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                                                   ADULT INTAKE 
       Only fill out pages 1-5 pages 6-8 will be filled out by the therapist in the first session.
EMAIL ADDRESS: _________________________________________________
Debra Gibbons MS, LMFT LLC NPI: 1467774638 EIN: 46-0865709 License 8941701-3902
Client name: ________________________Client ID: __________________ Date: ________ D.O.B. ______________ AGE: _____________ Male: ____________ Female: ___________
Street address: _________________________ City: ___________ Zip: _______State: _____
Home Phone: ______________Cell phone: _______________Work phone: _____________

*******INSURANCE INFORMATION MUST BE FILLED OUT:
Insurance company: ________________ Insurance company phone number: ___________ Subscriber name: ___________________________ Subscriber D.O.B:__________________ Subscriber phone number: _______________ Client relationship to subscriber __________ Subscriber ID: _________________________________ Group: _______________________ Subscriber address: __________________________City: __________ State: ___ Zip: ____ 
Annual deductible: ________________ How much deductible met? ___________________
Co-pay per session? _____ Coinsurance per session? _____ Authorization needed? _____						
                                                      Level of Care Required
Are you experiencing an emotional problem which impede your life in all areas? ________                             Have the emotional problem or problems previously diagnosed? ______________________     Have your emotional problems been limited to a short term period? __________________ 
I believe I am in need of coaching, education, or other assistance: _____________________
Has there been a move, divorce, job loss, death or other recent trauma: ________________
If you answered “yes” to any of the above please explain: ___________________________

_____________________________________________________________________________
					  
                                                      Statement of Problems
Client’s view and report of problem: _____________________________________________



_____________________________________________________________________________				
                                                             Military Status    
 Military service: ________ Branch? ____________Active duty: _____ Dates? __________
Client a family member of someone who served? ___________________________________ 
Mental health issues related to military service? ___________________________________
                                                         Family History
Are you adopted? ________Ever placed in foster care? ________How long? ____________
Were your parents divorced? _______ Separated? _______Who had legal custody? _____
How many moves did you experience while growing up? ____________________________
Were you ever been physically, sexually, verbally, or neglected? ______________________
If yes, please explain: __________________________________________________________ _____________________________________________________________________________
Reported to CPS? ________Outcome: ___________________________________________
Do you have good relationships with family members? ______________________________
If no, please explain: __________________________________________________________

Do you have children? _______Are any adopted? ______ Are any foster children? ______ 
Relationship with your children: excellent, good, poor, or bad? _______________________ 
Please explain if poor or bad reported: ___________________________________________

_____________________________________________________________________________
Are any of your children having behavioral problems? _____________________________
If yes, what behaviors they are having and how long they have had them? _____________ _____________________________________________________________________________                         			                  
                          
						Mental Health
Have you ever received counseling? ________ When? _________By whom? ____________ 
If yes, please explain: __________________________________________________________

Please circle any of the following problems if they relate to you: destruction of property, lying, stealing, cruelty, self-harm, anger, inappropriate sexual behavior, anxiety, worry, depression, mood swings, anger management, poor social relations, or family relations.
Has anyone in your family been diagnosed mental illness? ___________________________
If yes, please explain: __________________________________________________________
Daily/weekly use alcohol or drugs? ______________________________________________
If yes, explain what kind of drugs or alcohol, how much used, and how often used: ______

Legal offenses related to drug or alcohol use? ____________________ Any DUIs_________
If yes, please describe where and when: ___________________________________________
_____________________________________________________________________________
Is there a family history of drug and alcohol abuse? ________________________________
If yes, please explain: __________________________________________________________
Does your drug and alcohol use contribute to your problems? _______________________
If yes, please explain: __________________________________________________________
_____________________________________________________________________________                                               
                                                         Functional Assessment
Do any of the following conditions apply to you?
__ Unable to go to work   __ Unable to stand    __ Unable to sit   __ Unable to carry   __ Unable to talk   __ Unable to hear 
__ Unable to walk   __ Unable to understand   __Unable to comprehend   __ Unable to remember   __ Unable to drive
__ Unable to dress yourself  __ Unable to feed yourself   __Unable to cook   __ Unable to take care of one’s own hygiene
__ Unable to ride public transportation  __Unable to stay on task   __ Unable to pay own bills   __ Unable to follow directions   __Unable to stay sober __ Unable to take medications  __ Unable to hold urine or bowels __ Unable to do daily duties 
__ Unable to perform parental duties __ Unable to keep yourself safe – Unable to know when you are safe

If you have checked off any of the above conditions please describe when they began and how they impact your life right now.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
                                                        Developmental History
Did your mother have pregnancy complications? ___________________________________ If yes, what were the complications? _____________________________________________
Diagnosed with developmental delays? ___________________________________________
If yes, what are they and how have they affected you in the past? _____________________

Do developmental delays interfere with your functioning now? _______________________
If yes, please explain___________________________________________________________
_____________________________________________________________________________

                                                               School history
Special you have special education classes and what were the subjects? ________________
_____________________________________________________________________________
What were your grades? ___________ did you graduate from High School? ____________
Ever expelled or suspended? ____   did you view learning positively? _________________

                                                            Cultural History
Ethnicity do you identify with? ____________ Parents immigrants or refugees? _________
How long have you lived in the United States? _____________________________________
What languages are spoken at home? ____________________________________________
What do I need to know about your culture to be respectful to you? __________________ _____________________________________________________________________________

                                         											                                                                 
                                                                 Legal History
Have you ever been arrested? __________________________________________________   
If yes, please explain when and what for: _________________________________________
If yes, what were you charged with? _____________________________________________
If yes, what were you convicted of? ______________________________________________                                              
Are services court ordered? ____________________________________________________
Name of Probation or parole officer and telephone number:
                                                          Social History
Remarkable events in childhood: divorce, death, separations, excessive moves, harsh parenting, abuse, trauma, foster care, CPS involvement, loss, etc.?  __________________

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
What are your peer relationships like beginning in preschool and moving forward to now?

Do you feel like you have friends and people you can count on now for support? ________
Who would you say the supportive people in your life are? __________________________ Are you religious and do you consider your religious beliefs and your church family or congregation part of your support system? _______________________________________
                                                       
                                                           Employment behavior
How many different jobs have you had? ____ Ever been fired? ____ Areas where you need help to be more employable? _______________________________________________
__________________________________________________________________________________________________________________________________________________________                                                     
                                                              Physical health
Current health status, problems, diagnosis? _______________________________________

Under doctor’s care for any infectious disease? ____ Doctor’s name/phone:_____________
If yes, please explain? __________________________________________________________
                                                   
                                                                 Assets
What do you consider your strengths? ____________________________________________

_____________________________________________________________________________
Who supports you in counseling? ________________________________________________
What do you do for fun?

Goals for counseling: __________________________________________________________




If family or partner involved goals for counseling:
                      
                     
                               
CRISIS INFORMATION MUST BE FILLED OUT BY CLIENT
Client name: _______________________________________________________________________________
Living With: ______________________________Relationship:______________________________________
Emergency contact: _______________________Emergency phone: ___________________________________

Current Psychiatric Meds: (as of date_________) 

____________________________________________________________________________________________________________________________________________________________________________________

Psychiatric Medications prescribed by: __________________________Phone: __________________________
Past 3 psychiatric hospitalizations:
Hospital				   Dates				          Voluntary/Involuntary

__________________________________/_____________________________/_________________________
__________________________________/____________________________/__________________________
__________________________________/____________________________/__________________________
Current LRO: Yes ______No ______       Start date: ___________________End date: ____________________

Psychiatric advance directive on file? Yes ____No _____
History of violence to you or by you towards others: ______________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________       

History of suicide threats, attempts, self-harm, or self-mutilation, and dates: ____________________________


__________________________________________________________________________________________   
__________________________________________________________________________________________

Substance abuse history such as type used, frequency used, and date last used: __________________________
                                          



Medical history and problems including allergies:



__________________________________________________________________________________________
Current non psychiatric meds I am taking amounts and frequency and physician prescribed by: _____________
__________________________________________________________________________________________
Primary MD/ARNP/PA: _______________________________Phone: ________________________________
Other healthcare professionals I am seeing and their telephone numbers: _______________________________

                        
 
