	
	
	



                                                     Kaufman Counseling Service
                                                 Initial Intake Form

     Today’s Date: _____________
[bookmark: _Int_rucrQukj][bookmark: _Int_HA601IxR]      Name: ________________________  Address:______________________ 
      City: State_______________________ Zip Code: ___________________ 
       Home Ph: ________ Work Ph: __________ Cell Ph: _________________       
[bookmark: _Int_qJhXVZw1][bookmark: _Int_luz5dkus]       Email:___________________________Fax:_______________________           
[bookmark: _Int_fhoCsvfW]       Date of Birth: ________ Age:_______ Gender: _________________
[bookmark: _Int_awZddeSw]       Religion:_____ _____   _Ethnicity: ______ ___ Marital Status: _________
      (#) Children: ____ Occupation:  _____________ Student: Full-Time/ Part-Time 
      Employer: ___________________Address: ____________________________
      How did you hear about this practice?
[bookmark: _Int_hKBiwvMF]       Referral Source Name: ____________________ Phone:__________________
       Internet Site: __________________________         
[bookmark: _Int_UdH2WEIM]       Please give a brief summary of the specific issue(s), and what you                                                                                                              	   would like to accomplish when treatment has completed: 
        ________________________________________________________
       _________________________________________________________
       _________________________________________________________              





 Why are you seeking counseling/therapy now?
_____________________________________________________________
______________________________________________________________
_______________________________________________________________
[bookmark: _Int_f34BfjT2]Any prior psychiatric treatment or psychological testing and were these treatments helpful? Yes or No
________________________________________________________________
________________________________________________________________
_________________________________________________________________
 Are you currently having any suicidal/homicidal thoughts, plan, or intention to
physically hurt yourself or someone else? Y (If yes, describe) or N

Have you ever experienced emotional_____, physical, ____sexual_____ domestic
violence_____, or any other form of abuse in your lifetime. If Y, (describe) or N
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

Have you experienced any serious traumatic experiences in your life? (If Y, briefly describe) or N
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________




Medical History

Any current medical problems/Disabilities/Medications? (Prescribed/Over the counter, ________________________________________________________
________________________________________________________________

Currently taking any supplements/ vitamins/herbs If Y, describe, or N
________________________________________________________________
________________________________________________________________

Any past medical problems/medications? _______________________________
_________________________________________________________________
__________________________________________________________________

Current Physician If Y, please give name and phone, or N? __________________________________________________________________

Have you ever injured your head or had a concussion? If Y, describe or N.
________________________________________________________________

Any current or past seizures or seizure-like activity? If Y, describe, or N.
_________________________________________________________________

Any allergies? If Y, describe or N _______________________________________ 

Any prior medical-related hospitalizations? If Y, describe, or N
__________________________________________________________________

Have you ever been hospitalized for an emotional disorder or any family of origin members? If Y, describe or N
________________________________________________________________
________________________________________________________________
Current Life Stresses (relationship, job, school, finances, children, family illness)
If Y, describe, or N
__________________________________________________________________
__________________________________________________________________
___________________________________________________________________
 Do you use any recreational drugs or alcohol? If yes, name or N.
___________________________________________________________________
Any current legal cases? If Y, describe or N ___________________________________________________________________
On a scale of 1-10; (1 being the least and 1o being the most, which number best corresponds to your current level of stress? _________

In case of an emergency, whom may we contact?

Name: _________________________ Relationship: ________________________
Address: _______________________City: ________________ State: ____
 Zip: ________ Phone: _________________
	
	
	



