
 

 INTAKE INFORMATION FORM 

Thank you for taking this step toward your mental and emotional well-being. Our goal is to provide 
care that is both compassionate and effective, grounded in evidence-based practices that support 
long-term health and growth. This intake form helps us learn more about you so we can better 
understand your needs, your goals, and how to best support your care. There are no “right” or “wrong” 
answers — only information that helps us provide the most helpful experience possible. 

Basic Information: 
Name: __________________________________________ 	 Date: _________________ 
Gender:  ▢ Male  ▢ Female		 Date of Birth: __________________ 	 Age: ___________ 

Form completed by (if someone other than client): ________________________________ 

Relationship Status: (More than one answer may apply) 

Education: Level of education completed 

Military: 
Military experience?  ▢ Yes   ▢ No                              Combat experience? ▢ Yes   ▢ No 

Legal: 
Are you involved in any criminal proceedings or litigation at the present time? ▢  Yes  ▢  No 

Are you presently on probation or parole? ▢  Yes  ▢  No 

▢ Single ▢ Divorce in Process ▢ Unmarried/Living Together

▢ Legally Married ▢ Separated ▢ Divorced 

▢ Widowed ▢ Annulment Total Number of Marriages: _____

▢ GED ▢ Associates ▢ Doctorate

▢ High School ▢ Bachelor’s ▢ Other:

▢ Some College ▢ Master’s ___________________
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Family Information: 

Family History: 
Does anyone in your family have a history of anxiety, depression, or other mental health 
problems? 	 ▢ Yes    ▢ No  

Have any of your family members or significant others had counseling or treatment? 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Medical/Physical Health History: (Please check all that apply) 

List any other relevant information: _____________________________________________________ 

List any recent health or physical changes: ______________________________________________ 

Relationship Name Age Living Living with you

Mother _____________________________ ________ ▢ Yes ▢ No ▢ Yes ▢ No

Father _____________________________ ________ ▢ Yes ▢ No ▢ Yes ▢ No

Spouse _____________________________ ________ ▢ Yes ▢ No ▢ Yes ▢ No

Child (1) _____________________________ ________ ▢ Yes ▢ No ▢ Yes ▢ No

Child (2) _____________________________ ________ ▢ Yes ▢ No ▢ Yes ▢ No

Child (3) _____________________________ ________ ▢ Yes ▢ No ▢ Yes ▢ No

Child (4) _____________________________ ________ ▢ Yes ▢ No ▢ Yes ▢ No

▢ AIDS ▢ Diabetes ▢ Neurological Disorder

▢ Alcoholism ▢ Drug Abuse ▢ Sexual Problems

▢ Abortion ▢ Epilepsy ▢ Sleeping Disorder 

▢ Anemia ▢ Eating Problems ▢ Stomach aches/vomiting

▢ Bladder Control ▢ Fatigue ▢ STD’s 

▢ Cancer ▢ Hepatitis ▢ Thyroid Problems 

▢  Covid side effects ▢ Headaches/Migraines ▢ Other: _________________

▢ Chronic Pain ▢ High Blood Pressure 

▢ Dizziness ▢ Learning Disabilities
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Medications (include prescribed and over the counter): 

Alcohol and Drug History: 
Do you drink alcohol?  ▢ Yes   ▢ No  

If yes, how often and in what quantity: _________________________________________________ 

Have you used/abused drugs, alcohol or controlled substances?    ▢ Yes   ▢ No 

If yes, please explain: _________________________________________________ 

Does/has someone in your family have/had a problem with drugs or alcohol?    ▢ Yes   ▢ No 

If yes, please describe: _________________________________________________ 

Have you had withdrawal symptoms when trying to stop using drugs or alcohol? ▢ Yes  ▢ No 

If yes, please describe: _________________________________________________ 

Have drugs or alcohol created a problem for your job/relationship?    ▢ Yes   ▢ No 

If yes, please describe: _________________________________________________ 

Involvement with Self-help Groups (e.g., AA, Al-Anon, NA)? ▢ Yes   ▢ No 

Suicidal Ideation: 
Suicidal Thoughts/ Attempts     ▢ Yes   ▢ No 

Previous Counseling: Please tell us about any prior counseling and/or treatment history:

Name Dose Length of Time Purpose Side Effects

_______________________ _________ ___________ ____________ _______________

_______________________ _________ ___________ ____________ _______________

_______________________ _________ ___________ ____________ _______________

_______________________ _________ ___________ ____________ _______________

Date Location Treatment / Diagnosis

_______________ __________________ _____________________________________________________

_______________ __________________ _____________________________________________________

_______________ __________________ _____________________________________________________

_______________ __________________ _____________________________________________________
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Primary reason(s) for seeking services (Please check all that apply): 

Behavioral History: 
Please check behaviors and symptoms that are problematic for you: 

Briefly discuss how the above symptoms impact your ability to function: ___________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

▢ ADHD ▢ Eating Disorder ▢ Relationship

▢ Addictive Behaviors ▢ Family ▢ Sleeping Problems

▢ Alcohol/Drugs ▢ Fear/Phobias ▢ Sexual Concerns

▢ Anger Management ▢ Job ▢ Other (Please Describe:)

▢ Anxiety ▢ Marital Problems __________________________

▢ Coping ▢ Medical/Health Problems

▢ Depression ▢ Mental Confusion

▢ Divorce ▢ Parenting

▢ ADD/ADHD ▢ Fatigue/Low Energy ▢ Self Harm 

▢ Anger ▢ Gambling ▢ Suicidal Thoughts 

▢ Alcohol Dependence ▢ Hallucinations ▢ Sleep Difficulties

▢ Anxiety ▢ Hopelessness ▢ Spending Problems

▢ Avoiding People ▢ Impulsivity ▢ Panic Attacks 

▢ Chest Tightness/Pain ▢ Irritability ▢ Phobia/Fear

▢ Depression ▢ Judgment errors ▢ Pornography

▢ Disorientation ▢ Loneliness ▢ Sexual Addiction

▢ Dizziness ▢ Memory Difficulties ▢ Sexual Difficulties 

▢ Drug Dependence ▢ Mood Swings ▢  Withdrawing 

▢ Disruptive Thoughts ▢ Obsessive/Intrusive Thoughts ▢  Worrying

▢ Eating Disorder ▢ Overstimulation ▢ Other (please list)

▢ Excessive Screen Use ▢ Relationship/Social Problems ________________________
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Stress Indicators: 
Were there special, unusual, or traumatic circumstances that affected you in childhood? (i.e. – 
car accidents, domestic violence, violent trauma, abuse, natural disasters, significant loss) 
▢ Yes    ▢ No 

If yes, please describe:________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Please check any events that have occurred in the last 12 months: 

Please check if there have been any recent changes in the following: 

Optional Neurofeedback Screening 
Neurofeedback is a tool that helps improve the brain’s ability to regulate itself, which can 
support calmness, focus, emotional balance, and healthy sleep. Your therapist may discuss 
this as an option if it appears helpful for your goals. 

Have you ever done neurofeedback before? ▢ Yes    ▢ No 

If yes, what type / when / results: _______________________________________________________ 

Would you like more information about whether neurofeedback may be helpful for you? 
▢ Yes    ▢ No ▢ Not Sure 

Thank you for taking the time to complete this form. Your counselor will review this information with 
you during your first session and answer any questions you may have.

▢ Moving ▢ Job Change ▢ Death of friend/family 

▢ Marriage ▢ Financial Problems ▢ Other: 

▢ Natural Disaster ▢ Birth of Child __________________________

▢ Sleep Patterns ▢ Eating Patterns ▢ Behavior 

▢ Physical Activity Level ▢ Weight ▢ General Disposition

▢ Nervousness/Tension ▢ Energy Level
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