Dr. Ali Dubin, PsyD, CPC (she/her/hers)
11314 Delano St. North Hollywood, CA 91606
(818) 308-4885
INTAKE FORM: ADULT INDIVIDUAL
General Information:

I prefer to be called: __________________________________
Legal Name: ____________________________________ (You will only see me use your legal name on legal forms.)
Birth Date: ___________________________ Preferred Pronouns: ____________________
Address: ______________________________________________________________________
City: ____________________________ Zip Code: ____________________________________
Cell Phone: _________________________ Other Phone (work/ home): __________________
May I leave a message? __________________________________________________________
E-mail Address: _______________________________________________________________
In case of emergency, contact: ___________________________________________________
Name
______________________________________________________________________________
Address
______________________________________________________________________________
Phone Number 
________________________________

Relationship & Family Information:
Married____________ Domestic Partnership______ Committed relationship__________
Single______________ Separated/Divorced________ Widowed_________
Other (describe)________________________________________________________________
Length of current relationship(s) : ___________________________________________________
Describe the quality of this relationship:
Poor_____ Fair_____ Good______ Excellent______
Please list children (any age):_____________________________________________________
[bookmark: _GoBack]Please list the members of your household: ___________________________________________
______________________________________________________________________________


Mental Health Services & History
Have you received any kind of mental health services before? If yes, describe:
Type_________________________________________________________________________
Clinician/Agency_______________________________________________________________
Dates:_________________________________________________________________________
Have you ever experienced any of the following:
Depression________
Anxiety___________
Panic Attacks______
Eating Disorders______
Trauma/Abuse________
Substance abuse/dependency_______
Domestic violence________
Insomnia_______
Suicidal thoughts/attempts___________
Please explain any conditions checked above____________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
What is your history of loss? __________________________________________________________________________

General Health
Medical diagnoses or conditions: _______________________________________________________________________
Medications (Rx and OTC including vitamins and supplements):_______________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe your current physical health:
Poor_____ Fair_____ Good______ Excellent______
How many alcoholic beverages per week? ________What kind of alcohol?_____________________________________
Do you engage in recreational drug use?_________ If yes, what drug(s) ?______________________________________ How often?___________________________________
Do you play video games? _____________ How many hours per week?______________________________________



Employment/Education
Highest level of education:_______________________________________________________
Profession & Current employer:___________________________________________________
Describe your professional life:  Unsatisfying____ Somewhat satisfying____ Satisfying____ Very satisfying___

Reasons for seeking treatment
Please describe current challenges, stressors and reason for seeking help:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please describe your goals and desired outcome:
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Is there anything about sex or sexuality that you want to work on in session? _______________________
________________________________________________________________________________________________________________

Anything else I should know? _____________________________________________________________________________
________________________________________________________________________________________________________________

Who referred you/ how did you find me:
______________________________________________________________________________
Date completed: ______________________
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