Adult Client Intake


The information below helps your therapist formulate your treatment plan.  You will be able to discuss your history in detail in your first session.  You may leave blank any question that you do not feel comfortable answering.  Information here is confidential.

Name:  ______________________________________________________________

                  (Last)                                   (First)                                     (MI)

Today's Date:  ____/____/_____      Your Birth date:  ____/____/_____   Age:  _____

Gender:  ___ Male   ____ Female   ____                     Ethnicity:  ________________

Address:  ____________________________________________________________

                 (Number and Street)                          (City)                    (State)   (Zip)

Cell phone:  _______________________  May we leave a message?   ___ Yes  ___ No

Home Phone:  _____________________   May we leave a message?   ___ Yes  ___ No

Email:  ___________________________  May we email you?             ___ Yes  ___ No

	CONSENTS FOR DISCLOSURE

By signing my name below, I hereby consent to allow Celeste Lopez, LPC at 1301 B Amelia St., New Orleans, LA  70115 T: (504) 894-8787 to contact the individuals listed below.  My consent is valid for one year from today's date, unless I specify otherwise below.
CLIENT SIGNATURE ______________________________

1.  Emergency Contact:  To contact in the event of an emergency.

           Name:  ____________________  Relation to you: ________________

           Phone:  ____________________

2.  Primary Care Provider:  To coordinate services and confirm diagnoses and/or medications.

          Name:  ________________________  Phone: ____________________

3.  Behavioral Health Provider:  To coordinate services and confirm diagnoses and/or medications.

          Name:  ________________________  Phone: ____________________

          Provider Type:  ___ Psychiatrist   ___ Therapist   ___ Other ______________




How did you hear about me?  ________________________________________________________________

________________________________________________________________________________________

What prompted you to seek therapy?  _______________________________________________________

_______________________________________________________________________________________

________________________________________________________________________________________

_________________________________________________________________________________________

PERSONAL HISTORY
Are you currently in a romantic relationship?  ___ Yes   ___ No   If yes, for how long? _______
Marital Status:  ___ Single  ___ Married  ____ Partnered  ___ Divorced/Separated   ___ Widowed

Do you have children?  ___ Yes  ____ No  If yes, how many?  ____ Number living at home _____

          First names and ages:  ________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Any current religious affiliations? _____________________________________________________

How important is spirituality to you? ____________________________________________________

Are you employed?  ____ Yes   ____ No  What is your current profession? ____________________

Are you currently in the military?  ____ Yes  ___ No   Previously?  ____ Yes  ____ No
                   If yes, what branch and when? __________________________________________

What is your highest level of education? _______________________________________________

Do you have any legal concerns?  ____ Yes  ____ No   Please explain __________________________

___________________________________________________________________________________

PRESENTING ISSUES

Please CHECK each problem below for which you would like help and CIRCLE any issues that are most critical to you at this point.

	□  Anxiety
	□ Suicidality
	□ Anger
	□ Decision Making

	□  Depression
	□  Assertion
	□ Aggression
	□ Violence

	□  Fear
	□  Loneliness
	□ Low energy
	□ Hopelessness

	□  Problem Solving
	□  Work
	□  inactivity
	□ Shyness

	□  Social Skills
	□ Friendships
	□ mood swings
	□ Impulsivity

	□  Meeting People
	□ Weight Problems
	□ Regrets
	□ Sexual Problems

	□  Insomnia/sleep
	□ Sexual Orientation
	□ Self-esteem
	□ Physical complaints

	□  Self-criticism
	□ Agitation
	□ Marital/relationship
	□ Procrastination

	□  Panic
	□ Alcohol Abuse
	□ Substance abuse
	□ conflict resolution

	□  Obsessive thoughts
	□ Chronic worry
	□ Eating problems
	□ Family issues

	□ Academic Issues
	□ Phobias
	□ Body Image issues
	□ Grief or Loss


□ Other (please specify): ____________________________________________________________________________________________________________________________________________________________________________________

Have you ever experienced a trauma? □ Yes  □ No

      If yes, please describe: ____________________________________________________________________________________________________________________________________________________________________________________

Are you currently having suicidal thoughts?  □ Yes  □ No

             If yes, have you recently done anything to hurt yourself?   □ Yes   □ No

             If yes, do you have a plan or the means to hurt yourself?   □ Yes   □ No

Have you had suicidal thoughts in the past?  □ Frequently □ Sometimes □ Rarely □ Never

           If you checked any box other than “Never”, when did you have the thoughts?

            _____________________________________________________________________

            Did you ever act on them?  □ Yes  □ No

Are you seeing or have you previously seen another therapist or psychiatrist?  □ Yes  □ No

     Name:  __________________________ Dates: _________________ Diagnosis: __________________

Have you ever been hospitalized for a psychiatric condition? □ Yes □ No

       Please list hospital(s), date(s), and reason(s): ____________________________________________________________________________________________________________________________________________________________________________________

Are you taking or have you taken psychiatric medications? □ Yes □ No

            Please list names, dosages, and dates taken: ____________________________________________________________________________________________________________________________________________________________________________________

Current prescribing provider’s name: _____________________________________________________

Current treatment diagnosis: _______________________________________________________________

Do you have any medical problems that have significantly impacted you? □ Yes  □ No

Are you currently taking any medications for medical problems? □ Yes  □ No

           Please list names and dosages: ____________________________________________________________________________________________________________________________________________________________________________________

Current physician’s name: ___________________________________________________________

Do you exercise? □ Yes  □ No

What are your typical recreation activities?

_____________________________________________________________________________________

Please describe your eating habits or any recent changes in your appetite: 

_____________________________________________________________________________________

Have you lost or gained weight in the last 3 months without trying? □ Yes □ No

     If yes, how much?______________________________________

Have you ever had a problem with an eating disorder? □ Yes  □ No

□ Overweight

□ Underweight

□ Anorexia

□ Bulimia

How many hours per night do you normally sleep? _____________________________________________

Are you having problems with your sleep habits? □ Yes  □ No

     If yes, are these issues: □ Recent or □ Long term

     Type?  □ Sleeping too little   □ Sleeping too much   □ Can’t fall asleep  □ Can’t stay asleep

Do you drink alcohol?  □ Never  □ 1x a month □ 1-2x week  □ daily  □ daily/3 or more drinks

            If so, at what age did you begin drinking? _________________________________

            When you drink, how many drinks do you have on average? □ 1-2 □ 3-4  □ 5-7  □ 8+

Do you smoke cigarettes? If yes, how often/much? ____________________________________

Do you engage in recreational drug use? □ Daily □ Weekly □ Monthly □ Rarely □ Never

       Which drugs do you use? _____________________________________________

        At what age did you begin using those drugs? _______________________________

Have you ever had or do you have a problem with substance abuse?  □ Yes  □ No

   If yes, please indicate type (alcohol, medication, illicit drugs) and dates of use:

Have you ever had a period of 2 consecutive days or more when you experienced any of the following?

	□ Decreased need for sleep
	□ Very talkative
	□ Racing thoughts

	□ Unusually high self esteem
	□ Driving very fast
	□ Easily distracted

	□ Unusual desire to spend money
	□ Very irritable or angry
	


If so, when? ____________________________________________________________________________

FAMILY HISTORY

Mother: □ Living  □ Deceased- year and cause of death? ______________________________

Marital Status: □ Single  □ Married  □ Separated  □ Divorced  □ Widowed

Occupation: ___________________________________________________________________

Psychiatric Problems? □ Yes  □ No   If yes, please describe: ​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________

Father:  □ Living  □ Deceased- year and cause of death? ______________________________

Marital Status: □ Single  □ Married  □ Separated  □ Divorced  □ Widowed

Occupation: ___________________________________________________________________

Psychiatric Problems? □ Yes  □ No   If yes, please describe: ​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________

Siblings:  First names and ages: ___________________________________________________________

_________________________________________________________________________________________

Psychiatric Problems? □ Yes  □ No   If yes, please describe: ​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________

THERAPY GOALS

What do you consider to be your strengths? ___________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What do you consider your limitations? ___________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What are your overall goals for therapy? ___________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What do you feel you need to work on first? ___________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Is there anything else you would like your therapist to know about you?

__________________________________________________________________________________________
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