Dr. Annkatrine Gates, PsyD
(617) 800-9469 
 DrAnnkatrineGates@gmail.com

INTAKE FORM

Please complete this form and bring it to your session. The information you provide will be kept confidential.

Date: _______________

Name: ________________________________________________________________________

Address: ______________________________________________________________________

______________________________________________________________________________

Phone: (      ) ____________________________ May I leave a message? □ Yes	□ No	

Email: _________________________________ May I email you?	□ Yes	□ No	
(Please note: Email correspondence is not considered to be confidential communication)

Preferred Contact method:  	□ Phone	□ Email

EMERGENCY CONTACT: __________________________________________________________
(Please indicate relationship)	

DOB/Birthplace:_________________________________________________________________

Gender identity/Pronouns used/ Sexual orientation/ Racial Identity/Religion/Other: 

_____________________________________________________________________________

______________________________________________________________________________

Occupation:  ___________________________________________________________________

Marital Status/Partnership/Children/Pregnancies: _____________________________________

______________________________________________________________________________

Current Family Constellation: ______________________________________________________

Previous Mental Health Services  - please list therapists/hospitalizations and dates





______________________________________________________________________________


Psychiatric Medication – please list past and current medication and dates



Substance Use History – please describe




How would you describe your current

sleep habits: ___________________________________________________________________

appetite/eating patterns: _________________________________________________________

exercise routine: ________________________________________________________________


Are you currently experiencing overwhelming sadness, grief, or depression?

□ Yes	□ No  If yes, for how long? ________________________________________________________


Is there anything that would be important for me to know at the beginning of our work together?







_________________________________		__________________
Client Signature                                                                 Date
1

