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Intake Questionnaire

This questionnaire is to help me get an understanding of your experiences and situations, so that I help
you receive the best possible treatment. Feel free to leave any questions blank which do not apply or
which you prefer not to answer in this format. We will follow-up with you on many of these items.

Your Name: Today’s Date:

Please summarize your reason for seeking services at this time.

When did you first begin to experience or notice the above concerns you’re seeking help for?

On a scale of 1-10, where 1 is the least amount of concern/distress you have ever experienced, and 10 is
the absolute highest amount of concern/distress you have ever experienced, what number would you
assign for your level of distress in the last week?

EDUCATION:

What is the highest school degree you have earned? I:I Are you in school now? I:I

During school, did you receive any: [ Special education? [ ] Evaluation for a learning disability?
[] Tutoring? [ ] Alternative schooling?

[_] Disciplinary action?

WORK/VOCATIONAL HISTORY

What is your current occupation?

Current Employer:

How long have you been employed in your present position? |

Are you satisfied with your current job? [ ] Yes [ ] No

Since becoming an adult, how many different jobs have you held? |
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Have you had any periods of unemployment, which lasted four months or longer?[_]Yes[ |No

If yes, please describe circumstances briefly

Have you made any career changes?[ | Yes [ |No

If yes, what was/were your previous occupation(s)?

Any major changes in your current work situation during the past year? [ ] Yes [ |No

If yes, please describe:

MEDICAL HISTORY

Please list any medical conditions you have, the type of treatment you are receiving for each, and
your treating physicians.

Please list all medications you are currently taking, including dosages if you know them:

M edication Dosage Prescribed By

Please list all “over the counter” medications, sleep aids, vitamins, minerals, herbs and/or
dietary supplements you are currently using:

Agent Dosage Condition/Problem

Have you ever had major surgery? [ ] Yes [ ] No
Describe:
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Have you ever had a head injury which resulted in loss
of consciousness or which may have been associated with
a concussion or with problems in thinking, emotion or behavior? []Yes []No

Have you ever had an extremely high fever (greater than 103 degrees F)? [ ] Yes [ |No

Have you ever fainted or had a seizure? [] Yes []No

Do you have any medication allergies or sensitivities? [] Yes [INo
If yes, please specify:

Do you have any food or seasonal allergies or sensitivities? [] Yes [INo
If yes, please specify:

Do you regularly engage in physical exercise? [1Yes [] No
If yes, please describe:

Please list any other medical conditions or concerns:

Date of last medical examination: |

Name of Physician: Contact #:|

Would you like me to contact your doctor to coordinate your treatment with him/her: [ | Yes [ | No

PRIOR EXPERIENCE WITH PSYCHOLOGICAL TREATMENT

Have you been in counseling or psychotherapy previously? [ ] Yes [ ]No
If yes, please indicate when, and by whom:

Was your prior counseling/psychotherapy helpful? [] Yes [ ] No

Have you ever taken medications for psychological/psychiatric reasons? [ ] Yes [ ] No
If yes, please indicate when, and for what conditions/problems:

Have you ever been hospitalized for psychological/psychiatric reasons? [] Yes [] No
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Has anyone in your family (parents, grandparents, siblings,

children, other relatives) been diagnosed and/or treated for

psychological/psychiatric condition(s)? [ ] Yes [ ] No
If yes, please describe

CURRENT AND PAST USE OF ALCOHOL AND OTHER SUBSTANCES

If you currently drink alcohol, please describe the type of alcoholic beverages, the amounts, and the
frequency:

If you currently drink alcohol, how many days in the past year have you had 4, 5 or more drinks in
one day? |

If you have used, or currently use, any recreational drugs, please describe which ones and your
pattern(s) of use:

Have you ever tried to cut down on your use of alcohol or drugs? [] Yes []No
Has anyone gotten angry at you because of your alcohol or drug use? [ ] Yes [] No
Have you ever felt guilty or worried about your use of alcohol or drugs? [] Yes []No
Have you ever felt the need for an “eye-opener” in the morning? []Yes []No

Have you ever received outpatient alcohol and/or drug treatment
or detoxification services? [ Yes [ ] No

Have you ever received inpatient alcohol and/or drug treatment
or detoxification services? [1Yes [ No

Has anyone in your family had a problem with alcohol or drugs? [] Yes [] No

Please describe your past and current use of cigarettes and/or caffeine:

LEGAL ACTIONS/PROCEEDINGS ‘

Please check all legal actions or proceedings you have been a part of:

[ ] Arrests/assault [ ] Arrests/Other* [ ]DUI (how many?) D
[ ] Restraining/protective order(s) [ _|Child Protective Services [ ]Divorce/custody
[ ] Disability claim(s) [ ]*Other (describe)| |

Rev. 2025 -4 -




PERSONAL INFORMATION

Place of Birth: Where were you raised? |

Have you experienced a loss (death, divorce, or significant situational loss)
in the past 24 months? If yes, please describe: []Yes [ 1No

Did you experience any losses as above during childhood or adolescence? [ ] Yes [ ] No
If yes, please indicate whom, and your age at the time of loss:l:l

Have you relocated or changed jobs within the past 24 months? []Yes [ INo

How many siblings do you have, and what is your birth order among them?

Were you adopted or separated from your birth parents during childhood? [] Yes [ JNo
Were/are your parents divorced? [ ] Yes [ ]No

If yes, please indicate your age at the time of their separation: |:|

Please indicate your parents’ current ages, or their ages at the time of their deaths:

Mother’s occupation(s)/highest level of education:

Father’s occupation(s)/highest level of education:

Has religion or spirituality played an important role in your life? []Yes [] No
Has race, ethnicity or culture played an important role in your life? [1Yes [] No
Have you experienced physical, emotional or sexual trauma or abuse? []Yes [ No
If yes, is this something we can talk about more in person? []Yes [ No
Please check relationship status: [ ] Married? [ ] Separated?
[] Divorced? [] Widowed?

[ ] Committed Relationship?

Name of significant other: |Number of years together? I:I
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Please describe the quality of your relationship: [] Excellent [] Good

[] Needs Improvement [ ] Poor
[] Possibly ending relationship
Name: | Date: | |

Do you have children/stepchildren? [1Yes [INo
Names & Ages

What are some of the best (most positive) life experiences you have had?

What do you consider to be your strengths or talents?

What are some of the things for which you feel a sense of personal accomplishment/satisfaction?

How have you gotten through times of hardship or stress in the past?

What’s going right in your life right now?

Who, if anyone, can you count on now when you need them?

Who, if anyone, really “gets” you and understands how you think or feel or do things?

What is it like when you are in a satisfying relationship (with peers, colleagues, friends, family
members or loved ones)?

Please use the space below to provide any additional information that you think would be
important for me to know, including your goals for our work together.

Thank you for taking the time to complete this questionnaire.

Signature

Rev. 2025 -6-



	text_1vwyc: 
	text_2hrsp: 
	textarea_3denn: 
	textarea_4pcyw: 
	text_5jnqo: 
	text_6oqwj: 
	checkbox_7yla: Off
	checkbox_8cqtq: Off
	checkbox_9agh: Off
	checkbox_10hhiq: Off
	checkbox_11hfyq: Off
	text_12dbst: 
	text_13hxpr: 
	text_14ahh: 
	checkbox_15uiee: Off
	checkbox_16rvnw: Off
	text_17dcrp: 
	checkbox_18wbbv: Off
	checkbox_19wfeg: Off
	text_20ofst: 
	checkbox_21ej: Off
	checkbox_22xdgq: Off
	textarea_23tbbc: 
	checkbox_24tjox: Off
	checkbox_25jawg: Off
	text_26llkl: 
	textarea_27duag: 
	textarea_28xvzr: 
	textarea_29eug: 
	textarea_30uth: 
	textarea_31dyja: 
	textarea_32adv: 
	textarea_33xmrg: 
	checkbox_34jlih: Off
	checkbox_35lhnm: Off
	textarea_36qciy: 
	checkbox_37jiol: Off
	checkbox_38ovhy: Off
	checkbox_39nxjl: Off
	checkbox_40dvit: Off
	checkbox_41mmfd: Off
	checkbox_42gdks: Off
	checkbox_43lxdc: Off
	checkbox_44gbgu: Off
	checkbox_45gxui: Off
	checkbox_46bjnk: Off
	textarea_47wxhs: 
	checkbox_48gzxj: Off
	checkbox_49vzuq: Off
	textarea_50uykt: 
	textarea_51blho: 
	textarea_52hqnr: 
	text_53usww: 
	text_54ajmx: 
	text_55hkxo: 
	checkbox_56jqua: Off
	checkbox_57j: Off
	checkbox_58of: Off
	checkbox_59fwuh: Off
	textarea_60thww: 
	checkbox_61lyo: Off
	checkbox_62tzbb: Off
	checkbox_63faqw: Off
	checkbox_64orlm: Off
	checkbox_65vo: Off
	checkbox_66ufbb: Off
	textarea_67kbrt: 
	checkbox_68hntk: Off
	checkbox_69iirv: Off
	textarea_70shdz: 
	textarea_71dwqr: 
	text_72utdo: 
	textarea_73lfih: 
	checkbox_74aqci: Off
	checkbox_75iavf: Off
	checkbox_76qkff: Off
	checkbox_77tsws: Off
	checkbox_78nrvp: Off
	checkbox_79gbdl: Off
	checkbox_80cdbp: Off
	checkbox_81jrbi: Off
	checkbox_82osdm: Off
	checkbox_83kzhr: Off
	checkbox_84ontc: Off
	checkbox_85jxmz: Off
	checkbox_86lhkc: Off
	checkbox_87ajdo: Off
	textarea_88xoly: 
	checkbox_89yg: Off
	checkbox_90nla: Off
	checkbox_91clep: Off
	checkbox_92fgxr: Off
	checkbox_93imom: Off
	checkbox_94zsfb: Off
	checkbox_95cflo: Off
	checkbox_96eltx: Off
	text_97swac: 
	DUI: [0]
	text_99fejr: 
	text_100ubhc: 
	checkbox_101xbxo: Off
	checkbox_102byoc: Off
	textarea_103hpnh: 
	checkbox_104kur: Off
	checkbox_105bdlj: Off
	checkbox_106nqzd: Off
	checkbox_107opej: Off
	text_108xfcw: 
	checkbox_109ksig: Off
	checkbox_110sgma: Off
	textarea_111ymav: 
	checkbox_112oknn: Off
	checkbox_113qtsf: Off
	text_114fyzh: 
	textarea_115rzeb: 
	text_116upjo: 
	text_117wtcv: 
	checkbox_118iqak: Off
	checkbox_119ceaf: Off
	checkbox_120ypp: Off
	checkbox_121xltj: Off
	checkbox_122eve: Off
	checkbox_123vosg: Off
	checkbox_124bpkb: Off
	checkbox_125imvl: Off
	checkbox_126aoby: Off
	checkbox_127gyse: Off
	checkbox_128jslk: Off
	checkbox_129uy: Off
	checkbox_130mt: Off
	text_131piri: 
	text_132xkks: 
	checkbox_133jdmy: Off
	checkbox_134tswg: Off
	checkbox_135duoh: Off
	checkbox_136yxxx: Off
	checkbox_137nwnl: Off
	text_138vmnw: 
	text_139atil: 
	checkbox_140nkec: Off
	checkbox_141ixms: Off
	textarea_142nmsp: 
	textarea_143ywpo: 
	textarea_144ttyx: 
	textarea_145lstw: 
	textarea_146cofy: 
	textarea_147bdkm: 
	textarea_148cmuc: 
	textarea_149kwko: 
	textarea_150xeop: 
	textarea_151siyt: 
	text_152ubrx: 


