Suzanne Drake PhD, APRN, BC

Client Information and Assessment

The following intake is intended to make our work together most fruitful. Please answer the following questions to the best of your ability. If you do not feel comfortable answering any question, just leave it blank. 


Today’s Date:
 

I.  Personal Information

Full Name:
___
Maiden Name:


Age:
  
Date of Birth: 

Place of Birth:


Address: 

City:

Zip:


Phone (Home): 

(Work): 

(Cell): 


Email Address:

Fax: 



Employer:

Occupation: 


Address: 

City:

Zip:


If unemployed, why?


Last School Grade Completed:  


Household Members:  


Name  
Age  
Relationship to Client

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


For Statistical Purposes:
Total Family Gross Income:

 FORMCHECKBOX 
  Month
 FORMCHECKBOX 
  Year


Religious Preference:


Disabilities:
 FORMCHECKBOX 
  Physical
 FORMCHECKBOX 
  Developmental
 FORMCHECKBOX 
  Visual/Hearing Impaired



 FORMCHECKBOX 
  Mental Illness
 FORMCHECKBOX 
  Other:


How were you referred to me (physician’s name)?


May I acknowledge the referral?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, fax number):


Why have you come for counseling?



____________________

Who may I contact in case of an emergency?  Name:_________________________________________


Phone Number:

Relationship:


Using the scale below, please answer the following questions:


0
1
2
3
4
5
6
7
8
9
10


Not Serious
Slightly Serious
Moderate
Very Serious
Extremely Serious

How would you rate the seriousness of your present situation?  (0 – 10)
Now
  6 months ago
  Year ago

II.  Marital History

Marital Status:
 FORMCHECKBOX 
  Single
 FORMCHECKBOX 
  Divorced
 FORMCHECKBOX 
  Separated
 FORMCHECKBOX 
  Widowed


 FORMCHECKBOX 
  Married/how long?

 FORMCHECKBOX 
  Committed Partnership/how long?



Spouse/Committed Partner:

Name:

Age:

Date of Birth:


Address: 

City:

Zip:


Phone (Home): 

(Work): 

(Cell): 


Employer:

Occupation: 


Ethnicity:
 FORMCHECKBOX 
  Caucasian
 FORMCHECKBOX 
  African American
 FORMCHECKBOX 
  Asian Pacific Islander


 FORMCHECKBOX 
  Hispanic – Latino 
 FORMCHECKBOX 
  Other (specify):


Previous Marriages:
Number of Previous Marriages?


Name:

Married for how long?



 FORMCHECKBOX 
  Death   FORMCHECKBOX 
  Divorce   FORMCHECKBOX 
  Separated
Date:


Name:

Married for how long?



 FORMCHECKBOX 
  Death   FORMCHECKBOX 
  Divorce   FORMCHECKBOX 
  Separated
Date:


Name:

Married for how long?



 FORMCHECKBOX 
  Death   FORMCHECKBOX 
  Divorce   FORMCHECKBOX 
  Separated
Date:


Children (whether living at home or not):

Name:

Age

His/Hers/Theirs (Circle)

Name:

Age

His/Hers/Theirs (Circle)

Name:

Age

His/Hers/Theirs (Circle)

Name:

Age

His/Hers/Theirs (Circle)

Name:

Age

His/Hers/Theirs (Circle)

Name:

Age

His/Hers/Theirs (Circle)

Name:

Age

His/Hers/Theirs (Circle)

Name:

Age

His/Hers/Theirs (Circle)

How long did you know your current spouse before marriage?


Describe your spouse/partner’s personality:


In what areas are you compatible?


In what areas are you incompatible?


What do you see as your main problem?


When did your problem begin (give dates)?


III.  Family History
Your Ethnicity:
 FORMCHECKBOX 
  Caucasian
 FORMCHECKBOX 
  African American
 FORMCHECKBOX 
  Asian Pacific Islander


 FORMCHECKBOX 
  Hispanic – Latino 
 FORMCHECKBOX 
  Other (specify):


Father:
Name:



 FORMCHECKBOX 
  Living?  If alive, give father’s present age:



 FORMCHECKBOX 
  Deceased?  If deceased, give his age at time of death/cause of death:




How old were you at the time?


Mother:
Name:



 FORMCHECKBOX 
  Living?  If alive, give mother’s present age:



 FORMCHECKBOX 
  Deceased?  If deceased, give her age at time of death:




How old were you at the time?


Brothers and Sisters:


Name
Age
Health
Occupation
Marital Status

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Circle any of the following that describe your childhood/adolescence:

Happy Childhood
School Problems
Medical Problems
Alcohol Abuse

Unhappy Childhood
Family Problems
Legal Problems
Drug Abuse

Strong Religious Convictions
Emotional/Behavioral Problems

Others (specify):


Give a description of your father’s (or father substitute’s) personality and his attitude toward you (past and present):


Give a description of your mother’s (or mother substitute’s) personality and her attitude toward you (past and present):


In what ways were you disciplined or punished by your parents as a child?


IV.  Health History/Inventory
Have you ever been treated for the following?

 FORMCHECKBOX 
  Allergies

 FORMCHECKBOX 
  Asthma

 FORMCHECKBOX 
  Arthritis

 FORMCHECKBOX 
  Back Pain

 FORMCHECKBOX 
  Cancer

 FORMCHECKBOX 
  Diabetes

 FORMCHECKBOX 
  Emotional Problems

 FORMCHECKBOX 
  Headaches

 FORMCHECKBOX 
  Hearing Problems

 FORMCHECKBOX 
  Heart Disease

 FORMCHECKBOX 
  High Blood Pressure

 FORMCHECKBOX 
  HIV/AIDS

 FORMCHECKBOX 
  Low Blood Sugar

 FORMCHECKBOX 
  Pain

 FORMCHECKBOX 
  Seizure Disorders

 FORMCHECKBOX 
  Sexually Transmitted Disease

 FORMCHECKBOX 
  Skin Problems

 FORMCHECKBOX 
  Stomach Problems

 FORMCHECKBOX 
  Other (specify):


List any health problems:


Are you currently under the care of a physician for any physical conditions?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes

If Yes, give name of family physician:


If Yes, list reason(s) for treatment:


Current Non-Psychiatric Medications:


Medicine
Dose
Purpose
How long on this medicine?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Are you currently under the care of a psychiatrist?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes

If Yes, give name of psychiatrist:


If Yes, list reason(s) for treatment:


Current Psychiatric Medications:




How long on
How effective
Describe any


Medicine
Dose
 this drug?
is it?
side effects

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Past Psychiatric Medications:




Date and
How effective
Describe any


Medicine
Dose
 duration
is it?
side effects

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Summary of Prior Psychotherapy/Counseling:


Name of therapist
Date, duration,
Reason for seeking
What type of therapy?  Was it


and degree
and frequency
treatment
helpful? Any negative reactions?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Previous hospitalizations (Dates and Reasons):

Are you presently involved in any litigation?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, please explain):


Please check any area where you have concerns:

 FORMCHECKBOX 
  Alcohol or Drug Use

 FORMCHECKBOX 
  Alcohol or Drug Use in Family
 FORMCHECKBOX 
  Anger/Irritability
 FORMCHECKBOX 
  Anxiety

 FORMCHECKBOX 
  Childhood Abuse or Neglect

 FORMCHECKBOX 
  Depression
 FORMCHECKBOX 
  Difficulty Making Decision

 FORMCHECKBOX 
  Domestic Violence
 FORMCHECKBOX 
  Eating/Food/Body Image Problems
 FORMCHECKBOX 
  Excessive Worry
 FORMCHECKBOX 
  Finances

 FORMCHECKBOX 
  Gambling
 FORMCHECKBOX 
  Grief/Loss
 FORMCHECKBOX 
  Guilt/Feelings of Worthlessness
 FORMCHECKBOX 
  Impaired Memory
 FORMCHECKBOX 
  Interpersonal Relationships
 FORMCHECKBOX 
  Legal Matters

 FORMCHECKBOX 
  Less Interest or Pleasure in Things
 FORMCHECKBOX 
  Menopause
 FORMCHECKBOX 
  Mood Changes
 FORMCHECKBOX 
  Muscle Tension
 FORMCHECKBOX 
  Nervousness
 FORMCHECKBOX 
  Pain
 FORMCHECKBOX 
  Panic

 FORMCHECKBOX 
  Poor Concentration
 FORMCHECKBOX 
  Self Esteem
 FORMCHECKBOX 
  Sexual Assault/Rape
 FORMCHECKBOX 
  Sexual Problems
 FORMCHECKBOX 
  Sleeping Problems
 FORMCHECKBOX 
  Stress

 FORMCHECKBOX 
  Thoughts of Homicide
 FORMCHECKBOX 
  Thoughts of Suicide/Death
 FORMCHECKBOX 
  Weight Loss/Gain
 FORMCHECKBOX 
  Other (specify):

If you drink alcohol, describe your current alcohol consumption:  1 drink = 4oz wine, or 12oz beer, or 1 oz hard liquor 

                    _____drinks per day                 _____drinks per wk          ______occassional     

If you take recreational drugs, describe your current drug intake:


Have you or anyone in your family experienced a problem with drinking or drugs?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes

Do you or does any member of your family (including parents, brothers, sisters) suffer from alcoholism addiction, or anything which can be considered a mental disorder?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, explain):


Have any relatives suffered from mental illness?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes

Have any relatives attempted or committed suicide?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, when?):


Have you ever attempted suicide?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, explain):


Have you ever been hospitalized for psychological problems?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, when and where?):


Have you ever been beaten, slapped, shoved, pushed by another person (describe)?


Do you have any current concerns about your physical health?  Please specify:


What other background/concerns/events could be important to know?


V.  Sexual History/Abuse
Sexual preference:
 FORMCHECKBOX 
  Heterosexual
 FORMCHECKBOX 
  Homosexual
 FORMCHECKBOX 
  Bisexual
 FORMCHECKBOX 
  Unsure

How are your current relationships?  (Describe any inhibitions or problems such as lack of interest, difficulty with erections, difficulty reaching orgasm, pain during intercourse, premature ejaculation, or sexual practices you are uncomfortable with):


Do you have any other relevant sexual experiences, problems, or concerns?


Have you ever experienced any kind of sexual, physical, or psychological abuse as a child or as an adult?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, describe): 


Did you ever have sexual activity with a family member or relative?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, describe):


Have you ever been raped or beaten up?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes (If Yes, describe):


VI.  Personal History
What specific behaviors, actions, feelings or habits would you like to change about yourself?


What are some of your special talents or skills that you feel proud of?


What would you like to do more of?


What would you like to do less of?


List your five main fears:


What feelings would you like to experience more often?


What feelings would you like to experience less often?


When are you most likely to lose control of your feelings?


What are your sources of pleasure?


Are you satisfied with your friendships (describe)?


How will we know that therapy has been successful? What will your life be like?       How will it be 

different?____________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Please add any additional information which you feel may be useful:


Thank you for completing this questionnaire.

(Your Signature)

(Date)
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