
INTAKE INFORMATION & CLIENT HISTORY




DATE: __________________

IDENTIFYING INFORMATION
Name: _________________________________________________________________ 

Address: ____________________________________________ Phone (C) __________ 

____________________________________________________ Phone (W) _________

Age: ____  Sex: ___  Marital Status: __________    Occupation:____________________

Email address:  _________________________________________________________

PRESENTING PROBLEM (Description of Symptoms)
_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

How does this problem interfere with your daily life & functioning?  ________________

_______________________________________________________________________ 

How often do you experience the problem?  ____________________________________

How long has it existed?  __________________________________________________ 

_______________________________________________________________________

identify any pattern of events that surround this problem? __________________

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

When and/or with whom does it occur?  _______________________________________ 

_______________________________________________________________________

What brought you here today?   _____________________________________________ 

_______________________________________________________________________

Secondary complaints: ____________________________________________________ 

CURRENT LIFE SETTING
What is your typical week like? _____________________________________________

_______________________________________________________________________

Structure of your day: _____________________________________________________

What do you consider your strengths and your coping mechanisms? _________________

_______________________________________________________________________ 

Social Activities & Support:  ________________________________________________

Religious/Cultural Affiliations & Support: _____________________________________ 

Recreational interests: _____________________________________________________

Vocational Situation:  _____________________________________________________ 

Current Health, Including Medications You Are Taking Now (Name, Dosage, Date of initial prescription):  

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________ 

Allergies/adverse reactions to pharmaceuticals and other substances:

_______________________________________________________________________

_______________________________________________________________________ 

Physician: ______________________________________________________________

Other Medical Caregiver:  _________________________________________________ 

TEST RESULTS/ PRIOR REPORTS
_______________________________________________________________________ 

_______________________________________________________________________ 

MENTAL STATUS EVALUATION
Affect: _________________________________________________________________ 

Speech: ________________________________________________________________

Mood: _________________________________________________________________ 

Thought Content: _________________________________________________________ 

Judgment: ______________________________________________________________

Insight: _________________________________________________________________ 

Attention: _______________________________________________________________ 

Concentration: ___________________________________________________________

Memory: _______________________________________________________________ 

Impulse Control: _________________________________________________________

CULTURAL ORIENTATION
Race: _________________________________________________________________ 

Religion: _______________________________________________________________

Ethnicity: ______________________________________________________________ 

Sexual Orientation: _______________________________________________________ 

Level of Education:  ______________________________________________________

Socio-economic Level: ____________________________________________________ 

FAMILY HISTORY
Mother’s Age, Occupation, Personality Description: _____________________________

_______________________________________________________________________ 

Father’s Age, Occupation, Personality Description: _____________________________

_______________________________________________________________________ 

How do (did) they relate to each other?  _______________________________________

Do you have brothers and sisters? ____________________________________________ 

Is there any instance of mental disturbance or substance abuse in your family?  ________

_______________________________________________________________________ 

Is there any history of suicide in your family? __________________________________ 

How many times have you moved?  __________________________________________ 

PERSONAL HISTORY
Medical/ Mental Health History: _____________________________________________

_______________________________________________________________________

Prescription Drugs You’ve Taken in the Past: __________________________________

_______________________________________________________________________

Educational History: ______________________________________________________ 

Marital History: __________________________________________________________

Sexual History: __________________________________________________________ 

Other Relationships: ______________________________________________________ 

Vocational History:  ______________________________________________________

Counseling History: _______________________________________________________

Military History: _________________________________________________________ 

Legal History:  ___________________________________________________________

Alcohol and Drug Use History: ______________________________________________ 

Cigarette History: ________________________________________________________

GOALS
Personal Short and Long Term: ______________________________________________ 

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________


