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	Indepentent Contract Therapist
	


Therapy Program
THERAPY INTAKE
CLIENT INFORMATION FORM 

(PLEASE COMPLETE ALL QUESTIONS; PLEASE PRINT)

IDENTIFYING INFORMATION: 
Date:_______________________________________________
Client Name:______________________________________________________ 

Date of Birth:____________________ Age:____________ Highest Grade Level________

Who referred you for therapy: ________________________________________________________________
Address____________________________ City_________________ State______ ZIP:_____________

Home phone________________________________   Okay to call:  Yes_______ No_________

Work phone_________________________________  Okay to call:  Yes_______ No_________
Cell phone_________________________________    Okay to call:  Yes_______ No_________
E-Mail:_____________________________________________________________________________

What is your preferred method of communication?
_________Phone Call

_________Text

_________E-mail
Marital Status: Single______ Married_____ (Years Married _____) Widowed______ Separated______ Cohabiting ______ Divorced______(Years Divorced______)

Spouses name:__________________________________ DOB:_________________ Age:___________

Work Phone:________________________________  Okay to call:  Yes_______ No_______
Cell Phone:________________________________    Okay to call:  Yes_____ No_____

Emergency contact:____________________________________ Relationship:____________________

Phone Number: Daytime____________________________ Evening____________________________
Highest Level of Education completed: __________________________________

Did you have any difficulties in school:  Yes ________      No  ________________

If so in what area: ____________________________________________________________________
Members living in the home with you:
	Name
	Age
	Occupation
	Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Present Services Being Provided to You/Family
	Case Manager/Social Worker: 


	Other Service Providers:

	Outpatient Mental Health Agency: 


	Outpatient Mental Health Provider: 

	Probation Agency: 


	Probation Officer: 

	Psychiatric Service Agency: 


	Psychiatric Service Provider: 



Describe family of origin and your relationship with those persons: 
____________________________________________________________________________________
Who do you relate to best?
____________________________________________________________________________________
What where the family stressors (financial, separations, relocations, substance use, incarcerations, etc)?
____________________________________________________________________________________
Has there been a history of drug or alcohol use in the family?
Yes
No
If yes, explain:
____________________________________________________________________________________

Have you used or currently using drugs or alcohol? 
Yes
No
If yes, explain:
____________________________________________________________________________________

Have you ever cut or harmed yourself or others?    Yes
No
If yes, explain:
____________________________________________________________________________________

Do you have past or current legal problems?   
Yes
No
If yes, explain:
____________________________________________________________________________________

MEDICAL/THERAPY INFORMATION
Briefly describe why you are seeking therapy:
____________________________________________________________________________________
___________________________________________________________________
Have you ever received outpatient counseling?  Yes________ No________

If yes, from whom? __________________________ When? ________________

Have you ever received inpatient treatment?  Yes________ No________

If yes, from whom? __________________________ When? ________________

Any current or past diagnoses (medical or mental health related)?
____________________________________________________________________________________

What prescriptions are you currently taking and why?

1.__________________________________

_____________________________________

2.__________________________________

_____________________________________
3.__________________________________

_____________________________________
4.__________________________________

_____________________________________
5.__________________________________          _____________________________________

6.__________________________________ 
______________________________________

7.__________________________________

_______________________________________
Which of the following illnesses or complaints have you (the client) experienced?

____Diabetes


____Head Injury



____Ulcer

____Irregular Menses

____High Blood Pressure


____Thyroid Problems

____Glaucoma

____Difficulty sleeping


____Epilepsy

____Seizures


____Dizzy Spells



____Loss of Appetite

____Liver Problems

____Hepatitis




____PMS

____Herpes


____Kidney Problems



____Asthma

____Back Pain

____Sexually Transmitted Diseases(s)
____Headaches/Migraines

____Respiratory problems
____Frequent Constipation


____Heart Attack

____Stroke


____Loss of Consciousness


____Other_____________

Please list any allergies that you have?

______________________________________________________________________________

What over the counter medications do you take regularly?

______________________________________________________________________________

Name and phone number of your primary physician: ______________________________________________________________________________

When was your last doctor visit and why? ______________________________________________________________________________

When was the last time you had an annual physical? ______________________________________________________________________________
INSURANCE INFORMATION

Name of Insurance:__________________________________________________________________
Insurance ID# __________________________ Group ID #__________________________________
Full name of insured:  ________________________________________________________________
SSN# of insured: _________________________ DOB of insured:  ___________________________
Employer’s name (if insurance is employer based):  ________________________________________

Phone number on the back of the insurance card: ____________________________________________
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