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Family Intake Information

Intake
Name of client(s):_________________________________________________________   
Date of Birth: ___________ Email Address:____________________________________
Name of Parent/Guardian if applicable: _______________________________________________________________________

Address: _______________________________________________________________

City: __________________________________ State: ______    Zip Code:_________

Home Phone: _______________ Other Phone: _________________
May we leave a message at home?    Yes     No      On other phone? Yes      No      
Family Income per year (check only one):

Under 10,000 ___
10,000-24,999 ___
25,000-49,999 ___


50,000-74,999 ___
75,000-100,000 ___
Over 100,000 ___

Emergency Contact: _______________________________________  

Relationship:__________________  



  Phone:________________________
Please state the reason you have come for counseling: 
________________________________________________________________________

________________________________________________________________________

How long has this been a concern?____________________________________________
How do you perceive the concerns? Very Serious      Serious      Not Serious

How do your family/friends see the concerns? Very Serious    Serious     Not Serious

Have you ever been treated by a psychiatrist or counselor? Yes     No          

If yes, please fill out the following:
Counselor                     # of Appts.         Date of Last Appt.                  Primary Concern
________________________________________________________________________

________________________________________________________________________

What worked in the counseling? _____________________________________________ 
________________________________________________________________________

What didn’t work?________________________________________________________

________________________________________________________________________
Are you currently taking any prescription medication? Yes      No  

If yes, please provide the name of the medication(s): _____________________________ ________________________________________________________________________
Have any members of your family been treated for mental illness? Yes      No

If yes, please explain. ______________________________________________________ ________________________________________________________________________

Please list all the individuals who live in the household with you:

Name 


             Age 
                                  Relationship to client
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
Please list any other relationships you feel are important.

________________________________________________________________________

________________________________________________________________________

Please read the following and answer to the best of your knowledge (including yourself):
Has any family member ever been physically abused?  Yes     No  
Has any family member ever been emotionally abused?  Yes     No  
Has any family member ever been sexually abused/ assaulted?  Yes     No  
Has any family member experienced symptoms of depression? Yes     No  

Has any family member ever attempted suicide?  Yes     No  
Has any family member been hospitalized for mental health? Yes     No  
Has any family member experienced homicidal thoughts? Yes      No  
Has any family member experienced auditory and/or visual hallucinations? Yes     No  
Is any family member displaying angry or aggressive behavior? Yes      No  
Is there a history of drug or alcohol programs in the family? Yes     No  

Is any family member under medical care? Yes     No 

Has any family member been in legal trouble?  Yes     No  
If yes to any of these questions, please explain:
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please check any of the following that may apply to you:

	Always Tired
	
	Restlessness
	
	Nervousness
	

	Unable to Sleep
	
	Impulsive Behaviors
	
	Difficulty Concentrating
	

	Nightmares
	
	Physical Aggression
	
	Crying
	

	Poor Appetite
	
	Verbal Aggression
	
	Tantrums
	

	Overeating
	
	Skipping School
	
	Irritability
	

	Stomach Trouble
	
	Body Image Issues
	
	Compulsive Behaviors
	

	Withdrawn Socially
	
	Self-Injuring Behaviors
	
	Drug Use
	

	Loss of Interest
	
	Panic Spells
	
	Alcohol Use
	

	Neglected hygiene
	
	Stealing 
	
	Change in Friends
	

	Grades Dropping
	
	Unexplained Weight Loss
	
	Curfew Violations
	

	Apathy
	
	Lying/Deception
	
	Running Away
	


Please list any medical issues you have.

________________________________________________________________________

________________________________________________________________________

Please list the major family stresses (financial, medical, etc.) at this time.
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Family Information
Client’s Strengths




Client’s Need Areas

1.____________________________ 

1.____________________________

2.____________________________ 

2.____________________________

3.____________________________ 

3.____________________________

Family Strengths




Family Need Areas

1.____________________________ 

1.____________________________

2.____________________________ 

2.____________________________

3.____________________________ 

3.____________________________

What are your expectations for counseling?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What are your expectations for your family/couple?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What changes would you like to see in yourself?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What changes would you like to see in your family/couple?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please list any other information you think may be helpful (i.e., spiritual/religious affiliations.)
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
Intake Completed By:  ___________________________________ Date: ____________
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