Client Name: __________________________________________	Date: __________________
INTAKE/DIAGNOSTIC ASSESSMENT
Please fill out this form for yourself or your child/adolescent.  If you are a parent(s), some areas will be specific towards your child and others about you as the parent(s).  If you have questions, please ask me when we meet in person.  I appreciate your time and efforts in filling out this form as completely as possible.
FAMILY MEMBERS IN IMMEDIATE FAMILY/ MAJOR RELATIONSHIPS:
(Please list full name, age, employment or grade in school, and relationship to client - for instance: brother/sister, mother, father, step-father, half brother/sister, etc. ).
Full Name:			Age:		Employment/Grade in School:		Relationship:
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
FAMILY MEMBERS IN FAMILY OF ORIGIN or PARENT’S FAMILY:
(If this is a child client: please fill out for parent’s family (mom and dad’s brothers/sisters and parents)  If this is an adult client: please fill in for your family of origin (brothers/sisters, parents)). 
 Please list full name, age, employment or grade in school, and relationship to client - for instance: brother/sister, mother, father, step-father, half brother/sister, etc. 
Full Name:			Age:		Employment/Grade in School:		Relationship:
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
FAMILY MENTAL HEALTH HISTORY:
In the section below, please indicate whether there is family history of any illness.  If yes, please indicate who in the family (mother/father, grandparent, brother/sister, uncle/aunt, cousin, etc.):
CIRCLE							LIST FAMILY MEMBER
ADHD
Autism/Aspergers
Alcohol/Substance Abuse
Anxiety
Anger/ Low-frustration tolerance
Abuse (emotional, physical, sexual)
Bipolar or Manic-Depressive
Controlling - Shaming
Depression
Domestic Violence
Eating Disorders
Obesity
Obsessive Compulsive Behavior
Suicidal Behaviors/Attempts
Schizophrenia
Other: __________________________________

EMPLOYMENT or SCHOOL/ACADEMIC INFORMATION:
Where are you currently employed/attend school?__________________________________________
School: What grade are you in? __________________	Teacher’s Name: ________________________
Do you enjoy your job/school?__________________________________________________________
How long have you been employed/attended school here? ____________________________________
Anything I should know about your work/academic history, while we work together (problems with co-workers-boss/ IEP or SPED/ Lost job/ unemployed/ switched schools/etc.)? ______________________
___________________________________________________________________________________
____________________________________________________________________________________
PARTNER/ SPOUSE/ ROMANTIC RELATIONSHIP INFORMATION:
(Adult , Parent, and  Adolescent fill out for self )
 Relationship Status: 
□ Never Married   □ Domestic Partnership  □ Engaged  □ Married   □ Separated   □ Divorced  □ Widowed
If divorced/separated: 
Details: When:  _______________ How many times:___________________ 
If children are involved: Do you have joint or solo LEGAL custody: _________________ (please bring documentation of custody)  
What are the custody agreement/visitation schedule:_________________________________________
What are the variables behind the divorce & what does the child know:__________________________
_____________________________________________________________________________________
Other legal guardian/parent’s name: ____________________________ Telephone: _________________
Address: _____________________________________________________________________________
If in a Relationship:
What is their name?: ______________________   How Long? ______________
How would you rate the satisfaction in your relationship: (circle one)
Poor		Unsatisfactory		Satisfactory		Good		Very Good
What were you thinking of when you rated it this way: ________________________________________
Everyone: (teenagers and older)
What has your dating history been like? ____________________________________________________
_____________________________________________________________________________________
Are there parts of your relationship you would like to address while we work together (parent – how might your relationship be affecting your child?): ____________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
How long have you resided in your current home/residence:  ___________________________________
How often have you moved & dates: _______________________________________________________
FRIENDSHIP INFORMATION:
Who would you say are your best friends: ___________________________________________________
How would you rate the satisfaction in your friendships: (circle one)
Poor		Unsatisfactory		Satisfactory		Good		Very Good
What were you thinking of when you rated it this way: ________________________________________
What has your friendship history been like? _________________________________________________
_____________________________________________________________________________________
Are there parts of your friendships you would like to address while we work together: ______________
_____________________________________________________________________________________
_____________________________________________________________________________________
LEGAL HISTORY:
Have you or someone in the household been arrested before: □ No   - or -     □ Yes,  what were the details behind the arrest: _____________________________________________________________

___________________________________________________________________________________

Are there any illegal activities going on in the home or with someone who is closely involved with you/your family: □ No   - or -     □ Yes, please describe: _______________________________________

____________________________________________________________________________________

Are you currently worried about your safety or the safety of your child(ren): □ No   - or -     □ Yes, please describe: ____________________________________________________________________________

[bookmark: _GoBack]DEVELOPMENTAL HISTORY: (Everyone fill out)
Was you or your child’s pregnancy full-term?  □ No   - or -     □ Yes 
How many weeks before/after full-term was the delivery? ________

Were there any complications during the pregnancy? ________________________________________
____________________________________________________________________________________

Were there any complications with the delivery? ____________________________________________

What was your or your child’s temperament like? 
□ Easy to soothe    □ Fussy/Irritable  □  Calm   □ Sensitive to Stimuli/touch □ Other: _________________

Developmental Milestones (please check appropriate box):
					Early			Average		Delayed
Gross Motor Skills (crawl/walk)		□ 			    □    			   □            
Fine Motor Skills (picking up objects)	□ 			    □            		   □            
Talking/ Expressive Communication	□ 			    □            		   □            
Receptive Communication 		□ 			    □            		   □            
(understanding)
Social/Emotional (laugh,smile,etc.)	□ 			    □            		   □            
Feed or dress self (Independence)	□ 			    □            		   □            

Please describe your child’s early sleeping and eating habits: ___________________________________

_____________________________________________________________________________________

GENERAL HEALTH & MENTAL HEALTH INFORMATION:
Have you previously received any type of mental health services (psychotherapy, psychiatric 
services, etc.)? 
□ No   - or -     □ Yes, previous therapist/practitioner: _________________________________________

Are you currently taking any prescription medication?  □ No   - or -     □ Yes

Name & Dose of Medication(s): __________________________________________________________

Have you been prescribed Psychiatric Medication?  □ No   - or -     □ Yes

Name & Dose of Medication(s): ___________________________________________________________

How would you rate your current physical health:  (circle one)
Poor		Unsatisfactory		Satisfactory		Good		Very Good

Please explain any physical health concerns you have:_________________________________________

_____________________________________________________________________________________

How would you rate your current sleep habits:  (circle one)
Poor		Unsatisfactory		Satisfactory		Good		Very Good

Please explain any sleep concerns you have: ________________________________________________

_________________________________________________________________________________

How many times per week do you generally exercise?  ____________________________________

What type of exercise do you participate in? ____________________________________________

_________________________________________________________________________________

How would you rate your current eating habits/patterns:
Poor		Unsatisfactory		Satisfactory		Good		Very Good

Please explain you eating habits and appetite patterns:____________________________________

_________________________________________________________________________________

Are you currently experiencing overwhelming sadness, grief, or depression?   □ No   - or -     □ Yes, for approximately how long? ____________________________________________________

Are you currently experiencing anxiety, panic attacks, or phobias?   □ No   - or -     □ Yes, for approximately how long? ______________________________________________________________

Is there a history of abuse or current abuse (physical, emotional, verbal, sexual, or other) I should be 
aware of: □ No   - or -     □ Yes, please describe:_____________________________________________

____________________________________________________________________________________

Are you currently experiencing any chronic pain?   □ No   - or -     □ Yes,  please describe: _____________

_____________________________________________________________________________________

Do you/your child currently or have you ever lived with someone who uses substances?  
□ No   - or -     □ Yes 

Do you drink alcohol more than once per week?   □ No   - or -     □ Yes, How much?________________

How often do you engage recreational drug use?   (Circle one)
Daily		Weekly		Monthly		Infrequently		Never

What significant life changes or events have you experienced lately? ___________________________
____________________________________________________________________________________
____________________________________________________________________________________
What significant life changes or events have you experienced in the past? ________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Do you consider yourself to be spiritual or religious?  □ No   - or -     □ Yes,  If yes, please describe your faith:_________________________________________________________________________________

_____________________________________________________________________________________

What do you consider to be some of your strengths?  ________________________________________

_____________________________________________________________________________________

____________________________________________________________________________________

What do you consider to be some of your weaknesses or areas needing improvement?_____________

_____________________________________________________________________________________

_____________________________________________________________________________________

What would you like to accomplish out of your time in therapy? ______________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
