Client Intake and Information Form

Name: 








Date: 




Who may I thank for referring you?  








Relationship and/or Martial Status: (Check all that apply to you now):








Opposite Sex Relationship:



Same Sex Relationship:


 Single






 Single


 Committed Relationship



 Committed Relationship


 Married





 Dissolved Relationship


 Dissolved Relationship




 Partner Died


 Separated


 Divorced


 Widowed/Partner Died

Spouse/Partner Information:
How many times have you been married or been in a committed relationship? 



What was the length of time for each of these relationships? 





If you are married or in a committed relationship:


What is your Spouse’s/Partner’s Name? 







How long have you been together? 








Do you live together? 

 Yes   

 No

Is your Spouse/Partner supportive of your desire to participate in psychotherapy? 


Does your spouse:



 Earn an income?      How?  









 Abuse alcohol or drugs or have any chemical addictions?  Who? 





 Have a history of psychiatric treatment? Who 






If you are no longer married or in a committed relationship, when did you break up and why?

Childhood and Family Information (Past):
How would you describe your family during the time you were growing up?


 Distant  
 Argumentative  
 Not Close  
 Close 

 Other

Were your parents separated or divorced? 

  Yes  

 No

Were you an only child?  

  Yes  

 No


If not, what was your birth order amongst your siblings? 



How many children were in your family while you were growing up? 



As far as you know, were you a “planned” child?  

  Yes  

 No


How did this affect you? 








How many times did your family move before you reached the age of 18? 





How did this affect you? 








To whom in your family did you feel closest while growing up? 






Describe: 






















In your opinion, did any of your family or immediate relatives have an alcohol or drug problem?


 Yes  

 No – If yes, describe how this affected you: 
















In you opinion, did any of your family or immediate relatives have a problem with controlling anger or with violent and/or abusive behavior? 

 Yes 

 No


If yes, describe how this affected you: 



















In your opinion, did any of your family or immediate relatives have other significant problems including, but not limited to any of the following: (explain)


Chronic Medical Illness: 









Disability: 











Severe Mental Illness: 










Suicide or Suicide Attempt(s): 









Criminal History: 










Severe Trauma: 










Other: 











Describe any major losses and/or deaths you experienced before age 18: 



Describe your feelings and impressions about your childhood: 


















Family Information (Present)
Who else do you live with? 









Do you have any children? 

 Yes  

 No


If yes, describe your relationship: 








Names and Ages: 










Describe your feelings, impressions, hopes, and disappointments about your family now: 


























Religion/Spirituality:
Religious/Spiritual Affiliation: 









Religious/Spiritual Heritage: 









Educational History: 
Highest year of education completed: 

 Major Course of Study: 




Are you currently enrolled in any educational program? 

 Yes  

 No

Have you ever withdrawn from or dropped a course of study? 

 Yes  

 No


If yes, explain: 










What are your educational goals?  

















Employment History:
Are you employed? 

 Yes 

 No

Present or most recent employer: 









 Full time  

 Part time  

 Temporary 

 Self-Employed

What is your position or the kind of work you do? 






Do you enjoy what you do most of the time? 







How long have you worked in this position? 







Personal Background and History:
Any history of previous psychotherapy? 

 Yes 

 No


If yes, describe your reasons for terminating therapy and/or changing therapists: 














Any history of Substance Abuse? 

  Yes  

 No
Explain: 














Any history of Psychiatric Treatment? 

  Yes  

 No
Explain: 














Any history of  Physical Abuse? 

  Yes  

 No
Explain: 















Any history of  Incest or Sexual Abuse? 

  Yes  

 No
Explain: 














Any history of  Rape? 

  Yes  

 No
Explain: 
















Any history of Spouse/Partner Abuse? 

  Yes  

 No
Explain: 















Any history of Criminal Activity? 

  Yes  

 No
Explain: 















Any history of Major loss or death? 

  Yes  

 No
Explain: 














Do you take any prescription  medications? 

  Yes  

 No
Explain: 













Do you currently use alcohol?  

 Yes  

 No


How often? 


  Is it a problem for you? 
 Yes 

 No

Have you ever had any serious accidents or head injuries? 
 Yes  

 No

Do you have any medical conditions? 

 Yes  

 No     Explain: 















Therapeutic Assessment and Goals:
What are your reasons for seeking psychotherapy? 


















What are the goals you would like to reach? 



















What are some of the qualities that you like about yourself? 

















What do you like to do (interests and hobbies)? 



















What childhood events do you feel contributed to who you are now? 
















What events in your adult life do you feel contributed to who you are now? 















Please describe your sleeping patterns and eating habits: 
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