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Tamara A. Kiekhaefer, LCSW
720.488.6288

tami@healthyhealing.net
7900 E. Union Ave. Ste 1100
Denver, CO 80237
INTAKE FORM

         Date_____________________

Name________________________________________

Address______________________________________

City, State, Zip_________________________________

Phone(H)__________________(W)_________________
(C)__________________________________________
OK to leave a message at work (Yes No )   At cell  (Yes No)

E-mail address__________________________________

        Birthdate_____________________________________
Social Security Number___________________________
Referred by___________________________________

Employer______________________________________

                  Emergency Contact/ Relationship/Phone_______________

_____________________________________________

Insurance____________________Group#____________

        Name of Insured________________________________
        Subscriber or ID#_______________________________
        Birthdate of insured​​​​​​​​​​______________________________
Person responsible for payment______________________
      Have you seen a psychotherapist of psychiatrist in the past two years______

 Name and phone number of the therapist and/or psychiatrist ___________________________________
 How did you find  my practice?________________________
**Medical/ Psychological History:
Do you have any medical problems ( YES  NO ) If Yes, please explain: __________________________________________________________________________________________________________________
Have you experienced any of the following in the past year? (circle all that apply)
Frequent cold/ flu          Difficulty breathing          Dizziness        Chest pain

Memory/Concentration   Anxiety/ Nervousness        Irritability     Backache

Weight gain/loss             Pre-menstrual problems     Depression     Fatigue

Thoughts of Suicide        Sexual Problems                Headaches

Stomach Problems           Intrusive Thoughts           High blood pressure

Excessive stress              Problems hearing              Change in eating habits

Thoughts of hurting others   Violence against others   Sleep Problems
**List all medications, dosage, who’s prescribing and the reason you are taking them ______________________________________ __________________________________________________
**Do you currently use drugs or alcohol?  (YES  NO ) If yes, please answer:
Frequency of use       Amount per use

Alcohol/ Drugs                 Use                (Days per week)           (Specify)

	Beer
	Yes      No
	1  2  3  4  5  6  7
	

	Wine
	Yes      No
	1  2  3  4  5  6  7
	

	Hard Liquor
	Yes      No
	1  2  3  4  5  6  7
	

	Marijuana
	Yes      No
	1  2  3  4  5  6  7
	

	Cocaine
	Yes      No
	1  2  3  4  5  6  7
	

	Amphetamines
	Yes      No
	1  2  3  4  5  6  7
	

	Narcotics
	Yes      No
	1  2  3  4  5  6  7
	

	Diet Pills
	Yes      No
	1  2  3  4  5  6  7
	

	Other
	Yes      No
	1  2  3  4  5  6  7
	


If you do not currently use alcohol or drugs, did you use either in the past?  (YES  NO)  Date of last use:___________________________________
Please specify what you used, frequency and amount:_________________
________________________________________________________
________________________________________________________
CLIENT & FAMILY HISTORY
Were you ever:
Type of abuse   Incidence           By Whom?        How Often      What age(s)
	Physically Abused
	YES   NO
	
	
	

	Sexually Abused
	YES   NO
	
	
	

	Emotionally Abused
	YES   NO
	
	
	

	Severely Disciplined
	YES   NO
	
	
	


Have you ever:

Attempted Suicide   YES___  No____   How often_____  What age_

Attempted Homicide YES___  No____   How often_____  What age_

Committed Homicide YES___  No____   How often_____  What age_

Have you or your family members had histories of:

Problem area          Client History        Family History       Who in Family       Side of Family
	Alcoholism
	YES  NO
	YES  NO
	
	Father/ mother

	Drug Abuse
	YES  NO
	YES  NO
	
	Father/ mother

	Eating Disorders
	YES  NO
	YES  NO
	
	Father/ mother

	Depression
	YES  NO
	YES  NO
	
	Father/ mother

	Manic Depression
	YES  NO
	YES  NO
	
	Father/ mother

	Emotional Problems
	YES  NO
	YES  NO
	
	Father/ mother

	Obesity
	YES  NO
	YES  NO
	
	Father/ mother

	Schizophrenia
	YES  NO
	YES  NO
	
	Father/ mother


What is the number one problem you would like help on?
__________________________________________________________________________________________________________________
What other problems are you having that you would like help on?

__________________________________________________________________________________________________________________

