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New Client Intake Form for Adults

Date_______________
Name_____________________________________
Address______________________________________________________________     
Cell Phone_______________________________
Alternative Phone_________________________

Emergency Contact:
Name_____________________________________
Address_______________________________________________________________________________________
Phone___________________________________

Current Marital/Relationship Status________________________________________________________________
Present Living Situation__________________________________________________________________________
_____________________________________________________________________________________________
Occupation_________________________________________________________________________________________________________________________________________________________________________________
Highest Level of Education__________________________________________________
Gender Assigned at Birth________________________________________
Preferred Gender______________________________________________
Sexual Orientation_____________________________________________
Referral Source________________________________________________
Reason for Seeking Therapy_____________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________ 
Previous Therapy Experience_____________________________________________________________________
_____________________________________________________________________________________________
Current Suicidal Thoughts (If yes, please describe)_____________________________________________________ _____________________________________________________________________________________________
_____________________________________________________________________________________________
Past Suicidal Thoughts/Attempts (If yes, please describe)_______________________________________________ _____________________________________________________________________________________________  _____________________________________________________________________________________________
Psychiatric Hospitalizations (date/facility/length of stay)________________________________________________ _____________________________________________________________________________________________
History of Childhood Abuse or Domestic Violence____________________________________________________       __________________________________________________________________________________________________________________________________________________________________________________________
Current Health Problems_________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________
Current Prescribed Medications/Dosage____________________________________________________________    _____________________________________________________________________________________________
_____________________________________________________________________________________________
Past Prescribed Medications/Dosage_______________________________________________________________   _____________________________________________________________________________________________ _____________________________________________________________________________________________ 
Current Alcohol/Substance Use____________________________________________________________________ _____________________________________________________________________________________________
Substance Abuse/Treatment History_______________________________________________________________ _____________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
Family history of Mental Health/Substance Abuse (how did it affect you?)_________________________________ _____________________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________                                  _____________________________________________________________________________________________
Previous Significant Relationships
Name________________________________ Time Together__________________
Relationship__________________________________________________________
Why did it end? How did it affect client/you?_________________________________________________________________________________________________________________________________________________________________________________

Name________________________________ Time Together__________________
Relationship__________________________________________________________
Why did it end? How did it affect client/you?____________________________________________________________________________________
_____________________________________________________________________________________________

Name________________________________ Time Together__________________
Relationship__________________________________________________________
Why did it end? How did it affect client/you?____________________________________________________________________________________
_____________________________________________________________________________________________

Name________________________________ Time Together__________________
Relationship__________________________________________________________
Why did it end? How did it affect client/you?____________________________________________________________________________________
_____________________________________________________________________________________________

Children/Stepchildren (names, ages, live with you, quality of relationship)_________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Any current or pending divorce/custody disputes, civil or criminal litigation?_____
If yes, please explain___________________________________________________

Please describe any other information about yourself that may be helpful in working toward your therapy goals:
 _____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________                                 
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