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CLIENT INTAKE FORM

Please provide the following information for our records.  Leave blank any questions you would rather not answer or would prefer to discuss with your therapist/counselor.  Information you provide here is held to the same standards of confidentiality as our therapy.
	DEMOGRAPHIC INFORMATION:

	Name:
	Date:

	Birthdate: 
	Age:
	Phone #:

	Social Security #:

	Address:

	City:
	State:
	Zipcode:

	Cell #:
	Work#:
	Other #:

	Sex Assigned at Birth:   FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female  FORMCHECKBOX 
 Intersex  FORMCHECKBOX 
 Decline to Answer

	Gender Identity:  FORMCHECKBOX 
 Male/Man  FORMCHECKBOX 
 Female/Woman  FORMCHECKBOX 
 Transmale/Transman  FORMCHECKBOX 
 Transfemale/Transwoman  FORMCHECKBOX 
 Genderqueer/Gender nonconforming  FORMCHECKBOX 
 Something Else  FORMCHECKBOX 
 Non-binary   FORMCHECKBOX 
 Decline to Answer

	Sexual Orientation:  FORMCHECKBOX 
 Lesbian  FORMCHECKBOX 
 Gay  FORMCHECKBOX 
 Bisexual  FORMCHECKBOX 
 Queer  FORMCHECKBOX 
 Straight  FORMCHECKBOX 
 Something else  FORMCHECKBOX 
 Decline to Answer

	Preferred Pronoun:  FORMCHECKBOX 
 He  FORMCHECKBOX 
 She  FORMCHECKBOX 
 They  FORMCHECKBOX 
 Ze   FORMCHECKBOX 
 Pronoun not list                      FORMCHECKBOX 
 Non pronoun preference

	Race/Ethnicity:
 FORMCHECKBOX 
 African American/Black Specify:____________________   FORMCHECKBOX 
 White/Caucasian  FORMCHECKBOX 
 African  FORMCHECKBOX 
 American Indian/Alaska Native  FORMCHECKBOX 
 Asian Specify: ______________________
 FORMCHECKBOX 
 Native Hawaiian/Pacific Islander Specify: _________________________

 FORMCHECKBOX 
Hispanic/Latino Specify: ____________________   FORMCHECKBOX 
 Decline to Answer

	On what phone number can we leave a confidential message?  FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

	If so, which #?  FORMCHECKBOX 
 Cell       FORMCHECKBOX 
 Work      FORMCHECKBOX 
 Other

	EMPLOYER & STATUS:

	Company:

	Address:

	City:
	State:
	Zipcode:

	 FORMCHECKBOX 
 I am self-employed          FORMCHECKBOX 
 I am unemployed               FORMCHECKBOX 
 I am retired 

	I am:  FORMCHECKBOX 
 Single   FORMCHECKBOX 
 Married   FORMCHECKBOX 
 Divorced   FORMCHECKBOX 
 Partnered 

	How many people live in your household?

	EMERGENCY CONTACT INFO:

	Emergency Contact Name:
	Phone #:

	Relationship to you/client?
	

	INSURANCE INFO:

	Will you be using insurance?  FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

	If you will be using insurance, please complete the insurance info section.

	Primary insurance carrier:

	Member ID #:

	Group ID #: 

	Effective Date:

	Phone #: 

	Secondary insurance carrier:

	Member ID #:

	Group ID #: 

	Effective Date:

	Phone #: 

	ADDITIONAL INFO:

	Counseling you are seeking:                                                                                     FORMCHECKBOX 
 Individual  FORMCHECKBOX 
 Couple     FORMCHECKBOX 
 Family      FORMCHECKBOX 
 Group      FORMCHECKBOX 
 Friend/Relationship 

	Are you interested in group counseling?      FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

	Have you obtained services with The Mahogany Projek, LLC before?                      FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

	Are you required by a court of law to receive counseling as a part of a legal proceeding?  FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

	How did you hear about the Mahogany Projek, LLC ?  FORMCHECKBOX 
 Friend/Client  FORMCHECKBOX 
 Referral  FORMCHECKBOX 
 Website  FORMCHECKBOX 
 Google  FORMCHECKBOX 
 Psychology Today  FORMCHECKBOX 
 Facebook  FORMCHECKBOX 
 Instagram            FORMCHECKBOX 
 Other:______________


TREATMENT HISTORY:
Are you currently receiving psychiatric services, professional counseling or psychotherapy elsewhere?    FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

Have you had previous psychotherapy, psychiatric services or counseling?

 FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes, with (previous therapist’s name) _________________________________________
Have you ever been diagnosed with a mental health condition?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

If yes, what was the diagnosis? _________________________________________________

Are you currently taking prescribed psychiatric or medical medication (antidepressants, etc.)? 
 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no
If yes, please list: 


	Medication Name
	Dosage
	Routine 
	Prescriber 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


HEALTH AND SOCIAL INFORMATION

Do you currently have a primary physician/doctor?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
no

If yes, who is it? _______________________________________________________

Are you currently seeing more than one medical specialist?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

If yes, please list: ______________________________________________________

When was your last physical? ____________________________________________

Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches, hypertension, diabetes, etc.:  ________________________________________
______________________________________________________________________________ 

Are you currently on medication to manage a physical health concern?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

If yes, please include in the medication are above. 
Are you having any problems with your sleep habits?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no 

If yes, check where applicable:
 FORMCHECKBOX 
 Sleeping too little.     FORMCHECKBOX 
 Sleeping too much     FORMCHECKBOX 
 Poor quality sleep

 FORMCHECKBOX 
 Disturbing dreams     FORMCHECKBOX 
 Other: ______________________________________________
How many times per week do you exercise? ______________ Days
How long each time? _____________________ Minutes/Hours
Are you having any difficulty with appetite or eating habits?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
If yes, check where applicable:

 FORMCHECKBOX 
 Eating less 
 FORMCHECKBOX 
 Eating more    FORMCHECKBOX 
 Bingeing     FORMCHECKBOX 
 Restricting   

Have you experienced significant weight change in the last 3 months?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
Do you regularly drink alcohol?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
In a typical month, how often do you have 4 or more drinks in a 24-hour period?  

____________________________________________________________________

How often do you engage recreational drug use to include over use of prescriptions, marijuana, cocaine, heroin, etc.? 
 FORMCHECKBOX 
 daily   FORMCHECKBOX 
 weekly    FORMCHECKBOX 
 monthly  FORMCHECKBOX 
 rarely   FORMCHECKBOX 
 use to   FORMCHECKBOX 
 as a child/teen   FORMCHECKBOX 
never

Do you smoke cigarettes or use other tobacco products?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
Have you had suicidal thoughts in the last 30 days?
 FORMCHECKBOX 
 frequently    FORMCHECKBOX 
 sometimes    FORMCHECKBOX 
 rarely     FORMCHECKBOX 
 never

Have you had them in the past?

 FORMCHECKBOX 
 frequently    FORMCHECKBOX 
 sometimes    FORMCHECKBOX 
 rarely     FORMCHECKBOX 
 never

If yes, do you have a plan?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

Have you attempted?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 

Were you ever hospitalized for such behavior?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
Are you currently in a romantic relationship?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
If yes, how long have you been in this relationship? _______________________

On a scale of 1-10 (10 being the highest quality), how would you rate your current relationship? ________

In the last year, have you experienced any significant life changes or stressors? If yes, please explain: ________________________________________________________________
______________________________________________________________________________
Have you ever experienced any of the following?
SYMPTOM ASSESSMENT:

	I AM EXPERIENCING...
	Never
	Seldom
	Often
	Always
	For how long?

	Frequent worry or tension 
	
	
	
	
	

	Fear of many things 
	
	
	
	
	

	Discomfort in social situations 
	
	
	
	
	

	Feelings of guilt 
	
	
	
	
	

	Phobias: unusual fears about specific things 
	
	
	
	
	

	Panic Attacks: Sweating, trembling, shortness of breath, heart palpitations 
	
	
	
	
	

	Recurring, distressing thoughts about a trauma 
	
	
	
	
	

	“Flashbacks” as if reliving the traumatic event 
	
	
	
	
	

	Avoiding people/places associated with trauma 
	
	
	
	
	

	Nightmares about traumatic experience 
	
	
	
	
	


	I AM FEELING ...
	Never
	Seldom
	Often
	Always
	For how long?

	Decreased interest in pleasurable activities 
	
	
	
	
	

	Social Isolation, Loneliness 
	
	
	
	
	

	Suicidal Thoughts 
	
	
	
	
	

	Bereavement or Feelings of Loss 
	
	
	
	
	

	Changes in sleep (too much or not enough) 
	
	
	
	
	

	Normal, daily tasks require more effort 
	
	
	
	
	

	Sad, hopeless about future 
	
	
	
	
	

	Excessive feelings of guilt 
	
	
	
	
	

	Low self-esteem 
	
	
	
	
	


	I Notice...
	Never
	Seldom
	Often
	Always
	For how long?

	I am Angry, Irritable, hostile 
	
	
	
	
	

	I feel euphoric, energized and highly optimistic 
	
	
	
	
	

	I have racing thoughts 
	
	
	
	
	

	I need less sleep than usual 
	
	
	
	
	

	I am more talkative 
	
	
	
	
	

	My moods fluctuate: go up and down 
	
	
	
	
	


	I HAVE ...
	Never
	Seldom
	Often
	Always
	For how long?

	Memory problems or trouble concentrating 
	
	
	
	
	

	Trouble explaining myself to others 
	
	
	
	
	

	Problems understanding what others tell me 
	
	
	
	
	

	Intrusive or strange thoughts 
	
	
	
	
	

	Obsessive Thoughts 
	
	
	
	
	


	I HAVE ...
	Never
	Seldom
	Often
	Always
	For how long?

	Compulsive or repetitive behaviors 
	
	
	
	
	

	Been acting without concern for consequence 
	
	
	
	
	

	Been physically harming myself 
	
	
	
	
	

	Been violent toward other(s) 
	
	
	
	
	

	Risk Taking behaviors 
	
	
	
	
	


	I USE THE FOLLOWING ...
	Never
	Seldom
	Often
	Always
	For how long?

	Alcohol 
	
	
	
	
	

	Nicotine (Cigarettes) 
	
	
	
	
	

	Marijuana 
	
	
	
	
	

	Cocaine 
	
	
	
	
	

	Opiates 
	
	
	
	
	

	Sedatives 
	
	
	
	
	

	Hallucinogens 
	
	
	
	
	

	Stimulants 
	
	
	
	
	


	MY EATING INVOLVES ...
	Never
	Seldom
	Often
	Always
	For how long?

	A lot of weight loss or gain 
	
	
	
	
	

	Restriction of food consumption 
	
	
	
	
	

	Bingeing and Purging 
	
	
	
	
	

	Binge Eating 
	
	
	
	
	


	I HAVE ...
	Never
	Seldom
	Often
	Always
	For how long?

	Questions about my sexual orientation 
	
	
	
	
	

	Concern about my sexual function 
	
	
	
	
	

	Discomfort engaging in sexual activity 
	
	
	
	
	


	EMPLOYMENT & SELF-CARE ...
	Never
	Seldom
	Often
	Always
	For how long?

	I have problems getting/keeping a job 
	
	
	
	
	

	I have problems paying for basic expenses 
	
	
	
	
	

	I am afraid of becoming homeless 
	
	
	
	
	

	I have problems accessing healthcare 
	
	
	
	
	


OCCUPATIONAL INFORMATION:
Are you currently employed?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
If yes, who is your currently employer/position? ___________________________________
If yes, are you happy with your current position?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
Please list any work-related stressors, if any ______________________________________
_____________________________________________________________________________
RELIGIOUS/SPIRITUAL INFORMATION:
Do you consider yourself to be religious?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
If yes, what is your faith? ____________________________

If no, do you consider yourself to be spiritual?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
FAMILY MENTAL HEALTH HISTORY:
Has anyone in your family (either immediate family members or relatives) experienced difficulties with the following?  (circle any that apply and list family member, e.g. sibling parent, uncle, etc.)

	Difficulty
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	Family member

	Depression
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Bipolar disorder
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Anxiety disorder
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Panic attacks
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Schizophrenia
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Alcohol/substance abuse
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Eating disorders
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Learning disabilities
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Trauma history
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Suicide attempts
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	

	Chronic illness
	 FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
	


OTHER INFORMATION

What do you consider to be your strengths? ___________________________________

_______________________________________________________________________

_______________________________________________________________________

What do you like most about yourself? _______________________________________


_______________________________________________________________________

What are effective coping strategies that you have learned and practice? ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
What are your goals for therapy? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

_______________________
____________________________
___________________

    Signature of Client            Printed Name of Client

          Date
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