
Client Intake Form 
_____________________________________ 

 
Today’s Date:_________________________________ 
 
Your Legal Name:__________________________________________ 
 
Your Preferred Name:_______________________________________ 
 
Date of Birth:___________________________  Age:____________________ 
 
________________________________________________________________ 
Home Address 
 
_______________________________________________________________ 
City     State    Zip Code 
 
E-Mail Address:_____________________________________________ May I email you? 
Yes_____  No______ 
Please note:  Email correspondence is not considered to be a confidential medium of 
communication. 
 
Home Phone: (     )_____________________________    May I leave a message?  Yes  No 
 
Cell Phone: (    ) _______________________________ May I leave a message?  Yes  No 
  
Highest Level of Education: ________________________________________________ 
 
Relationship Status: Cohabitating   Employment:   Employed full-time 
            Divorced      Employed part-time 
            Engaged       Full –time student 
            Married       Part-time student 
            Separated      Homemaker 
                                    Single        Other ___________ 
                       Widowed 
 
Spouse/Significant other_______________________ Preferred Name:_______________ 
 
 
Client’s Place of Employment ____________________________________ 
Work Phone ___________________________________________ 
 



Can messages be left for you at work?  Yes   No 
 
 
Names of Children/ Step-Children:   M/F:  Age:  Residence 
1.________________________________/___________/__________/_______________ 
 
2.________________________________/___________/__________/_______________ 
 
3.________________________________/___________/__________/_______________ 
 
4.________________________________/___________/__________/_______________ 
 
 
Marital History: 
 
1st Marriage:     Date Began:____________________  Date Ended:__________________ 
    Number of Children _____________   Name of Spouse: _____________ 
 
2nd Marriage:      Date Began: __________________     Date Ended: ________________ 
                           Number of Children _____________    Name of Spouse:____________ 
 
3rd Marriage:      Date Began: ____________________    Date Ended: _______________ 
      Number of Children _____________     Name of Spouse: ___________ 
 
Religious Affiliation/ Preference: _________________________________________ 
 
Physician’s Name: ____________________________________________________ 
 
Psychiatrist’s Name: __________________________________________________ 
 
Emergency Contact: ___________________________________________________ 
   Name     Relationship 
    __________________________________________________ 
   Phone      City 
 
Medications:  Name   Dosage   Purpose 
__________________________________/________________/____________________ 
__________________________________/________________/____________________ 
__________________________________/________________/____________________ 
 
List current health problems being treated for:   ________________________________ 
________________________________________________________________________
________________________________________________________________________ 
How would you rate your current sleep habits?  Satisfactory     Unsatisfactory 



  
Are you experiencing any difficulties or concerns with your eating patterns? ________ If  
 
so, explain:  ____________________________________________________ 
 
Do you consume alcohol?   Yes    No 
Do you consume more than two drinks a day?  Yes    No 
Do you use recreational drugs or prescription drugs for recreational purposes?  Yes    No 
 
How would you describe your personal strengths? 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
What do you consider to be some of your personal weaknesses? 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
What significant life changes or stressful events have you experienced recently? 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Please provide a brief description of your reason for seeing a therapist:  _____________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Who referred you to therapist?____________________________________________ 
 
Have you ever received counseling services before?  Yes  No 
  
 If yes, please indicate:    When?______________________________ 
 
     For what reason?_______________________ 
     ________________________________________ 
 
Are you currently seeing another counselor?  Yes  No   
 
 
 


