Client Information and Intake Sheet

Today’s Date _______________________

Name _______________________________________  Birth date ________________________

Address ______________________________________________________________________

Home phone _____________________________  Cell _________________________________  
Work phone______________  Message can be left at:  home  ____   cell  _____    work  _____

Marital status:  Single _____   Married _____  Separated _____ Divorced ____ Widowed______

What is your occupation and where do you work? ______________________________________
______________________________________________________________________________

In case of emergency, contact: _____________________________________________________




Relationship to you: ______________________________

Education:  Circle highest level completed: grade school  high school  AA  BA  MA  PhD other

Religious affiliation _____________________________________________________________

Have you previously had therapy/counseling?  Yes ____  No ____

If so, what type of counseling/therapy?  Individual ____  Couples ____  Family ____  Group ____

Dates __________________________  Was it helpful?  _________________________________
Health Information:

Please list all important conditions, illnesses, injuries, disabilities, or allergies you have had, and indicate if any are current:

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
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Date of last physical _________________   Results __________________________________________

Dr. __________________________________  phone ________________________________________

Current medications, including any herbal remedies:__________________________________________
How many hours of uninterrupted sleep do you get at night, usually?  ____________________________
How is your appetite?  _____________________

For new parents, is your baby fed with formula, breastfed, or both?  _____________________________
Were there complications with the pregnancy? ______________________________________________

____________________________________________________________________________________

Were there complications with the delivery or recovery? ______________________________________

____________________________________________________________________________________

Who do you have helping with the baby, and for how many hours per week? ______________________

____________________________________________________________________________________

How do you manage your stress?  ________________________________________________________ 
____________________________________________________________________________________

What happens when you get angry?  ______________________________________________________

____________________________________________________________________________________

Please describe the quantity and frequency of your use of the following:

Alcohol ____________________________________________________________________________

Caffeine ____________________________________________________________________________

Cigarettes ___________________________________________________________________________

Other substances _____________________________________________________________________
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Is there a family history of:

Alcoholism __________________________________________________________________________

Substance Abuse _____________________________________________________________________

Mental or emotional illness _____________________________________________________________

Prolonged physical illness ______________________________________________________________

Do you currently have any legal problems? _______________ Financial problems? ________________
Home Environment:

Who is living in your home? ____________________________________________________________

Names and ages of your child or children: _________________________________________________

Your family of origin:

You were raised by (please circle):    both parents    a single parent    other (who?)  _________________
Father’s occupation:  _____________________  Mother’s occupation:  __________________________
Please list the names of your brothers and sisters, and indicate where you are in the birth order:

Please briefly describe your reason for wanting counseling at this time:

What have you done to try to improve the situation or issue?

Is there any other information I didn’t ask that you feel that I should know?
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