Client Intake Form
Connie Erwin, MA, LPC-MHSP

                                                 Please fill out the following as completely as possible.

(This information will be kept strictly confidential)

Date__________________________                                                         Birth Date: _________________________
Name__________________________________________________________________​​​​_​​_____________________
(First)                                     (M.I.)                          (Last)

Contact Information

Address_____________________________________________
____________________________________________________

Phone (Home)_________________(Work)__________________ (Cell)____________________
Email_________________________________________________________________________
Please indicate which contact method you prefer to use if necessary 
(Remember, email is not a secure method of communication and content cannot be guaranteed to be confidential)
e-mail ____________________________        Phone __________________________________
Emergency Contact _____________________________________________________________
Relationship to Client____________________________________________________________

Phone____________________________ Alternate Phone_____________________________
Family History

Who raised you?_______________________​​​​_ 
Number of Siblings___________Place in birth order of siblings__________________________
Current Marital Status________ Length of Marriage_____________ # of Marriages_________
Number of children_______  Age & Sex of each _____________________________________
Is there any history of Mental Illness on either side of the family?______ If yes please specify:__​_____________
________________________________________________________________________________________
Education
Number of years of education ________Highest degree earned___________________________
Occupational History

Current occupation_______________________________Length of time at current job________
Employer ______________________________________ Full or Part time?_________________
Medical History

Please list any major health problems______________________________________________________________
____________________________________________________________________________________________
List any medications you are taking________________________________________________________________
____________________________________________________________________________________________
Do you drink alcohol?_______________ Approximate # of drinks per week_________________
Do you smoke cigarettes?____________ Approximate # of cigarettes per day_______________
Do you take drugs?_________________ If yes, list types of drugs_________________________
Treatment History

Have you ever received psychological or psychiatric treatment?___________________________
If yes, please specify:

Individual Therapy? ___​ When?______________ Therapist Name ________________________
                                          Diagnosis_________________________________________________
                                          Medication?______________________________________________ 
Drug treatment?__________When?__________Describe_______________________________
Inpatient psychiatric hospital?_________When?___________For how long?________________
Have you ever attempted suicide or hurt yourself intentionally?__________________________________________

If yes, please describe___________________________________________________________________________

_____________________________________________________________________________________________
Current Concerns/Symptoms

Please describe the reasons you are seeking treatment at this time?_______________________________________
____________________________________________________________________________________________
How would you describe the intensity of the problems or concerns that brought you in?_______________________

Approximately how long have you had the current problems?____________________________________________
Describe the ways have you attempted to cope with these problems?​​​​​______________________________________

_____________________________________________________________________________________________

_________________________________________________________________________________________
Circle any of the following that are currently troubling you:

Nervousness                      Energy                Loss of appetite          Sleep

Sadness                             Fear of crowds   Concentration             Can’t sit still

Upsetting thoughts            Panic                  Relationships              Confidence

Hopelessness                     Self esteem        Feeling worthless        Guilt

Worry                                Grief                  Weight                         Body image

Racing thoughts                Divorce              Motivation                   Parenting

Legal problems                 Abuse                 Sexual issues               Education

Work                                 Finances             Stress                           Stomach problems

Health                               Shyness              Marriage                       Alcohol use

Drug use                           Anger                 Making decisions          Thoughts of suicide

Feeling inferior                 No interests        Self-harm                      Loneliness

Compulsive actions          Conflict              Fatigue                          Obsessive thoughts

Self-control                       Spending            Impulsivity                   Trauma history

What would you like to get out of treatment?_________________________________________________________
_____________________________________________________________________________________________
_________________________________________________________________________________________
How did you hear about me?______________________________________________________________________
Authorization

By signing below, you indicate that all the information on this form is true to the best of your knowledge. You also give authorization for this information to be used in treatment planning and treatment.

________________________________________________________________________

Signature                                              Printed Name                              Date

