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San Francisco, CA 94104-5304
     

                           dinaredman12@gmail.com
Intake Form

In developing the most effective therapeutic plan together, it would be helpful to have the following information. This information will be part of your confidential file. I invite you to add anything more that you would like for me to know.
Name:_______________________________________________________________________ 
Street Address: _______________________________________________________________
City:_______________________________ State:___________ Zip Code: ________________

Date of Birth: _________________ Occupation: _____________________________________                                                                                                                 
Home Phone: ____________________________ Can I leave a message?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No
Cell Phone:  _____________________________ Can I leave a message?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
E-mail Address: _______________________________________________________________
Gender Identity ________________________ Ethnicity _______________________________ 
Referral Information:
How did you find out about my services? ____________________________________________________________________________
In case of emergency, please contact:

Emergency Contact’s Name: _______________________Relationship:___________________
Phone:  Home:__________________________ Cell: _________________________________

Address: ____________________________________________________________________

Insurance:

Insurance Company: ____________________________________ State: _________________
Member ID #: _____________________________ Insurance Phone #: ___________________
Reimbursement:
Would you like statements provided to you after each session that you can submit to your insurance company to request reimbursement?       FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Coming to Therapy:

Briefly, what brings you to therapy at this time?
What would you like to change, accomplish, or experience in therapy?
Physical Health:
How would you rate your current physical health?

 FORMCHECKBOX 
 Poor     FORMCHECKBOX 
 Satisfactory     FORMCHECKBOX 
 Good
If you are experiencing significant health issues, please describe:

Do you regularly experience physical pain?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please describe:

How would you rate your current sleeping patterns?
 FORMCHECKBOX 
 Poor     FORMCHECKBOX 
 Satisfactory     FORMCHECKBOX 
 Good
If you are experiencing difficulties with sleep, please describe:

Have you experienced any difficulties with appetite or eating patterns?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please describe:
Primary care doctor or clinic: ________________________________Phone:_______________
Mental Health:
Have you previously received any type of mental health services?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, which of the following did you participate in?

 FORMCHECKBOX 
 Psychotherapy or counseling    FORMCHECKBOX 
 Outpatient hospitalization   FORMCHECKBOX 
 Inpatient hospitalization
 FORMCHECKBOX 
 Substance abuse treatment

Name of the provider/s or facilities: _____________________________________________

Dates of treatment: _________________________________________________________

Reasons for treatment: 
Did you find the services helpful?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Are you currently taking any kinds of medication, including those for mental health? 
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please list all of the medications that you are currently taking, including herbs and supplements:

Please list any mental health medications that you have taken in the past:

Name of prescribing provider: ____________________________Phone:__________________

Do you use alcohol, nicotine, or any recreational drugs?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, what do you use, how much, and how often?
Are you currently experiencing sadness, grief, or depression?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, for approximately how long? _____________________________________________

Are you currently experiencing anxiety, panic attacks, racing or obsessive thoughts, or phobias? 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, for approximately how long? _____________________________________________

Have you recently experienced any significant life changes or stressful events?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please describe: 
Relationships and Living Situation:
Are you in a partnering relationship or relationships at this time?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, how long have you been in this relationship?________________________________
Are you living with a partner at this time?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Do you have children?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No

If yes, what is their gender, age, and are they currently living with you?

Are there others besides partners or children that you are living with at this time? 
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, who are you currently living with?
Is there anything else that you would like for me to know as we begin our work together?

Client’s signature: __________________________________ Date: ____________________
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