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ADULT PATIENT QUESTIONNAIRE/INTAKE

Please fill out this biographical background form as completely as possible. It will help me in our work together. All information is confidential as outlined in the Agreement Service form. If you do not desire to answer any questions, please write “Do not care to answer.” If it does not apply to you, then leave blank. Please print or write clearly and bring it with you to the first session.

General:
Name_________________________________Date________________________________
Address_______________________________ Home phone__________________________
Work phone___________________________  Fax__________________________________
E-mail________________________________  Referred by___________________________
Age__________________________________  Date of Birth___________________________
Male/ Female__________________________ Sexual Orientation_______________________
Ethnic origin___________________________ Primary Language________________________
Marital Stat us__________________________  Names & Ages of Children__________________
_____________________________________________________________________________
Occupation____________________________ Educational Level_________________________
Emergency contact information___________________________________________________  
Explanation of how patient may be contacted by therapist______________________________
_____________________________________________________________________________

Financial Information:
Annual household income__________________ Do you own or rent?_____________________
How do you intend to pay for treatment? (cash, check, charge, insurance)__________________
If planning to use health insurance:
Name of insurance company______________________________________________________
Policy number____________________________ Group number_________________________
Telephone number________________________
Areas of Concern
What issues/concerns cause you to seek treatment? Please describe.______________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Do you have any specific goals with regard to your treatment?___________________________
_____________________________________________________________________________
_____________________________________________________________________________
Do you have any particular concerns/fears with regard to treatment?______________________
_____________________________________________________________________________
Please check if you are experiencing any of the following symptoms: Please rate severity on 
1-10 scale where (1) is mild to (10) is a high level and rate frequency of symptoms per week:

_______Anxiety (worry,fear)              Number of times per wk:__________
_______Depression (sadness)            Number of times per week:__________
_______Problems with sleep             Number of times per week:_______________
_______Changes in appetite              Number of times per week:_______________
_______Irritability                                Number of times per week:_______________
_______Numbness                               Number of times per week_____________
_______Headaches/stomach aches  Number of times per week_____________
_______Flashbacks to an event         Number of times per week________________
_______Fatigue                                     Number of times per week________________
_______Loss of concentration            Number of times per week________________
_______Feelings of wanting to hurt yourself     Number of times per week__________
_______Feelings of wanting to hurt others        Number of times per week__________
_______Other bothersome feelings (specify)________________________________
_____________________________________________________________________
_____________________________________________________________________

Substance Use: Please check all that apply:

Alcohol        Date started:_______ Date ended:______ Still using/Times per week___________
Marijuana   Date started:_______ Date ended:______ Still using/Times per week___________
Meth            Date started:______   Date ended:______ Still using/Times per week:__________
Cocaine        Date started:_____     Date ended:______ Still using/Times per week:__________
Hallucinagins  Date started:_____  Date ended: ______Still using/Times per week:___________
Other (please specify)____________________________________________________________
Date started:_________ Date ended:________ Still using/Times per week:_________________

Family History of Alcoholism/Drug Use, Mental Illness or Violence (including suicide, depression, hospitalizations in mental institutions, abuse, etc): 
____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Psychological History:
Have you ever received mental health treatment before?_______________________________
When and for how long?__________________________________________________________
What was the focus of treatment?__________________________________________________
Name of treating therapist(s), address(es),telephone number(s)__________________________
______________________________________________________________________________
Have you ever been subjected to one or more psychological tests?________________________
If so, by whom?_________________________________________________________________
Name of person(s) administered psychological tests, address(es), telephone number(s)_______
____________________________________________________________________________________________________________________________________________________________
Have you ever been hospitalized for mental or emotional problems?______________________
When and for how long?__________________________________________________________
Why were you hospiltalized?______________________________________________________
_____________________________________________________________________________
Name of treating therapist, address, telephone number________________________________
Are you currently taking any prescription medications?_________________________________
Prescribed by whom?____________________ How long on medications?_________________
Have you ever taken any medications for a mental or emotional condition?________________
When and how long?____________________________________________________________

Suicidal History
Have you ever attempted suicide?__________________________________________________
When?________________________________________________________________________Describe the circumstances that lead to that attempt:__________________________________
______________________________________________________________________________
Are you currently having suicidal thoughts? Please describe_____________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Childhood History
Please describe your childhood (Where were you born & where did you grow up, how many siblings, were you raised by a single or two parent household, adoption/foster care, socio-economic status & religious background, etc.)? Please describe below:_________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mother’s name, age, living/deceased, patient’s age at the time of mother’s death, description of relationship with mother._____________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Father’s name, age, living/deceased, patient’s age at the time of father’s deth, description of relationship with father.__________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Names and current ages of siblings._________________________________________________
______________________________________________________________________________


Were you ever subjected to verbal, physical, emotional abuse, sexual abuse during childhood and adolescence? Please describe:________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been a victim of a violent crime (rape, physical assault, domestic violence, etc.)?
Please describe:_______________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical History
Have you ever been diagnosed with a serious illness? Please describe____________________
____________________________________________________________________________
____________________________________________________________________________
Do you have any medical conditions that may affect your mental health treatment?_________
Please describe your overall health today:____________________________________________
______________________________________________________________________________
Are you experiencing any medical/physical symptoms you attribute to a mental, emotional, or stress-related condition? Please describe:____________________________________________
______________________________________________________________________________
______________________________________________________________________________
                  


Other Information:
Please describe your spiritual identity/orientation:_______________________________________
Please describe your interests/hobbies______________________________________________
What are your hopes/dreams?_____________________________________________________
Are you now or have ever been involved in a lawsuit?__________________________________
Please describe._________________________________________________________________
______________________________________________________________________________
Please feel free to include any other information that you believe is relevant to your mental health treatment, not previously requested.__________________________________________________
______________________________________________________________________________ ______________________________________________________________________________                              
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