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INTAKE FORM 
 

Please take the time to fill this out carefully.  Fill all items out as completely as possible. 

 

Identifying Information 

 

Name __________________________________________________________________ 

 

Address   

 

 

 

Telephone #1    __________________________  May I leave a message?    Y            N 

 

Telephone #2    __________________________      May I leave a message?    Y            N 

 

Social Security Number   ____________________________________ 

 

Date of Birth     ____________________________________ 

 

From whom did you learn of me?  ____________________________________ 

 

May I thank this person for this referral? ____________________________________ 

 

Emergency contact information 

 

Name and relationship to you _______________________________________________ 

 

Telephone   ________________________________________________ 

 

Vocation 

 

Current occupation _______________________________          Full-time   or   Part-time 

 

Are you currently in school? N Y    Where?________________________________ 

 

Are you an undergraduate or graduate student? (circle)  

 

Full-Time or Part-Time? (circle)  What is your GPA? ___________________ 

 

What is your major/department/degree program?  _______________________________ 

 

Current Needs and Treatment History 

Why are you seeking services at this time? 
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How long have you been concerned about the situation that brings you to therapy now? 

 

__ <1 month __ 1-3 months  __ 3-6 months  __ 6-12 months  __ 1-2 years __ >2 years 

 

Do you have any specific goals for therapy? 

 

 

 

 

 

How much counseling or psychotherapy have you had? 

 

__ None __ <1 month __ 1-3 months __ 3-6 months __ 6-12 months __ More than 1 year 

 

Are you now or have you ever considered ending your own life?          Y          N 

 

If the answer is Yes to the previous question, please further explain details surrounding 

these related thoughts and feelings.___________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

 

Marital/Partnership Status 

 

Do you find yourself sexually attracted to men, women, or both genders?    M      W      B 

 

What is your relationship status? (circle one)  

 

Single Married  Living in a committed relationship  

 

Separated  Divorced/Divorcing Widowed Partnered 

 

Do you have children?   N      Y    What are their ages? ___________________________ 

 

Family History 

 

How do you describe your ethnic identity? _____________________________________ 

 

How do you describe and/or practice your spiritual orientation? 

 

 

Are your parent(s)/caregiver(s) living?              Y           N   

If not, how old were you when they died? ______________________________________ 
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Are your parents currently in a relationship?                                                         Y          N 

If not, how old were you when their relationship ended?  __________________________ 

 

Do you have siblings?  N     Y   If so, what are their ages? _________________________ 

 

Do you believe you experienced verbal or emotional abuse in your childhood?  Y          N 

 

As a child or adult, have you ever had an unwanted sexual experience?              Y          N 

 

Medical History 

 

Are you currently taking any psychiatric medications (e.g., antidepressants)?   Y          N 

 

 If so, what are the names and dosages of these medications? 

 

 __________________________________________________________________ 

 

 From whom did you receive this prescription and when? 

 

__________________________________________________________________ 

 

 Are you currently seeing a psychiatrist?             Y            N 

  

 Please list name and contact information for the psychiatrist you are seeing. 

  

__________________________________________________________________ 

 

Please list all the psychiatric medications you have taken in the past: 

 

 

 

Have you ever been hospitalized for psychiatric reasons?          Y           N  

   

How would you describe your physical health? 

 

 

 

 

By signing below, I agree that I am responsible for full payment of all co-pays 

and/or session fees at the time of service (using cash or check). If I cancel a session 

without providing a 48-hour notice, I understand that I will be charged and be 

responsible for paying a full session fee for that cancellation.  

 

 

_____________________________________________  __________________ 

Client Signature             Date 
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Confidentiality 
  

The law protects the privacy of all communications between a client and a psychologist.  

This means that all of our exchanges—with a few specific exceptions—are kept 

confidential and private. In most cases, I can only release information about your 

treatment to others if you sign a written authorization form. 

 

There are some situations in which I am required to disclose information without your 

consent. Although these situations are unusual in my practice, I want you to know that I 

am legally obligated to take action to protect the client and others from harm, even if this 

means revealing some information about a client’s treatment.  These situations include: 

 

 If I have reason to believe that a child has been/is being abused, the law required 

that I file a report with the appropriate governmental agency. Once a report is 

filed, I may be required to provide additional information. 

 If I have reasonable cause to believe that a disabled adult or elder is being abused, 

neglected, or exploited, I must report this to the appropriate agency. Once a report 

is filed, I may be required to provide additional information. 

 If I determine that a client presents a serious danger of violence to himself/herself 

or to another person, I am required to take protective actions.  These actions 

might include notifying the potential victim, contacting the police, and/or seeking 

hospitalization for the client.   

 

If any of these situations arise, although I am not legally obligated to do so, I will make 

an effort to discuss the disclosure with you before taking any action and I will limit my 

disclosure to what is necessary.  Once the information is released, the use of information 

in such circumstances is beyond the control of this office.   

 

Client Rights 

 

In addition to confidentiality, as spelled out above, you have the right to question any 

aspect of treatment.  You can expect that, if you request a referral to another therapist for 

alternative treatment, you will receive a referral.  You have the right to end your therapy 

at any time for your own reasons, without any moral, legal, or financial obligation except 

for fees already incurred.   

 

I understand and agree to these policies, and I have received a copy of this policy 

statement. 

 

 

Client’s Signature: _____________________________________________________ 

 

 

Date:  __________________ 


