CROSSWAY COUNSELING
ADULT CLIENT INTAKE

Name ______________________________________________  Date ______________
               First		       Middle		Last	           

[bookmark: _GoBack]Address ______________________________________City _____________________ State ________   Zip Code ___________                        DOB_____________________   

Phone# (main)_____________________Phone#(work or alternate)_________________ 
May we contact you and leave a voicemail on the phone #s listed?      Yes   No

Marital Status _______________   Employer___________________________________
Occupation_____________________________________________________________

Primary Insured’s Full Name _______________________________ DOB ___________
Relationship to client ___________________ Employer__________________________
Insurance Company __________________ Group# _____________________________
Contract/Policy # ________________________________________________________

Secondary Insurance Company______________________Secondary Group#________
Secondary Ins. Contract/Policy#_____________________________________________
Secondary Insured’s Full Name_____________________________ DOB____________
Employer___________________ Relationship to client__________________________

Person to contact in case of Emergency ______________________________________
Relationship to client _________________  Phone #  ___________________________ 

Who referred you to Crossway Counseling today _______________________________

Church attendance: Yes  No  Where? ________________________________________

List the members of your family and all others in your home:
Name			            Age			            Relationship







Has there been any counseling for self and/or anyone else in your family in the past?  Circle one:  Yes     No
If you answered yes:

Who?			   When?			       Where & Therapist Name?



Please list any dates and places of psychiatric hospitalizations: ______________________________________________________________________

Have any major changes of any kind occurred in your family in the last five years? (moves, changes in family composition, marital status, income, disability, careers, etc.) 


 

List any significant health problems for which you are currently receiving treatment: 


Who is your Primary Physician?_____________________________________________                                 Please list any medications that you are taking, dosage, frequency, and the prescriber:

Medication			Dosage/Frequency			Prescriber







Briefly describe your reason(s) for seeking help today and what you hope to gain or to change by coming: _______________________________________________________
____________________________________________________________________________________________________________________________________________

Please circle any of the following problems that pertain to you. What DATE did these problems start: __________________________________________________________

Anxiety		  Depression		   Fear		              Intrusive Thoughts
Health problems	  Sexual problems	   Work		              Traumatic Event
Legal Matters		  Pre-Marital		   Anger/Temper	   Grief
Finances                       Marriage                      Self Control		   Relaxation	          Lack of Ambition           Divorce                        Stress                         Parenting
Making decisions  	  Infertility                       Eating Disorder           Infidelity 
Inferiority feelings	 Children		   Insomnia                     Stomach Troubles
Alcohol Overuse          Homicidal thoughts	   Migraines                    Loneliness
Drug Use		 Suicidal thoughts	   Fatigue	               Attention/Focus
Education              	 Memory	               Nightmares                 Unhappiness
Career Choices     Other:__________________________________________________	

