
Client Intake Form
Name:
Phone : 
E-mail :  

Address :  
Birthdate: 

Gender Identity: 
How did you hear about me? 
Support Network
Emergency Contact Name & Relationship: Name / Phone
Primary Doctor Information: Name / Phone
Is there anyone else in your support network who you would like me to have access to in a time of need? Name / Phone
Birth Story
Are you adopted? 
(If YES, please share any relevant information)  – 
Were either of your parents or grandparents adopted? 
(If YES, please describe)  – 
Were there any birth complications? (premature/surgeries/ breach) 
(If YES, please describe)  – 
Were you separated from your mother immediately after you were born (even for a few hours)? 
(If YES, please share any relevant information)  – 
Personal Medical History:
Are you experiencing any relevant physical pain/symptoms? 
(If YES, please describe) – 
Do you have any medical or mental health conditions(s)?
(If YES, please describe)  – 
Did either of your parents have any medical or mental health conditions(s)?
(If YES, please describe)  – 
Have you ever been hospitalized for mental health issues? 
(If YES, please describe) – 
Are you taking any prescriptions/ medications?  -
Have you ever thought of hurting yourself?
(If YES, please describe) – 
Are you now, or have you even been suicidal? 
(If YES, please describe) –  
Relevant Family History:  
Relationship Status: Single/ Married / Divorced / Separated / Widow / Other
Are your parents living? (Yes or No)    Mother  -    | Father  - 
Did you have a relationship with your parent(s) now/growing up?  
(If NO, please describe) - 
Do you have children?   - 
(If YES, briefly describe any applicable information) - 
Do you have siblings? - 
(If YES, briefly describe any applicable information) - 
Did anyone other than immediate family live with you while growing up?
 (If YES, briefly describe any applicable information) - 
Do you or anyone in your family have a history of substance abuse?
 (If YES, briefly describe any applicable information) - 
Did either of your parents or grandparents have a history of mental illness? 
 (If YES, briefly share relevant information) - 
Spirituality:  
Are there any spiritual or religious practices that support you and your healing? If so, please list or describe. 
Have you experienced anything in your religious/spiritual upbringing that you feel is related to your current issue? -(If YES, briefly describe any applicable information) - 
Something Else?   
Is there anything else you wish to share not covered in previous questions? 
Rate Your Average Stress
Below is a list of problems and complaints that people sometimes have in response to stressful life experiences. Read each carefully, and pick the answer that indicates how much you have been bothered by that problem in the last month.
	No.
	Response
	Not at all
(1)
	A little bit
(2)
	Moderately
(3)
	Quite a bit
(4)
	Extremely
(5)

	1.
	Repeated, disturbing memories, thoughts, or images of a stressful experience from the past?
	
	
	
	
	

	2.
	Repeated, disturbing dreams of a stressful experience from the past?
	
	
	
	
	

	3.
	Suddenly acting or feeling as if a stressful experience were happening again (as if you were reliving it)?
	
	
	
	
	

	4.
	Feeling very upset when something reminded you of
a stressful experience from the past?
	
	
	
	
	

	5.
	Having physical reactions (e.g., heart pounding, trouble breathing, or sweating) when something reminded you of a stressful experience from the
past?
	
	
	
	
	

	6.
	Avoid thinking about or talking about a stressful experience from the past or avoid having feelings related to it?
	
	
	
	
	

	7.
	Avoid activities or situations because they remind you of a stressful experience from the past?
	
	
	
	
	

	8.
	Trouble remembering important parts of a stressful experience from the past?
	
	
	
	
	

	9. 
	Loss of interest in things that you used to enjoy?
	
	
	
	
	

	10.
	Feeling distant or cut off from other people?
	
	
	
	
	

	11.
	Feeling emotionally numb or being unable to have loving feelings for those close to you?
	
	
	
	
	

	12.
	Feeling as if your future will somehow be cut short?
	
	
	
	
	

	13.
	Trouble falling or staying asleep?
	
	
	
	
	

	14.
	Feeling irritable or having angry outbursts?
	
	
	
	
	

	15.
	Having difficulty concentrating?
	
	
	
	
	

	16.
	Being “super alert” or watchful on guard?
	
	
	
	
	

	17.
	Feeling jumpy or easily startled?
	
	
	
	
	


Prior to your 18th birthday:
Did a parent or other adult in the household often or very often… Swear at you, insult you, put you down, or humiliate you? or Act in a way that made you afraid that you might be physically hurt? 
Did a parent or other adult in the household often or very often… Push, grab, slap, or throw something at you? or Ever hit you so hard that you had marks or were injured?
Did an adult or person at least 5 years older than you ever… Touch or fondle you or have you touch their body in a sexual way? or Attempt or actually have oral, anal, or vaginal intercourse with you?
Did you often or very often feel that … No one in your family loved you or thought you were important or special? or Your family didn’t look out for each other, feel close to each other, or support each other?
Did you often or very often feel that … You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you? or Your parents were too drunk or high to take care of you or take you to the doctor if you needed it?
1. Was a biological parent ever lost to you through divorce, abandonment, or other reason ?

Was your mother or stepmother: Often or very often pushed, grabbed, slapped, or had something thrown at her? or Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard? or Ever repeatedly hit over at least a few minutes or threatened with a gun or knife?
Did you live with anyone who was a problem drinker or alcoholic, or who used street drugs?
2. Was a household member depressed or mentally ill, or did a household member attempt suicide?                    

Did a household member go to prison?

