	Solace Behavioral Healthcare Services Intake Form (Adult)

Demographic Information

Name: _________________________		Date: ________________________

[bookmark: _GoBack]DOB: ____________________	Age: ___________		Gender: _______________________
									
Birthplace: _____________________________________		Gender Identity: ______________
Where did you grow up?  _________________________		Sexual Orientation: ____________	

Street Address: _______________________________________________________________________

City: ________________________________ State: ______	Zip Code: _____________________

Phone Number(s): ____________________________________________________________________	
Is it ok to leave a voicemail? 						YES	           	       NO		      
Email: _____________________________________________________________________________
Would you like to receive email communication? 			YES	           	       NO

Is it ok to send something in the mail? 				YES	           	       NO

Current Pharmacy Name & Address _____________________________________________________	
[bookmark: _gjdgxs]How were you introduced to us? ________________________________________________________
If you found us online what words did you search to find us? ___________________________________________________________________________________
Current Symptoms Checklist: (check once for any symptoms present, twice for major symptoms)

( ) Depressed mood			( ) Racing thoughts			( ) Excessive worry
( ) Unable to enjoy activities		( ) Impulsivity			( ) Anxiety Attacks
( ) Sleep pattern disturbance	( ) Increase risky behavior		( ) Avoidance
( ) Loss of interest			( ) Increased libido			( ) Hallucinations
( ) Concentration/forgetfulness	( ) Decrease need for sleep		( ) Suspiciousness
( ) Change in appetite		( ) Excessive energy			( ) _____________
( ) Excessive guilt			( ) Increased irritability		( ) _____________
( ) Fatigue				( ) Crying spells
( ) Decreased libido	

How Have We Come to Meet?

What are the 3 biggest concerns you have right now?  How long have each been going on?  Put them in order of importance:
1. ______________________________________________________________________________
2. ______________________________________________________________________________
3. ______________________________________________________________________________


What do you think those that care about you would say their concern(s) is/are in regard to you? ____________________________________________________________________________________
What solutions (helpful or unhelpful) have you tried to resolve the above concerns? ________________________________________________________________________________________________________________________________________________________________________

Have you had therapy in the past?  If so, with whom and when?  What reasons did you attend therapy for? Please share with us about your experience.  What was helpful? Unhelpful? ________________________________________________________________________________________________________________________________________________________________________

Do you currently have a therapist/counselor? Psychiatrist? If so, provide name and number of them.
____________________________________________________________________________________

What is the name and number of your Primary Care Physician? Do you give permission for ongoing updates to be provided to them? 
____________________________________________________________________________________

Do you have any concerns about your physical health that you would like to discuss with us?
 ( )Yes ( )No If yes, please explain: _______________________________________________________
___________________________________________________________________________________
For women only: Date of last menstrual period ______Are you currently pregnant or think that you might be? ( ) Yes ( ) No
Are planning to get pregnant soon? ( ) Yes ( ) No
How many times have you been pregnant? ____ How many live births? ____


Change is Coming…

What are your expectations from therapy? What are your expectations of the therapist? ________________________________________________________________________________________________________________________________________________________________________

Looking into the future, how will you know that our work and time together has been worth it? List concrete changes you will see:  ________________________________________________________________________________________________________________________________________________________________________

What other things would you like to see change in your life (family, career, health, relationships, etc.)? ____________________________________________________________________________________

Do you foresee any obstacles to achieving your goals or the desired changes? ________________________________________________________________________________________________________________________________________________________________________
How long do you think therapy will need to last to achieve your goals? Write down a target date: ___________________________________________________________________________________

List 5 strengths about yourself or that others say about you, give examples of each:
1. ______________________________________________________________________________
2. ______________________________________________________________________________
3. ______________________________________________________________________________
4. ______________________________________________________________________________
5. ______________________________________________________________________________

Is there anyone that you would like to be a part of your sessions or think may be helpful to be part of sessions either now or in the future? ____________________________________________________________________________________

Medical & Wellness Information

Preferred Pharmacy: ________________    Address: ______________________________ 
Phone Number: ___________________

Personal and Family Medical History:
					          You	        Family		Which Family Member?
Thyroid Disease ------------------------		( )		( )		_____________________
Anemia ----------------------------------		( )		( ) 		_____________________
Liver Disease ---------------------------		( ) 		( ) 		_____________________
Chronic Fatigue ------------------------		( )		( ) 		_____________________
Kidney Disease ------------------------		( )		( ) 		_____________________
Diabetes --------------------------------		( )		( ) 		_____________________
Asthma/Respiratory Problems ------		( ) 		( )  		_____________________
Stomach/Intestinal problems --------		( )		( ) 		_____________________
Cancer (Type)--------------------------		( ) 		( ) 		_____________________
Fibromyalgia --------------------------		( ) 		( ) 		_____________________
Heart Disease -------------------------		( ) 		( ) 		_____________________
Epilepsy/Seizures --------------------		( ) 		( ) 		_____________________
Chronic Pain --------------------------		( ) 		( ) 		_____________________
High Cholesterol ---------------------		( ) 		( ) 		_____________________
High Blood Pressure -----------------		( ) 		( ) 		_____________________
Head Trauma -------------------------		( ) 		( ) 		_____________________
Liver Problems -----------------------		( ) 		( ) 		_____________________
Other------------------------------------		( ) 		( ) 		_____________________

What do you do for wellness (i.e. healthy food choices, exercise, limits on TV/electronics/work, managing stress, family time, leisure, etc.)?  Give examples of each: ________________________________________________________________________________________________________________________________________________________________________

If you exercise: Is it regularly? ( ) Yes ( ) No How many days a week? ___ How long do you workout for? _____ What kind of exercise is it? ( )Cardio/Aerobics  (  )Weight Lifting ( ) Yoga 
How many caffeinated beverages do you drink a day? Coffee______ Soda_____ Tea _____

Tobacco History:
Have you ever smoked cigarettes?  ( ) Yes ( ) No
Currently? ( ) Yes ( ) No     How many packs per day on the average? ____ How many years? ____
In the past? ( ) Yes ( ) No    How many years did you smoke? ____ When did you quit?

Pipes, cigars, or chewing tobacco:  Currently? ( ) Yes ( ) No      In the past? ( ) Yes ( ) No
What kind? __________ How often per day on average? _________ How many years? ___________

How do you achieve balance in your life? ________________________________________________________________________________________________________________________________________________________________________

Number of hours you sleep each night_______

History of insomnia:  (  ) Yes  (  ) No

History of sleep apnea: (  ) Yes  (  ) No    CPAP or BiPAP

Have you ever received psychiatric services before?	  				
Outpatient Treatment: (  )Yes ( ) No
If yes, how long ago, with whom, what were you being treated for, and what medications were  prescribed_______________________________________________________________________________________________________________________________________________________________

Inpatient Hospitalization: ( ) Yes ( ) No
If yes, where were you treated, what dates were you admitted, how long was your stay, and why were you admitted? ________________________________________________________________________
____________________________________________________________________________________

Family Psychiatric History:
Has anyone in your family been diagnosed with or treated with medication for:
Bipolar Disorder	( ) Yes  ( ) No			Schizophrenia		  ( ) Yes ( ) No
Depression		( ) Yes  ( ) No			PTSD 			  ( ) Yes ( ) No
Anxiety		( ) Yes  ( ) No			Alcohol Abuse	   ( ) Yes ( ) No
Anger			( ) Yes  ( ) No			Other Substance Abuse  ( ) Yes ( ) No
Suicide 		( ) Yes  ( ) No			Violence		   ( ) Yes ( ) No	

Has any family member been treated with a psychiatric medication? ( ) Yes  ( ) No
If yes, who had the problem, what medications did they take, and how effective was their treatment?
________________________________________________________________________________
________________________________________________________________________________

Do you have any allergies (food, environmental, medicinal, animal, etc.) ____________________________________________________________________________________

Do you have any current or past medical issues, hospitalizations, accidents, injuries or surgeries? If yes, what? ____________________________________________________________________________________Is there anyone in your life that is currently dealing with a medical issue that you are concerned about?   If so, whom, for what? _________________________________________________________________
In the past year, have there been any changes in your life? (i.e.: moves, appetite, sleep, health, family, overall functioning)?  __________________________________________________________________

Past Psychiatric Medications:  If you have ever taken any of the following medications, please indicate the dates, dosage, and how helpful they were (if you cannot remember all details, write in what you remember)
			Dates				Dosage			Response/Side -Effects

Antidepressants 
Prozac(Fluoxetine) ___________________________________________________________________
Zoloft (Sertraline) ____________________________________________________________________
Luvox (Fluvoxamine) _________________________________________________________________
Paxil (Paroxetine) ____________________________________________________________________
Celexa (Citalopram) __________________________________________________________________
Lexapro (Escitalopram) ________________________________________________________________
Effexor (Venlafaxine) _________________________________________________________________
Cymbalta (Duloxetine) ________________________________________________________________
Wellibutrin (Bupropion) _______________________________________________________________
Remeron (Mitrazapine) ________________________________________________________________
Serzone (Nefaxodone) _________________________________________________________________
Anafranil (Clomipramine) ______________________________________________________________
Pamelor (Nortrptyline) ________________________________________________________________
Tofranil (Imipramine) _________________________________________________________________
Elavil (Amitriptyline) _________________________________________________________________
Mood Stabilizers
Tegretol (Carbamazepine) ______________________________________________________________
Lithium _____________________________________________________________________________
Depakote (Valproate) __________________________________________________________________
Lamictal (Lamotrigine) ________________________________________________________________
Topamax (Topiramate) ________________________________________________________________
Antipsychotics/Mood Stabilizers
Seroquel (Quetiapine) _________________________________________________________________
Zyprexa (Olanzepine) _________________________________________________________________
Geodon (Ziprasidone) _________________________________________________________________
Abilify (Aripiprazole) _________________________________________________________________
Clozaril (Clozapine) __________________________________________________________________
Haldol (Haloperidol) _________________________________________________________________
Prolixin (Fluphenazine) _______________________________________________________________
Risperdal (Risperidone) _______________________________________________________________


        				 Dates			Dosage			Response/Side-Effects
Sedative/Hypnotics
Ambien (Zolpidem) __________________________________________________________________
Sonata (Zaleplon) ____________________________________________________________________
Rozerem (Ramelton) _________________________________________________________________
Restoril (Temazepam) ________________________________________________________________
Desyrel (Trazodone)__________________________________________________________________
ADHD Medications
Adderall (Amphetamine) ______________________________________________________________
Concerta (Methylphenidate) ____________________________________________________________
Ritalin (Methylphenidate) ______________________________________________________________
Strattera (Atomoxetine) ________________________________________________________________
Anti-Anxiety Medications
Xanax (Alprazolam) ___________________________________________________________________
Ativan (Lorazepam) ___________________________________________________________________
Klonopin (Clonazepam)________________________________________________________________
Valium (Diazepam) ___________________________________________________________________
Tranxene (Clorazepate) ________________________________________________________________
Buspar (Buspirone) ___________________________________________________________________

List any other medications not listed above (over-the -counter & prescribed), nutritional or herbal supplements, or alternative treatments (acupuncture, chiropractic, etc.) you are taking/doing and the reasons: ___________________________________________________________________________________

Important Questions We Must Ask

Have you ever been treated for alcohol or drug use or abuse? ( ) Yes ( ) No
If yes, for which substances? ____________________________________________________________
If yes, when and where were you treated? __________________________________________________
How many days per week do you drink any alcohol? _____
How many drinks will you drink in one day? _____
In the past 3 months, what is the largest amount of drinks you have drank in one day? ______
In the past 3 months, have you used any street drugs? ( ) Yes ( ) No
If yes, which ones? ____________________________________________________________________
Have you ever abused prescription medication? ( ) Yes ( ) No
If yes, which ones and for how long? _____________________________________________________
Have you ever felt you should cut down on your drinking or drug use? ( ) Yes ( ) No
Have people annoyed you by criticizing your drinking or drug use? ( ) Yes ( ) No
Have you ever felt guilty for your drinking or drug use? ( ) Yes ( ) No
Have you ever had a drink or used drugs first thing in the morning to avoid withdrawals? ( ) Yes ( ) No


Have you ever had feelings or thoughts that you didn’t want to live? ( ) Yes ( ) No

If YES, please answer the following questions. If NO, please skip to the next section.

Do you currently feel that you don’t want to live? ( ) Yes ( ) No ________________________________
How often do you have these thoughts? ___________________________________________________
When was the last time you had thoughts of dying? __________________________________________
Has anything happened recently to make you feel this way? ___________________________________
On a scale of 1to10, (10 being the strongest) how strong is your desire to kill yourself currently? ______
Would anything make it better? __________________________________________________________
Have you ever thought about how you would kill yourself? ____________________________________
Is the method you would use readily available? _____________________________________________
Have you planned a time for this? ________________________________________________________
Is there anything that would stop you from killing yourself? ___________________________________
Do you feel hopeless and/or worthless? ___________________________________________________
Have you ever tried to kill or harm yourself before? __________________________________________
Have you ever felt like you wanted to seriously hurt or harm someone else? _______________________
Do you have weapons in your home or access to weapons? ____________________________________
If yes, who has access to them and what are the safety protocols around them?  
________________________________________________________________________________________________________________________________________________________________________

Is there any history past or present of abuse or violence? 			YES		NO
If so, please explain: ________________________________________________________________________________________________________________________________________________________________________

Have you ever witnessed or experienced a trauma?  Do you have reoccurring nightmares, flashbacks, or do you avoid anything that is uncomfortable or painful?  If so, please explain: ________________________________________________________________________________________________________________________________________________________________________

Do you have currently legal issues or is the reason you are seeking therapy related to a court order? If so, please explain? ________________________________________________________________________________________________________________________________________________________________________

Is the reason you are seeking therapy services substance related? ____________________________________________________________________________________
____________________________________________________________________________________




Check if you have ever tried the following:
				  Yes	     No		     If yes, how long and when did you last use?
Methamphetamine		   ( )           ( )		________________________________________	   Cocaine			   ( )           ( )               ________________________________________ 
Stimulants (Pills)		   ( )           ( )               ________________________________________
Heroin				   ( )           ( )               ________________________________________
LSD or Hallucinogens	               ( )           ( )               ________________________________________
Marijuana			   ( )           ( )               ________________________________________	
Pain Killers (not as prescribed)       ( )           ( )               ________________________________________
Methadone			   ( )           ( )               ________________________________________
Tranquilizer/Sleeping Pills        ( )           ( )               ________________________________________
Alcohol			   ( )           ( )               ________________________________________
Ecstasy                                       ( )           ( )               ________________________________________
Suboxone                                   ( )           ( )              _________________________________________
Other
 	 
Career/Job, Recreation and Leisure
Have you ever served in the military? ( ) Yes  ( )No  
 If so, what branch and when? __________________
Honorable discharge ( ) Yes  ( )No   If no, please explain _____________________________________

What is your current occupation?  How would you describe your fulfillment of your job/career? ________________________________________________________________________________________________________________________________________________________________________

What is your highest level of education completed and field of study? ________________________________________________________________________________________________________________________________________________________________________
What do you enjoy doing during your free/leisure time? ____________________________________________________________________________________ ____________________________________________________________________________________
Intimate Relationships

Have you had any prior marriages? ( ) Yes  ( ) No          If so, how many?________________________
If you are currently in a relationship, describe your relationship: ________________________________________________________________________________________________________________________________________________________________________
How would you describe your communication? ____________________________________________________________________________________
How would you describe intimacy in your relationship? ____________________________________________________________________________________________________________________________________________________________

* If you are in a relationship answer the following regarding your relationship:
1. Like ________________________________________________________________
2. Dislike ______________________________________________________________
3. Not enough of ________________________________________________________
4. Too much of __________________________________________________________
5. Ideal relationship ______________________________________________________

Understanding Your Family & Influences

* Space left for therapist to draw family tree (genogram)


Were you adopted? ( ) Yes  ( ) No
[bookmark: _30j0zll]When your mother was pregnant with you, were there any complications?  ( ) Yes ( ) No
If yes, please explain __________________________________________________________________

Parent’s marital status:
Married     Divorced     Never Married     Separated     Domestic Partners     Widowed

Please describe your relationship with your parents: ____________________________________________________________________________________
____________________________________________________________________________________
How would you describe your upbringing?  ________________________________________________________________________________________________________________________________________________________________________
Who lives with you currently? ________________________________________________________________________________________________________________________________________________________________________

Do you have any pets? If yes, names, types and relationship to each pet: ________________________________________________________________________________________________________________________________________________________________________

Describe your relationship with the following:
Mother: ____________________________________________________________________________________
Father: ____________________________________________________________________________________
Mother’s Significant Other: ____________________________________________________________________________________
Father’s Significant Other: ____________________________________________________________________________________ 
Siblings: Age, Name and Sex:

a. Sibling 1 ______________________________________________________________________________
b. Sibling 2 ______________________________________________________________________________
c. Sibling 3 ______________________________________________________________________________
Children: 
a. Child 1 ______________________________________________________________________________
b. Child 2 ______________________________________________________________________________
c. Child 3 ______________________________________________________________________________
Significant Other/Spouse: ___________________________________________________________________________________


Relationships
Describe your relationship with your friends: ________________________________________________________________________________________________________________________________________________________________________
Who would you say your support system is (people, organizations, or affiliations)? ________________________________________________________________________________________________________________________________________________________________________
Do you belong to any religious or spiritual groups? 				YES		NO
If yes, what is your level of involvement? ____________________________________________________________________________________

How do your religious or spiritual beliefs/practices influence your life? ________________________________________________________________________________________________________________________________________________________________________













Please list anything else that is important for us to know about you that would assist us in working with you to achieve your desired results: ________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
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