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Roberta M Faust, M.A., LMFT #49048, LPCC #1409
Client Intake Form

Family Name(s) (last) _______________________________________________________Date_____________________

Address _________________________________________Home Phone_____________________

_______________________________________________
Work Phone______________________
_______________________________________________
Cell Phone _______________________
Primary Client(s) _________________________________________________________________
Primary Spoken Language   ________________  Ethnicity/Cultural Affiliation_________________
E-mail ____________________________________Referred by____________________________
Marital Status___________ Education Level__________  Occupation/Employer_______________

	ADULT household members (including self)
	Relationship
	Date of Birth
	Age
	Occupation

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	CHILDREN  (anyone under 18)
	Grade
	Date of Birth
	Age
	School

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	ADDITIONAL family/significant people
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Emergency contact person ______________________________Phone_______________________
Explanation of how patient (or parent) may be contacted by therapist. (may I leave a message on your phone? Cell? work ? phone?__________________________________________________________________________
Areas of Concern

What issues/concerns cause you to seek treatment? Please describe. _________________________________
_______________________________________________________________________________________
________________________________________________________________________________
Do you have any specific goals with regard to treatment?__________________________________
________________________________________________________________________________
________________________________________________________________________________
Do you have any particular concerns/fears with regard to treatment? _________________________

________________________________________________________________________________
Family Medical Health History (Including Client)
Health Issues in the Family? ________________________________________________________________________________
________________________________________________________________________________
What sort of treatment has been received? ________________________________________________________________________________
________________________________________________________________________________
Have any psychological tests been administered? ________________________________________________________________________________

If so, by whom? ________________________________________________________________________________

Have there been any hospitalizations for mental or emotional problems? ______________________
Please describe? __________________________________________________________________
Has anyone in the family attempted suicide? ____________________________________________

Is anyone currently having thoughts of suicide? ________________________________________

Has anyone in the family you ever been in a 12-step program? Please describe._________________

________________________________________________________________________________

Are you concerned that anyone in the family drinks too much or uses illegal drugs? Please describe ________________________________________________________________________________
Have there been any major stressors such as: deaths, illness, injury, loss of job, major moves?_____

________________________________________________________________________________

Please list any prescription medications________________________________________________

 _______________________________________________________________________________
Prescribed by whom? ________________________________________________________________________________
Has anyone in the family ever taken any medications for a mental or emotional condition? 
________________________________________________________________________________

When and for how long? ____________________________________________________________
Is there any history of verbal, physical, emotional, sexual abuse? Please describe._______________
________________________________________________________________________________
________________________________________________________________________________
Has anyone in the family been a victim of a violent crime? Please describe ____________________

________________________________________________________________________________
________________________________________________________________________________
Are there any medical conditions that may affect mental health treatment? ____________________
________________________________________________________________________________
Other Information

Spiritual/Religious identity or orientation.______________________________________________
Are you now or have you ever been involved in a lawsuit? _________________________________

Please describe____________________________________________________________________
Please feel free to include any other information that you believe is relevant, not previously requested.________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
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