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Intake Form for Individuals
Date: ________________
Name: __________________

Social Security #_____________________
Address: __________________________
Phone: _______________________
Alternative Phone: ______________

Employer: 
Occupation/Position: 

Primary Insurance: 

Secondary Insurance: 

Group Name and #:   

Name of insured, if different than above:

DOB of insured if different than above:

Active credit card information to have on file: (this will only be used for unpaid outstanding balance and missed appointments, per contract) 

Name of card

# of card

Security code

Zip code of billing address

Expiration date:

Reason for seeking therapy at this time: 
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Goals for therapy: 

__________________________________________________________________
__________________________________________________________________

Referral Source, how did you know about this service:

__________________________________________________________________
Medical History
Name of your Primary Care Physician: _____________________________

Name of Medical Practice: _______________________________________
Address of Medical Practice: _____________________________________
Office Phone: ______________

Office Fax:  _______________

Do you have any major medical conditions you are currently being treated for, please list if any: 
___________________________

___________________________

___________________________

___________________________
Do you have any major medical conditions you have had in the past, please list if any: 

___________________________

___________________________

___________________________

___________________________

List any medications or supplements you are currently taking:

	Name of medication
	Dosage
	Frequency
	Condition treated by this medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Emotional and Mental Health History

Have you had past experience with mental health treatment? 

Yes _______  
        No _______
If Yes, when and for how long ____________________________________________________​__________
Name of therapist:_______________________________________________
Do you feel you benefited from that experience? Yes ______
No _____
Describe current family or living situation? 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Self and Family History: Please check any of the following condition that may apply to you or your biological relatives. If you checked any for your self, please answer the sections bellow the chart.
	Self
	Others
	Condition:
	Self
	Others
	

	
	
	Mood Swings
	
	
	Hyperactivity (ADHD or ADD) 

	
	
	Panic Attacks
	
	
	Psychosis and/or Schizophrenia

	
	
	Anxiety
	
	
	Tic Disorder

	
	
	Depression
	
	
	Seizures

	
	
	Bipolar Disorder
	
	
	Alcohol Problems

	
	
	Obsessive Compulsive 
	
	
	Drug Problems

	
	
	Self Harm
	
	
	Legal issues 

	
	
	Completed Suicide
	
	
	Neglect

	
	
	Attempted Suicide
	
	
	Abuse (emotional, physical or sexual)

	
	
	Other:
	
	
	


Substance Use History for yourself:
How often do you drink alcohol? ______________________________________________________

Do you use recreational drugs – such as Ecstasy, Pot, Cocaine, etc.?

Yes      No

If so, how much and how often? ______________________________________________________

______________________________________________________

Domestic Violence History

Have you ever been in a relationship where you were subjected or inflicted violence on others? 

Yes  _______        No ________

If yes, when ____________________________________________

What else would you like me to know about you that would be important to know? ______________________________________________________

______________________________________________________
Emergency Contact: 

Name: _______________________
Phone:_____________________________
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