[bookmark: _GoBack]ADULT INTAKE FORM
Please fill in all requested information to the best of your knowledge.

Today’s Date:____________
GENERAL INFORMATION
Name:_________________________________________________________________________________
Mailing Address:________________________________________________________________________
Physical Address:________________________________________________________________________
Home phone:______________________________     Work --phone:_______________________________
Which phone number is best for us to call you?________________________________________________
Is it okay to leave a message?				Yes___________	 No____________
Date of Birth:__________________________		Gender:   female______  male_____
Nearest family member or friend to contact in case of emergency:
Name:________________________________________Relationship to you:________________________
Telephone:___________________________   Address:_________________________________________
FAMILY INFORMATION
Current Relationship Status:
Cohabitating_______	   Divorced________	   Married________ 	   Remarried_______  Separated________	Single________   	Widowed_____
OCCUPATION
What do you do for work?_________________________________________________________________
MEDICAL INFORMATION
Please fill in the following information as it pertains to you and your immediate family:
Any serious current or past medical conditions?	Yes______	No_______
If yes, please explain _____________________________________________________________________
______________________________________________________________________________________
Current Medications:_____________________________________________________________________
______________________________________________________________________________________
Who prescribed your medications:__________________________________________________________
MENTAL HEALTH INFORMATION
For what struggles are you seeking therapy at this time?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently in therapy or counseling elsewhere?     	Yes_____	No______
Have you had previous therapy or counseling?		Yes_____	No______

Have you or has anyone in your family ever been diagnosed with a mental illness? Yes_____    No______
If yes, please explain_____________________________________________________________________
______________________________________________________________________________________

How many times a week do you drink alcohol?	0   1   2   3   4   5   6   7
How many drinks do you have per time?		0   1   2   3   4    5  6   7+
What do you drink?	Wine_____	Beer______	Liquor______

Do you use recreational drugs or controlled substances?   Yes______	No_______
If yes, please indicate which drugs you use: Amphetamines_______cocaine________heroin________ hallucinogens________marijuana_______	barbiturates________ inhalants_______	
How frequently do you use?_______________________________________________________________

Has anyone complained about your alchohol or drug use?  Yes______	No_______

For the following list, please rate the level of distress for any areas which apply to you, using a
scale of 1 – 4:
	1-minor 		2-moderate		3-considerable		4-major

______depression					______suicidal thoughts
______anxiety						______suicidal action
______health problems					______physical abuse
______eating disorder					______sexual abuse
______sexual problems					______communication problems
______sleep problems					______relationship problems
______job related problems				______parent/child conflict
______financial concerns					______parental loss of control
______legal problems					______sibling problems
______caring for elders					______alcohol/drug use
______caring for terminally ill or 				______compulsive behavior
           disabled loved one					______domestic violence
______death of a loved one				______self-esteem
______other:_________________________________________________________________________________________________________________________________________________________________

What inspires you?______________________________________________________________________
What do you think about the most?_________________________________________________________
What do you spend your money on the most?_________________________________________________
What do you like to talk to others about?_____________________________________________________
What do you dream about for your life?______________________________________________________
What areas of your life are you most organized in?_____________________________________________
What in your life takes little or no motivation to do?____________________________________________
