
INTAKE INFORMATION 

 

 

Client Name:_______________________   Gender:_____      Entry Date:___________ 

 

Address:_______________________________________________________________ 

 

Phone:____________________ Yes messages may be left here _____ No ______ 

 

Date of Birth:___________  Social Security:____________________ 

 

Emergency contact:______________________________________________________ 

 

Family Members: 

 

Parents Names: _____________________________    Date of birth:_____________ 

         

   _____________________________     Date of birth:_____________ 

 

Children:         _____________________________      Date of birth:_____________ 

 

    _____________________________      Date of birth:_____________ 

 

  _____________________________     Date of birth:_____________ 

 

Who lives with you? __________________________________________________ 

 

Current occupation: ___________________________________________________ 

 

 

 

Previous Services: 

Name of Facility/Therapist  Dates/Duration  Contact 

 

 __________________________________________________________________- 

 

What was helpful? ___________________________________________________ 

 

What was not helpful? ________________________________________________ 

 

 

If you wish to have the therapist contact any of these persons, please ask for a release of 

information form to be filled out. 

 

 

 



 

Goals 

 

What are your presenting problems?  What are your personal goals for treatment? 

 

 

 

 

 

 

Family History 

 

What was it like growing up in your family of origin? Do you have a history of mental 

illness, substance abuse, physical illness, sexual or any kind of abuse in your family of 

origin?  

 

 

 

 

 

 

Medical History 

Do you have a history of any physical or medical conditions. 

 

 

Do you have any physical or medical conditions currently? Are you under the care of a 

physician? When was your last physical? 

 

 

 

Current medications: 

Medication:  Dose  Frequency  Any side effects 

 

 

 

 

 

Personal Characteristics 

Describe yourself, your strengths, your areas of struggle, your likes and dislikes 

 

 

 

 

What is your spiritual background and experience 

 

 



 

 

Fee Agreement 
Payment is expected at time of service 

 

Client name: _________________________ 

 

Session fee: $90 per hour unless renegotiated with therapist 

Cash or check payments only. 

 

No Shows: Appointments not cancelled 24 hours in advance are considered as NO 

SHOWS, are your personal liability and will be billed as a regular session. 

  

Initial on line provided 

 

 

_____.  I am aware that a 24 hour notice is required for cancellation of appointments and 

that I am responsible for full payment should I cancel less than 24 hours before our 

appointed session. 

 

______  I understand payment is expected at time of service. 

 

 

______  Phone calls in excess of 10 minutes will be billed to the client’s account in 15 

minute increments at a rate of $15 per quarter hour. 

 

_____  Clients are not to be in possession of alcohol, drugs, paraphernalia or weapons at 

any time while attending therapy sessions. Individuals who come to their session under 

the influence of alcohol or drugs will be asked to leave, held responsible for rescheduling 

and are billed for a full session. 

 

 

 

 

Client signature_____________________________________ Date:______________ 

 

 

 

Therapist signature: _________________________________  Date: ______________ 

 

 



 


