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Client Intake Form

Today’s date:______________________
Name:__________________________________________________________________ Address:________________________________________________________________ Home Phone: (_____)___________________ May I leave a message? ____yes _____no Cell/Other Phone: (_____)_______________ May I leave a message? _____yes _____no E-mail: ___________________________________ May I email you? _____yes _____no 
*Please note: E-mail correspondence is not considered to be a confidential medium of communication.
Nationality:___________________________ Religion:____________________________
 Date of Birth: _____________ Age: ________ Marital Status: ______________________
Occupation: ____________________________Referred by?_______________________ 
 Number of years married/committed to current partner:_________________________
Previous marriage(s)/commitment(s) and their length:  ___________________________
________________________________________________________________________
Names/Ages of Children: ___________________________________________________ Emergency Contact: Name: _________________________________________________
Phone:____________________________ Relationship to you:_____________________ 
Areas of Concern:
What issues caused you to seek treatment? Please describe:_______________________ ________________________________________________________________________________________________________________________________________________
What are your goals with regard to treatment? Please describe: ____________________ ________________________________________________________________________________________________________________________________________________ 
Do you have any concerns/fears with regard to treatment? Please describe: __________ ________________________________________________________________________________________________________________________________________________ 
Mental Health/General Health Information:
Have you previously received any type of mental health services (psychotherapy, marital, psychiatric services, etc.)? ______yes ______no  
If yes, previous therapist: ___________________________________________________ 
If yes, when/how long/and focus of treatment:__________________________________
________________________________________________________________________ 
Are you currently taking any prescription medication: _____yes _____no 
If yes, please list medication/dosage: _________________________________________
________________________________________________________________________
Have you ever been prescribed psychiatric medication: _____yes _____no 
If yes, please list medication, dosage and dates: _________________________________
________________________________________________________________________
How would you rate your current physical health? (please circle) 
Very Good 	   Good            Satisfactory 	    Unsatisfactory 	   Poor 
Please list any current health problems or significant health history:_________________
________________________________________________________________________________________________________________________________________________
Please list any specific sleep problems you are currently experiencing: _______________
________________________________________________________________________ 
How many times per week do you exercise? ____________________________________ 
What types of exercise do you participate in? __________________________________ 
Please list any difficulties you experience with your appetite or eating patterns: ________________________________________________________________________ 
Are you currently experiencing overwhelming sadness, grief or depression? __yes___no 
If yes, for approximately how long? ___________________________________________ 
Are you currently experiencing anxiety, panic attacks or have any phobias?___yes___no 
If yes, explain_____________________________________________________________ 
Are you currently experiencing any chronic pain? ______yes ______no 
If yes, describe:___________________________________________________________ 
Do you drink alcohol? _____yes _____no      How much/what per week: _____________ 
How often do you engage in recreational drug use and what type: __________________
________________________________________________________________________
What significant life changes or stressful events have you experienced recently? ________________________________________________________________________ ________________________________________________________________________
________________________________________________________________________ 
Please describe your spiritual identity/orientation:_______________________________ 
Please describe your interests/hobbies:________________________________________
________________________________________________________________________ 

Are you experiencing stress or lack of enjoyment with your current employment?
Please describe: __________________________________________________________
________________________________________________________________________ 
What would you or others describe as your strengths?____________________________ ________________________________________________________________________ What would you or others describe as your weaknesses?__________________________ ________________________________________________________________________ 
Are you currently in a romantic relationship? ______yes ______no 
On a scale of 1-10, how would you rate your relationship?_______ your sex life_______ 
If you are in a relationship, describe yourself at your worst/most stressed:____________

Describe your partner at his/her worst/most stressed: ___________________________
________________________________________________________________________________________________________________________________________________
In the section below identify if you or family members have a history of any of the following: 
        Self	    Partner	 Family Member (father, etc.) 
Addiction (sex, food, etc.)          ________     ___________       _____________________
Anger			                ________     ___________      _____________________
Anxiety 		                ________     ___________      _____________________
Depression 		                ________     ___________      _____________________
Domestic Violence 	                ________      ___________      ____________________
Eating Disorder/Obesity 	   ________      ___________      ____________________
Obsessive Compulsive Behavior ________      ___________       ___________________
        Self	     Partner	            Family Member
Schizophrenia 			   ________      ___________       ____________________
Sexual Abuse			   ________      ___________       ____________________
Substance Abuse  	                ________      ___________       ____________________
Suicide Attempts		   ________      ___________       ____________________
Workaholism                                ________      ____________     ____________________
Family of Origin History:
Father:
Name:__________________________________ Age: _____ Living:_____ yes ______ no
Occupation: _____________________________________________________________ 
Religion:________________________ Nationality: ______________________________
Write 3 positive and 3 negative adjectives to describe your father:
___________________			__________________
___________________			__________________
___________________			__________________
Mother:
Name:__________________________________ Age: _____ Living:_____ yes ______ no
Occupation: _____________________________________________________________ 
Religion:________________________ Nationality: ______________________________
Write 3 positive and 3 negative adjectives to describe your mother: 
___________________			___________________
___________________			___________________
___________________			____________________

Describe parent’s relationship dynamic (i.e., respectful, loving, contentious, etc.): ________________________________________________________________________
________________________________________________________________________ 
Describe any divorce or step-parent/blended-family situation in your family of origin: 
________________________________________________________________________

List the names and ages of your siblings. Describe current relationship with each: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
In your childhood were you ever subjected to verbal, physical, emotional, sexual abuse? 
________________________________________________________________________

Please feel free to include any other information you believe is relevant to your treatment: 
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