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INTAKE FORM – ADULT VERSION 
Iden�fying Data Date: _____________________ 

Name:  _________________________________________ __________DOB:_______________________ 
Address:______________________________________________________________________________
_____________________________________________________________________________________ 
Phone #: home__________________________________Cell:___________________________________ 
Email: _________________________________________ Social Security #:________________________ 
Occupa�on: ____________________________________ Work #: _______________________________ 

Emergency Contacts 

Name:  _____________________________________Rela�onship to you:_________________________ 
Address:______________________________________________________________________________
_____________________________________________________________________________________ 
Phone #: home________________________________Work:____________________________________ 
Cell: __________________________________ Email: _________________________________________  

Addi�onal Informa�on 

How were you referred to us:_____________________________________________________________ 
Any current or poten�al legal involvement in your situa�on?______ if yes, what are the names of the law 
firms involved?_________________________________________________________________________ 
_____________________________________________________________________________________ 
What goals/issues/concerns have resulted in your seeking therapy at this �me? 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
What do you hope to gain from therapy: ____________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Household members, age, and their rela�onship to you: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Other very important people in your life – name and rela�onship to you: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
What are your rela�onships with your family like? ____________________________________________ 
_____________________________________________________________________________________ 
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_____________________________________________________________________________________ 
Please describe any current or recent stressors you have been dealing with: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Medical/Psychiatric/Substance Abuse History: 
 
Medical Doctors Name & Phone #: ________________________________________________________ 
Psychiatrist’s Name and Phone #: __________________________________________________________ 
Current Medical Problems: _______________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
Medica�ons you are taking (including psych/medical meds): ____________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
Medica�on Allergies:____________________________________________________________________ 
_____________________________________________________________________________________ 
Please list any significant past medical problems, injuries, surgeries, or medical hospitaliza�ons you had 
with dates: ___________________________________________________________________________ 
_____________________________________________________________________________________ 
Any previous history, if any, of psychotherapy (i.e., school, or religious counselor, individual or family 
counseling, patrial hospitaliza�on program, inpa�ent treatment? ________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Please list the names/phone #’s, loca�ons of any previous treaters, as best as you can recall: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
How much alcohol do you drink and how o�en: ______________________________________________ 
What drugs (i.e., marijuana, cocaine, heroin, acid, ecstasy, inhalants, etc.), if any, so you use, how much 
and how o�en: ________________________________________________________________________ 
_____________________________________________________________________________________ 
Any history of abusing prescrip�on medica�ons or over the counter medica�ons? If yes, please describe: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Please list any history of substance abuse treatment (outpa�ent or impa�ent detox, rehab, 12-step 
programs etc.): ________________________________________________________________________ 
_____________________________________________________________________________________ 
Have you ever made any suicide atempts or suicidal gestures (if so, describe the atempt(s), date(s) and 
any medical/psychiatric treatment received a�erwards): _______________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
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Have you ever inten�onally injured yourself but without suicidal intent—i.e., cu�ng, burning, or 
scratching yourself, head banging, etc.? (If so, please describe what happened, when, and any treatment 
received): ____________________________________________________________________________ 
_____________________________________________________________________________________ 
Have you ever experienced any sexual, physical, or emo�onal abuse or neglect? (If yes, please describe to 
the extent that you feel comfortable doing so): ______________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Have you ever physically harmed or threatened to harm anyone?  - if yes, please give details, dates  and 
any repercussions from this:______________________________________________________________ 
_____________________________________________________________________________________ 
Have you ever done any property damage (i.e., punched holes in walls, broken furniture, thrown things, 
and broken them, kicked down doors, etc.)—if yes, please give details: ___________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Please list any current/past legal problems (including history of arrests, jail, deten�on, DWI’s, restraining 
orders) with approximate dates: __________________________________________________________ 
_____________________________________________________________________________________ 
 
Please check all that apply to you or are issues for you now or have been in the past: 

____sleep problems ____ appe�te problem ____ memory problems 
____ concentra�on difficul�es ____ short aten�on span ____ impulsive behavior 
____ shopli�ing ____ spending sprees ____ speeding 
____ unsafe sex ____ promiscuous sex ____ pros�tu�on  
____ physical disability ____ developmental disability ____ fire-se�ng 
____ anorexia ____  bulimia ____ overea�ng 
____ suicidal idea�on ____ suicide atempts ____ domes�c violence 
____ vic�m of physical abuse ____ alcohol problem ____ drug problem 
____ vic�m of rape/sexual abuse ____ seeing things others do not ____ perpetrator of sexual/physical abuse 
____ hearing things that others do not ____ anger issues ____ severe loss/grief 
____ fears that others are trying to harm me/are following me/saying bad things about me 
____ recent weight change (describe): _________________________________________________________________ 
____ vision difficulty (describe): ______________________________________________________________________ 
____ hearing difficulty (describe): _____________________________________________________________________ 
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Family History: 
Please check below if anyone in your immediate or extended family has experienced the following: 

____ Developmental disability ______________________________________________ 
____ Physical disability ______________________________________________ 
____ Depression ______________________________________________ 
____ Bipolar Disorder/Manic Depression ______________________________________________ 
____ Anxiety ______________________________________________ 
____ Psychosis/Schizophrenia ______________________________________________ 
____ Suicide atempts ______________________________________________ 
____ Completed suicide ______________________________________________ 
____ Alcohol addic�on ______________________________________________ 
____ Drug addic�on ______________________________________________ 
____ Learning difficul�es ______________________________________________ 
____ Aten�on problems ______________________________________________ 
____ Aten�on deficit disorder ______________________________________________ 
____ Physical Abuse ______________________________________________ 
____ Sexual Abuse ______________________________________________ 
____ Ea�ng disorders ______________________________________________ 

 
Other Per�nent Informa�on: 
 
Religious Affilia�on?: ___________________________________________________________________ 
What role, if any, does religion or spirituality play in your life? ___________________________________ 
_____________________________________________________________________________________ 
Ac�vi�es/Interests/Groups: ______________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
What are your strengths? _______________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Please add any other informa�on you feel is important for me to know: ___________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Thank you! 
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