________________ 

When healthcare professionals work together it benefits you.   

May we have your permission to update your medical doctor regarding your care at this office? _________  

May we contact you by e-mail if necessary? _______ 

HISTORY OF PRESENT PROBLEM: (answer for child) 

Purpose of this appointment (brief statement about why we’re meeting):____________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Have you ever had the same or a similar condition? ____ Yes ____ No     If yes, when and describe: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 



PAST HISTORY  

Do you ever have:  (Place a check mark by conditions that apply to you)  

__ Anxiety     __Eating Disorder  
__ Depression   __ Post Traumatic Stress Disorder 
__ Anger    __ Adoption Issues 
__ Abandonment  __ Other.  List: _____________________________   
__ Alcoholism   __ Other.  List: _____________________________    
__ Drug Addiction    __ HIV Positive    

Have you had any major illness, hospitalizations or surgeries?  (include dates): 

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Have you been treated for any health condition by a physician in the last year?   ____ Yes   ____ No 

If yes, describe: ___________________________________________________________________________ 

What medications or drugs are you taking?  (List name and dosage) ________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Please list any other health problems you have, no matter how insignificant they may be: 

________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

SOCIAL HISTORY: 

Do you drink alcoholic beverages?______ If so, how much per week?________________________________ 

Do you use any tobacco products?______Do you smoke?____ If so, packs per day: ____________________ 

Do you take vitamin supplements?______  If so, please list:________________________________________ 

Do you consume caffeine?_____ If so, how much per day:_________________________________________ 

Do you exercise?_____ If yes, what is the frequency and type of exercise?____________________________ 

Do you sleep well at night? _____  If no, why not? _______________________________________________ 

What are your hobbies?_____________________________________________________________________ 

What percentage of time during the day (at home or at your job away from home) do you spend:   

Under normal stress load: _____%  Under considerable stress: _____%  Resting or relaxed: ____%  



FAMILY HISTORY: 

Parents:  

Father: living ___ deceased ____ (check one) Current age if still living:______   Cause of death and age at 

death if deceased:______________________________________________________________  

Mother: living ___ deceased ____ (check one) Current age if still living:______   Cause of death and age at 

death if deceased:______________________________________________________________  

Check if applicable to you: ___ I am adopted ___ As an adopted child, little is known of my birth parents or 

family. 

Do you have any family members who suffer from the same condition you do? _____   

If so, please list: ___________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 FAMILY DISEASES ( if applicable and indicate whether family member is Father, Mother, Sister, Brother): 

  __ Anxiety     __Eating Disorder  
 __ Depression   __ Post Traumatic Stress Disorder 
 __ Anger    __ Adoption Issues 
 __ Abandonment  __ Other.  List: _____________________________   
 __ Alcoholism   __ Other.  List: _____________________________    
 __ Drug Addiction    __ HIV Positive   

Please check any and all insurance coverage that may be applicable in this case: 

___ Major Medical     ___  Blue Cross/Blue Shield  ___ Medicaid   ___ Medicare     

___ Medical Savings Account or Flex Plan __      Other ____________________________________________ 

Name of Primary Insurance Company:_________________________________________________________ 

Name of Secondary Insurance Company (if any):_________________________________________________ 

Case History   

What is your major concern? _________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Other concerns: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________



How did it you first become aware of this concern? ______________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Has it become worse recently?  Yes ___  No ___  Same ___  Better ___  Gradually Worse _____ 

 If yes, when and how? ________________________________________________________________ 

_________________________________________________________________________________________ 

How frequent is the condition?     Constant _____   Intermittent  ____   

 What causes the problem to come on/get worse? 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Are there any other conditions you would like to discuss? 

 Yes _____   No  _____.  If yes, describe: __________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Are there other unrelated health problems?   Yes _____  No _____.  

If yes, describe: _____________________________________________________________________ 

_________________________________________________________________________________________ 

Is there anything you can do to relieve your major problem?  Yes ___  No ___.    

If yes, describe: _____________________________________________________________________ 

_________________________________________________________________________________________ 

If no, what have you tried to do that has not helped? _______________________________________ 

_________________________________________________________________________________________

What makes the problem worse?  ____________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Remarks: ________________________________________________________________________________ 

_________________________________________________________________________________________ 

  NO         EXTREME 
   SYMPTOMS/STRESS       SYMPTOMS/STRESS  
 

       Please place an “X” on the line above to indicate level of problem. 

 

Therapist's Signature ___________________________________________   Date _____________ 


