Elise Thompson, M.S. L.M.F.T. 

Licensed Marriage and Family Therapist 

Child Intake Form

Today’s Date:_________________________________

Child’s Legal Name:  ________________________________________

Child’s Preferred Name:  ______________________________________

Date of Birth:___________________________  Age:____________________

________________________________________________________________

Home Address

_______________________________________________________________

City




State



Zip Code

E-Mail Address of parent or guardian:_____________________________________________

Home Phone: (     )_____________________________    

Cell Phone: (    ) _______________________________

May messages be left on your answering machine/voice mail?                Yes       
No
Does Not Apply

Parent/ Family Information (if divorced or unmarried, please indicate conservatorship and provide all legal documents to validate ie. Divorce decree)

Mother’s Name:  __________________________________________________________

Father’s Name:  ______________________________________________________________

Parent                                                                          Parent
Relationship Status: Cohabitating


Employment:   Employed full-time



          Divorced




 Employed part-time



          Engaged





 Full –time student



          Married





 Part-time student



          Separated




 Homemaker

                                  Single





  Other ___________


                      Widowed

Place of Employment of Parent or Legal Guardian ____________________________________

Work Phone ___________________________________________

Can messages be left for you at work? 
Yes   No

Names of Siblings  


 
M/F:

Age:

Residence

1.________________________________/___________/__________/_______________

2.________________________________/___________/__________/_______________

3.________________________________/___________/__________/_______________

4.________________________________/___________/__________/_______________

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:   _________________________________ ________________________________________________________________________________________________________________________________________________

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?_______________________






________________________________________

Is child currently seeing another counselor?

Yes

No 

