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CONFIDENTIAL CLIENT INTAKE FORM

GENERAL INFORMATION:

Name:________________________________________________________________Date:______________

Address:_________________________________________________________________________________

City:________________________________________________State:_________________Zip___________

PHONE#’ s: (circle best # to use if you have a preference)    


Home:_____________________Work:__________________________Cell:__________________________


Please DO NOT contact me at:             Home               Work                 Cell

Sex:  _____M    ______F     Date of Birth:________________Age__________

Employer:______________________________________________________________________________


Occupation/Title:______________________________level of satisfaction with work? ______________

Hrs per week:________Years at job______Highest level of education completed:__________

What is your spiritual orientation? _______________________________________________________

_______________________________________________________________________________________

How did you hear about Annapolis Counseling Center?__________________________________

________________________________________________________________________________________

RELATIONAL INFORMATION :

Marital Status:  

_____Single   ____Engaged   _____Married   _____Separated   _____Divorced  _____Widowed

If engaged, married, divorced or widowed, how long have you been so?____________

Number of previous marriages for you? ____________________for your spouse?____________

Name of Spouse?________________________________________________Spouse’s age:_______________

Spouses Occupation?_________________________________________

Please provide a brief description of your spouse (e.g., angry, controlling, outgoing, supportive): 

____________________________________________________________________________________

Please list your children, including step, adopted, and foster children (use the back of sheet if needed:)

	NAME
	SEX
	AGE/YEAR OF DEATH
	Relationship to you
	LIVING WITH WHOM?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FAMILY OF ORIGIN:

Please list your mother, father, brothers, sisters, ex-husband/ex-wife, step-family and/or relatives or friends who had a significant effect upon your life (either positive or negative)

	NAME
	SEX
	AGE/YEAR OF DEATH
	Relationship to you
	DESCRIBE HIM/HER

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please identify any of the following you experienced in your family:

       

       Physical Abuse               Emotional Abuse            Sexual Abuse             Abortions

       Gambling 
                Religious upbringing               Major losses              Multiple marriage
Please describe the kind of family you grew up in:
  

____________________________________________________________________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________

COUNSELING HISTORY:

If you have had any previous counseling, psychiatric treatment, substance abuse treatment or residential/inpatient care, please list the name of  the therapists and/or programs (use back of sheet if needed)-

Name of  Therapist/Program:
 
Issues Addressed

Dates in Treatment

___________________________________________________________________________________________

_________________________________________________________________________________________________________________

Has anyone in your family been treated or hospitalized for substance abuse, mental health issues or psychiatric conditions?             YES             NO       


If yes, please describe_____________________________________________________________________

Have any of your family or friends ever attempted or committed suicide?    YES      NO 


If yes, who and when?____________________________________________________________________

MEDICAL HISTORY:

Name and town of current physician: ______________________________________________________
__

Date and Outcome of last physical exam:_________________________________________________________

Please list any conditions, illnesses or surgeries that might be relevant to your reason for seeking counseling: 

__________________________________________________________________________________________

Please list current medications you are taking even if use is seldom or as needed (use back if needed)

	NAME OF MEDICATION
	       DOSAGE
	REASON FOR MEDICATION

	
	
	

	
	
	

	
	
	

	
	
	


PRESENT ISSUES AND GOALS:

Please describe why you are coming to counseling (symptoms, concerns, issues, problems, how long, etc…)

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Circle any of the following symptoms/problems that you are currently experiencing or have recently experienced:

STRESS


GRIEF

VERBAL ABUSE

IMPULSIVE BEHAVIOR

ANXIETY

CHRONIC PAIN

FEARS

SEXUAL ABUSE

SEXUAL PROBLEMS

CONTROLLING

LONELINESS

DEPRESSION
SEXUAL ADDICTION
OBSESSIVE THOUGHTS

PANIC

INDECISIVENESS
SHYNESS
POOR CONCENTRATION   GENDER IDENTITY

BAD DREAMS

FATIGUE

ANGER

LOW SELF-ESTEEM
     HEARING VOICES
        LOSS OF APPETITE

AGGRESSION

APATHY
RELATIONSHIP ISSUES
RACING THOUGHTS

SLEEP ISSUES

EATING PROBLEMS
ALCOHOL USE
PHYSICAL ABUSE
UNWANTED MEMORIES
         FEELING WORTHLESS

FINANCIAL ISSUES
DRUG USE
EMOTIONAL ABUSE
LOSS OF CONTROL
PREGNANCY/ABORTION




WORK ISSUES

LOSS

RECENT DEATH

CAREER CHOICES
CONTROLLED BY OTHERS

_______________________________________________________________________________________________________________________

Please place an X on the scale to indicate how distressing your problems are to you.

{_______________________________________________________________________________________________}

very little stress



moderate (medium) level of stress



extreme stress

Are you experiencing any suicidal thoughts?  YES      NO

Have you experienced suicidal thoughts or attempted suicide in the past?  YES    NO

Are you currently experiencing any violent or homicidal thoughts?       YES    NO 

____________________________________________________________________________________ 



Clients signature








Date

