
Intake 

Name__________________________________________  Date_____________  

Age_________ DOB______________ Marital Status__________ 

Address:_______________________________________________________________________ 

Home Phone_________________________  Cell Phone_____________________ 

Previous counseling/psychiatric 
history:________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Presenting 
problem:_______________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_____________________________________________________________________________ 

Family 
history:________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Spouse/partner:________________________________________________________________ 

Parents:_______________________________________________________________________ 

Siblings:_______________________________________________________________________ 

Children:______________________________________________________________________ 

Other significant relationships:_____________________________________________________ 

Medical History:________________________________________________________________ 

RX or OTC medications___________________________________________________________ 

Alcohol or Drug use______________________________________________________________ 

Education level_________________ 

Employment:___________________________________________________________________ 
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