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Adult Intake Packet 

Today’s Date_____________

Name__________________________________________________________________________

Birth date __________________ Age___________________ Sex_____________ 
Form Completed by (if someone other than client)____________________________________________
Home Address _____________________________________________________________
                           _____________________________________________________________
Home Telephone ______________________________ Cell Phone _______________________________
Work Phone ________________________ E-mail address ______________________________________
Emergency Contact:__________________ Phone #:___________________________________________

Briefly state the presenting problem which brings you to therapy:________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently involved in any legal actions? If yes, please describe: ___________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
[bookmark: _GoBack]
Present Medical Status
Doctor’s/clinic name: __________________________________ Phone: __________________________

If you entered into therapy with me for psychological distress, may I tell your medical doctor so that he or she can be fully informed and we can coordinate your treatment? Yes_______ No______

Are you currently being treated for any illness? Yes_______ No_______ if yes, please describe: _____________________________________________________________________________________

Have you ever taken medications for psychiatric or emotional problems? Yes____ No____

List any prescription medication and dosage you are currently taking________________________________________________________

How would you rate your current physical health? (please circle)
	Poor          Unsatisfactory          Satisfactory          Good          Very Good

Please list any specific health problems you are currently experiencing:
_____________________________________________________________________________________


How would you rate your current sleep habits? (please circle):
	Poor          Unsatisfactory          Satisfactory          Good          Very Good

Please list any specific sleep problems you are currently experiencing:
_____________________________________________________________________________________

How many times per week do your generally exercise?________________________________________

What types of exercise do you participate in: ________________________________________________

Please list any difficulties you experience with your appetite or eating patterns _______________________________________________________________________________

Are your currently experiencing anxiety, panic attacks or have any phobias?
	Yes____   No____
If yes, please explain your experience in more detail __________________________________
____________________________________________________________________________________
____________________________________________________________________________________
If yes, when did you begin experiencing this? _______________________________________________

Are you currently experiencing overwhelming sadness, grief or depression?
	Yes____ No____
If yes, please explain your symptoms in more detail ___________________________________________
__________________________________________________________________________________________________________________________________________________________________________
If yes, for approximately how long? ________________________________________________________

Are you currently experiencing any chronic pain?
	Yes____ No____
If yes, please describe: __________________________________________________________________

Education and Employment
What is your highest level of education completed? ___________________________________________

What is/was your attitude towards school? _________________________________________________

Did your experience: 
Learning Problems ____________ Attention Problems___________ Behavior Problems______________

Current Occupation:____________________________________________________________________

Place of employment: ___________________________________________________________________

Any work related problems? Explain________________________________________________________
_____________________________________________________________________________________

What would your employers or supervisors say about you? _____________________________________
_____________________________________________________________________________________

Are you, or have you been in the military? If yes, please describe your experience: __________

Family
Have you been married or in a significant relationship before? Yes______ No______
If yes, what is your spouse/partner’s:
Name____________________________________________
Age______________________________________________
Occupation________________________________________

Do you have children? Yes_____ No _____
If yes, please list:            Name                            Age            Date of Birth                 Sex                       Grade
                              ___________________      ______       _____________      __________           ________ 
                              ___________________      ______       _____________      __________           ________
                              ___________________      ______       _____________      __________           ________
    
How do you get along with your present spouse or partner? __________________________________
___________________________________________________________________________________

Is there a history of any of the following in your family (immediate or extended)? If so, please describe.  Indicate the individual’s relationship to you.
□ Childhood behavior problem ___________________________________________________________
□ Insomnia/sleep problem _______________________________________________________________
□ Excessive sleeping ____________________________________________________________________
□ Trauma _____________________________________________________________________________
□ Unusual behavior ____________________________________________________________________
□ Drug or alcohol abuse _________________________________________________________________
□ Physical abuse _______________________________________________________________________
□ Sexual abuse ________________________________________________________________________
□ Mental illness/emotional problems ______________________________________________________
□ Eating disorders or obesity _____________________________________________________________
□ Incarceration ________________________________________________________________________
□ Suicidal behaviors/attempts ____________________________________________________________
□ Depression __________________________________________________________________________
□ Anxiety _____________________________________________________________________________
□ Violent behavior _____________________________________________________________________

Symptom Check List
Please place an “X” under the severity of each symptom you are experiencing.  Also, please indicate the duration of symptoms in terms of weeks, months or years (ie. 2 months)

	
	None
	Mild
	Moderate
	Severe
	For how long?

	Parent-child problems
	
	
	
	
	

	Academic failure
	
	
	
	
	

	Aggressive behavior
	
	
	
	
	

	Anger control issue
	
	
	
	
	

	Anxiety
	
	
	
	
	

	Appetite changes
	
	
	
	
	

	Binging/purging
	
	
	
	
	

	Bored easily
	
	
	
	
	

	Compulsive behavior
	
	
	
	
	

	Cruelty to Animals
	
	
	
	
	

	Depressed mood
	
	
	
	
	

	Destruction of property
	
	
	
	
	

	Difficulty getting up in the morning
	
	
	
	
	

	Difficulty going to sleep
	
	
	
	
	

	Difficulty staying asleep
	
	
	
	
	

	Dissociative episodes (loss of time)
	
	
	
	
	

	Easily distracted
	
	
	
	
	

	Enuresis (bed wetting)
	
	
	
	
	

	Encoprisis (soiling clothing)
	
	
	
	
	

	Excessive daydreaming
	
	
	
	
	

	Fearfulness
	
	
	
	
	

	Feelings of grief or loss
	
	
	
	
	

	Feelings of hopelessness
	
	
	
	
	

	Feelings of paranoia
	
	
	
	
	

	Feelings of powerlessness
	
	
	
	
	

	Fire setting
	
	
	
	
	

	Homicidal thoughts
	
	
	
	
	

	Hyper sexuality
	
	
	
	
	

	Hyperactivity
	
	
	
	
	

	Impulsivity
	
	
	
	
	

	Inattatention
	
	
	
	
	

	Intrusive (uncontrolled) thoughts
	
	
	
	
	

	Lack of organization
	
	
	
	
	

	Lawbreaking
	
	
	
	
	

	Lethargy
	
	
	
	
	

	Little or no remorse or guild
	
	
	
	
	

	Low energy
	
	
	
	
	

	Low self-esteem
	
	
	
	
	

	Lying
	
	
	
	
	

	Manipulative behavior
	
	
	
	
	

	Memory problems long term
	
	
	
	
	

	Memory problems short term
	
	
	
	
	

	Migraine headaches
	
	
	
	
	

	Mood elation (overly excited)
	
	
	
	
	

	Mood swings
	
	
	
	
	

	Motor or vocal tics
	
	
	
	
	

	Nightmares/ Night terrors
	
	
	
	
	

	Obsessive thoughts
	
	
	
	
	

	Often loses or misplaces things
	
	
	
	
	

	Oppositional (defiant) behavior
	
	
	
	
	

	Panic Disorder
	
	
	
	
	

	Post-traumatic stress disorder
	
	
	
	
	

	Racing thoughts
	
	
	
	
	

	Rages or explosive temper tantrums
	
	
	
	
	

	Rapid Cycling of moods (by hour, day, week)
	
	
	
	
	

	Restlessness/ fidgetiness
	
	
	
	
	

	Risk taking behavior
	
	
	
	
	

	Running away
	
	
	
	
	

	Self mutilating (cutting) behavior
	
	
	
	
	

	Separation anxiety
	
	
	
	
	

	Silliness, giddiness and goofiness
	
	
	
	
	

	Stealing
	
	
	
	
	

	Stresses
	
	
	
	
	

	Suicidal thoughts
	
	
	
	
	

	Victim or abuse (physical, sexual, verbal)
	
	
	
	
	

	Weight gain/weight loss (cycle)
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Interests and Accomplishments
Please describe your hobbies: _______________________________________________________
_____________________________________________________________________________________

Please describe your strengths: _____________________________________________________
_____________________________________________________________________________________

What are the goals that you hope to achieve through therapy?__________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Is there any other information you feel I should know about you and your family? __________________
__________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________



I acknowledge that to the best of my ability the information provided is accurate

_________________________________ _______________________________   _______________
              Name of Client				Signature of Client             	           Date	
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