Intake Questionnaire

The information asked for below is to help your counselor better understand you and your life circumstances.  Please fill out this form as completely as you can.  This confidential information will not be released without your written permission.

Today’s Date:  ______________________

Name:  _____________________________________________________________________________________
		First				Middle					Last
Address:  ___________________________________________________________________________________

Phone Numbers:  (h) ________________________(w) _______________________ (c) ____________________

Birth Date:  ____________________  Age:  __________   Social Security Number:  _______________________

Occupation:  ___________________________________Employer:  ____________________________________

Employer Address:  ___________________________________________________________________________

Relationship Status (check one):
Never married	Married		Partner’s Name: ______________________________________
Separated		Divorced		Children:  Names / Ages
Widowed		Domestic 		____________________________________________________
			        Partnership	____________________________________________________
						____________________________________________________

Physician:  ______________________________________  Phone Number:  _____________________________
May I contact this person?  Yes     No      (If yes, please sign an authorization form.)

Referring Person:  __________________________________  Phone Number:  ___________________________
May I contact this person?  	Yes	No      (If yes, please sign an authorization form.)

Have you had previous counseling or psychotherapy?   Yes   No    
With whom? _______________________________________________ When?___________________________
May I contact this person?  Yes      No      (If yes, please sign an authorization form.)

Are you presently seeing another therapist?  Yes   No    Who?  _____________________________________
May I contact this person?  Yes      No      (If yes, please sign an authorization form.)

Current Needs / Concerns:  State in your own words the concerns you bring with you. ___________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

							poor	fair	average      good   excellent
Presently I believe my physical condition is: 	 		
Presently I believe my emotional condition is:           		
Presently I believe my spiritual condition is:			



Check the items that describe or relate to the concerns listed above:
Loss, grief, bereavement			Relaxation				Relationship with:	
Fear					Self-doubt             			Significant other
Depression					Anger/temper			Parents
Anxiety					Suicidal thoughts/feelings		Children
Nervousness				Insecurity/inferiority		Superiors
Vocational direction			Alcohol use			
Too much/too little energy    		My thoughts			Loss of:
Sexual concerns				Loneliness		       		Hope
Infidelity of self				Stress				Meaning
Impotency					Religious doubts/fears		    Self-respect
Sexual identity                  			Spiritual issues		
Illness of self				Illness of relative			Loss of faith in:
Fantasies					Same sex attraction			Others
Misunderstandings				Unhappiness			Self    
Sleeplessness				Troubled dreams			God 
Insomnia					Tearfulness			
     Drug use                  			     Fatigue				Abuse:
     Headaches                	  		     Shyness		 		    Verbal
     Decision-making    			     Finances	 			    Physical	
     Over- or under-eating	  		     Legal matters			    Sexual	
     Self-control				     Memory/concentration           	    Emotional
Other (specify) ___________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________

Lifestyle:  
	Yes	No
· 		Do you exercise regularly (3-4 times per week for 15-20 minutes)?
· 		Do you eat 3 meals a day?
· 		Do you eat nutritious meals?
· 		Do you wear a seat belt when driving?
· 		Do you wear a seat belt when riding?
· 		Do you have close friends in whom you confide?
· 		Are you able to relax when you want to?
· 		Have you been hospitalized for physical and/or emotional problems?
			If yes, date:  _________________  Hospital:  ___________________________________
			Attending physician:  ______________________________________________________
When was your last physical exam?  _____________________By whom?  _______________________________

Marriage / Significant Relationship Information:
Present relationship:
Partner Name:_________________________________  Age:  ________  Occupation:  _____________________
Address (if different):  ______________________________________________   Phone:  ___________________
Business Address:  _________________________________________________   Phone:  __________________
Partner’s Education (in years):  __________   How long have you been in this relationship? _________________ 
Date of Marriage: ______________ Ages when married/entered into relationship: Husband ______ Wife ______
How long did you know each other before marrying and/or committed to each other? _______________________
Children of this relationship:	Name			Age		Gender		Now lives with you?
				_________________________________________________________________
				_________________________________________________________________
				_________________________________________________________________
				_________________________________________________________________


Legal action taken:		Divorce filed by:	 You   Spouse   Date:   ______________
				Separation filed by:	 You   Spouse       Date:   ______________						Who is living at home     You   Spouse

Previous Relationship:
Partner Name:  _______________________________________ Occupation: _____________________________
Ages when married/entered into relationship:  Husband  ______Wife  _______ Date of marriage: _____________
Reason for termination:    Death       Divorce     Date of termination:  ________________________________
Length of relationship:  ____________    Legal action by:  You     Spouse
Children of this relationship:	Name			Age		Gender		Now lives with you?
				_________________________________________________________________
				_________________________________________________________________
				_________________________________________________________________
				_________________________________________________________________

Prior Relationship:  (prior to relationship listed as Previous Relationship)
Partner Name:  _______________________________________ Occupation:  ____________________________
Age when married/entered into relationship: Husband _______ Wife ______ Date of marriage: ______________
Reason for termination:    Death Divorce Date of termination:  _____________________________
Length of relationship:  _________     Legal action by:  You      Spouse
Children of this relationship:	Name			Age		Gender		Now lives with you?
				_________________________________________________________________
				_________________________________________________________________
				_________________________________________________________________
				_________________________________________________________________

Household Information
1.  Who lives at your address?	Name				Age	Gender		Relationship
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________

2.  Are there members of your family or household who have a drinking or drug problem?  
Yes   No   Describe:  ________________________________________________________________
_____________________________________________________________________________________

3. Are you satisfied with your present living conditions?  Yes    No    Describe: ___________________
_____________________________________________________________________________________
	_____________________________________________________________________________________

Family of Origin Information
1.  Who raised you?  ______________________________________________________________________

2. Biological Parents					
Father:  _____________________________________________	
Name					
Living? ____Age ____Date of Death _________Divorced? _____at your age of _____Remarried?  _____

Mother:  ____________________________________________
				Name
Living? ____ Age ____ Date of Death _______Divorced?  _____ at your age of _____Remarried?  _____


3. Adoptive Parents
Father:  _____________________________________________	
Name					
Living? ____Age _____ Date of Death _______Divorced?  _____at your age of _____Remarried?  _____

Mother:  ____________________________________________
				Name
Living? ____Age _____ Date of Death _______Divorced?  _____ at your age of ____Remarried?  _____

4. Other Parents
Stepfather:  __________________________________________	
Name					
Living? ____Age _____ Date of Death _______Married mother at your age of ________

Stepmother:  _________________________________________	
Name					
Living? _____ Age _____ Date of Death ___________ Married father at your age of _________

Describe any children who joined your family at these times:  ___________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

5.  Brothers and Sisters  (list by birth order)
Name					Gender		Age Now	Deceased?	Date of Death
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6.  Do you recall any particular problems you had as a child?  _____________________________________
_____________________________________________________________________________________

7. Do any members of your family suffer from depression, ulcers, colitis, drug abuse, alcohol problems, asthma, chronic headaches, high blood pressure, etc.?  Please describe: ___________________________
_____________________________________________________________________________________
	_____________________________________________________________________________________

Education Information
1.  What is the highest academic level you have achieved? ____________________________________________
2.  How would you rate yourself as a student? ______________________________________________________
3.  Describe any problems you encountered during your educational experience:   __________________________
___________________________________________________________________________________________
4. Describe any vocational or specialized training received:  ___________________________________________
___________________________________________________________________________________________
5. How do you feel about your educational achievements? ____________________________________________

Legal Information 
1.  Have you ever had any legal problems in any of these areas?   Driving offenses   Family  
 Fights   Financial  Substances  Other _______________________________________________
2.  In the past two years have you been convicted of an offense?  Yes    No         If yes, please explain: _____________________________________________________________________________________
3.  Are you now in any of these legal situations?   Divorce proceedings   Childcare/ custody action 
 Civil proceedings   Probation   Parole   Other ________________________________________
4. Do you anticipate that any of these concerns will interfere in your progress here? Yes   No
If yes, in what ways? ___________________________________________________________________

Occupation Information
1. What is your usual occupation? ___________________________________________________________
2. How many times have you changed jobs in the past three years? _________________________________
3. Over the last five years, has your personal income: increased   decreased   stayed the same   
4. Any other supplemental income?  inheritance  alimony child support  other  ________________  second job (employer: _______________________________________)
5. List employment history beginning with current or most recent job.  If you are a student, consider school your present employer.
Where Employed		 Type of Work		How Long	Reason for Leaving
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Describe your military service, if any (dates, branch, discharge status, etc.):
__________________________________________________________________________________________________________________________________________________________________________
Did you experience combat?  Yes   No

7. Does your employer know you are here?   		Yes     No

8. Are you satisfied with your present employment?   	Yes     No

Religion Information
1. Did you attend a church or synagogue in childhood?   Yes  No  Which one?____________________

2. Do you attend now?  Yes   No   Where? _________________________________________________

3. Other houses of worship you have attended: _________________________________________________
_____________________________________________________________________________________

4. Do you believe in God or another spiritual leader or belief?_____________________________________

5. How important is your religion to you? _____________________________________________________

6. What are your basic religious beliefs, problems, and needs?

Beliefs: ______________________________________________________________________________
_____________________________________________________________________________________
Problems: ____________________________________________________________________________
_____________________________________________________________________________________
Needs: _______________________________________________________________________________
_____________________________________________________________________________________

Recreation Information
1.  Describe the types of leisure activities you enjoyed when growing up: ____________________________
_____________________________________________________________________________________

2. As a child, with whom did you spend your spare time?  ________________________________________
_____________________________________________________________________________________

3. Did you participate in community/recreational activities?  Yes     No    
Describe:  ____________________________________________________________________________

4. Describe the following current activities:
Spare time: ___________________________________________________________________________
Typical weekday: ______________________________________________________________________
Typical weekend: ______________________________________________________________________

Physical Health
If you’ve experienced any of the following, put the applicable letter in the blank: “R” for Regularly and “S” for Sometimes.

___Nervousness			___Grinding of teeth			___Chest pains
___Headaches				___Clenching of jaw			___Skin problems
___Exhaustion				___Chronic pain			___Colds/flu
___Persistent cough			___Allergies				___Sexual difficulties
___Muscle tension/cramps		___Indigestion				___Overweight
___Sleeping difficulties			___Nausea				___Underweight
___Loss of appetite			___Diarrhea				___Heart racing
___Exaggeration of appetite		___Drug dependence			___Sinus congestion
___Cold hands/feet			___Shortness of breath			___Colitis
___High blood pressure (___/___)	___Migraine headaches			___Other

Have you seen a physician in the last five years?   Yes   No   For what reason?  ________________________
___________________________________________________________________________________________

Do you have any chronic illnesses?  Yes   No     Describe:  ________________________________________
___________________________________________________________________________________________

Medications:
	Prescriptions: _________________________________________________________________________
	_____________________________________________________________________________________
	Over the counter:  ______________________________________________________________________
	_____________________________________________________________________________________

Mood-altering Chemical Use
Age Now:  _________	Frequency Code:  1 = daily  2 = weekly  
3 = monthly  4 = occasionally  5 = never
Age first used		Age last used					Frequency (use code above)
___________		__________			Alcohol			________
___________		__________			Tranquilizers		________
___________		__________			Sleeping pills		________
___________		__________			Diet/Pep pills		________
___________		__________			Speed			________
___________		__________			Cocaine		________
___________		__________			Narcotics		________
___________		__________			Street drugs		________
___________		__________			Marijuana		________
___________		__________			Hallucinogens		________
___________		__________			Inhalants		________
___________		__________			Tobacco		________
___________		__________			Caffeine		________
___________		__________			Other: _________	________
							



Very Dissatisfied                           Very Satisfied

1. How satisfied are you with your financial status 		1	2	3	4	5           6
over the last year?

2. Whether or not you are a wage earner, how satisfied	1	2	3	4	5	6
are you with your current occupational status or
conditions?

3. How satisfied are you with your current 			1	2	3	4	5	6	
educational level?

4. How satisfied are you with the way you	spend		1	2	3	4	5	6
your recreational or leisure time?

5. How satisfied are you with the importance of		1	2	3	4	5	6
religion in your life?

6. How satisfied are you with your frequency of		1	2	3	4	5	6
sexual activity over the last few months?

7. How satisfied are you with your sexual partner(s)	1	2	3	4	5	6
 in the last few months?

8. How satisfied are you with your alcohol use?		1	2	3	4	5	6

9. How satisfied are you with your non-prescription	1	2	3	4	5	6
drugs?

10. How satisfied are you with your ability to stand up	1	2	3	4	5	6
for your thoughts and ideas with other people, such
   	as at work, with family members, friends, and
acquaintances?

11. How satisfied are you with your ability to let other	1	2	3	4	5	6	
people know your feelings or emotions, such as
sadness, anger, or affection?

12. How satisfied are you with your ability to make		1	2	3	4	5	6
friends?



13. Do you have a current, active, significant 			Yes		No
relationship with a spouse, girlfriend, or boyfriend?

14. If you answered Yes to question 13, how		1	2	3	4	5	6
satisfied are you with that relationship?

15. How satisfied are you with your current	living		1	2	3	4	5	6	
situation?

16. How satisfied are you with your current marital		1	2	3	4	5	6	
status, whether married, single, divorced,
 	separated, or widowed?

`					           Constantly  Almost always  Frequently  Sometimes  Rarely  Never
17. In the last few months, how often 		1	2	       	3	            4           5        6
have you had difficulty with sleeping?        

18. In the last few months, how often have you 	1        	2               	3                	4           5        6
felt unusually fatigued or tired?        

19. In the last few months, how often have you	1         	2               	3                	4           5        6
felt yourself discouraged or depressed?

20. In the last few months, how often have you	1	2               	3                	4          	5        6 had difficulty making decisions?

21. How frequently does your temper create     	1        	2              	 3                	4          	5         6
problems for you or others?

22. In the last few months, have you had thoughts of				Yes		No 
wanting to hurt or injure yourself or others?

23. In the last few months, have you had thoughts	            			Yes		No
of dying or ending your life?

24. Have you ever attempted to harm yourself or to end			Yes		No
your life?

25. In the last few months, have you taken an overdose of drugs?		Yes		No

26. In the last few months, have you been crying more than usual?		Yes		No

27. In the last few months, have you had episodes of panic or fear?		Yes		No

28. Are there any problems of concern to you that were not			Yes		No
mentioned in this questionnaire?  If so, what are they?
_____________________________________________________________________________________
_____________________________________________________________________________________
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