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Anchored Hope Counseling Client Intake Form

This information is confidential and protected under Federal Law. It cannot be released without your written consent. Please answer the questions thoughtfully and truthfully. 

What circumstance, situation, or symptoms has you seeking counseling today? ________________________

________________________________________________________________________________________

Any stresses or life changes you have experienced recently_________________________________________

Please identify which symptoms you are currently experiencing:

_____Anxiety		_____Anger Outbursts	_____Alcohol Abuse 	_____Concentration Problems

_____Compulsions	_____Confusion		_____Crying Spells	_____Difficulty with Decisions

_____Drug Use	_____Disappointment		_____Eating Disorder	_____Feelings of Inferiority

_____Financial Prob.	_____Feelings of Guilt	_____Frequent Pain	_____Feeling Misunderstood

_____Grief		_____Hopelessness		_____Irrational Thoughts _____Impulsive Behavior

_____Irritability	_____Legal Difficulties	_____Low Energy	_____Lack of Motivation

_____Loneliness	_____Meaninglessness	_____Memory Prob.	_____Mood Swings

_____Panic		_____Perfectionism		_____Physical Illness	_____Relationship Issues

_____Restlessness	_____Religious Concerns	_____Shyness		_____Specific Fears

_____Stress		_____Social Withdrawal	_____Sexual Prob.	_____Sleeping Problems

_____Suspicion	_____Suicidal Thoughts	_____Worry		_____Troublesome Thoughts

_____Weight Change	_____Work Problems		_____Unusually Sensitive

Please include any additional concerns or symptoms below:










Family Background:
Your family growing up:
Relationship:				Name:				Personality/Mental Health Issues
Mother			________________________________	________________________________

Father			________________________________	________________________________

Siblings		________________________________	________________________________

			________________________________	________________________________

			________________________________	________________________________

Birth Order:		______________

Childhood:
Check the issues experienced in childhood:

_____Happy Childhood	_____Conflict with Teachers	_____Anxious		_____Anger Problems

_____Attention Problems	_____Drug/Alcohol Abuse	_____Depressed	_____Family Fights

_____Few Friends		_____Good Grades		_____Neglected	_____Moved Frequently

_____Parents Divorce		_____Physically Abused	_____Popular		_____Poor Grades

_____Sexually Abused	_____Sexual Problems	_____ “Spoiled”	_____Weight Problems

Enter any additional childhood experiences or symptoms _______________________________________

_____________________________________________________________________________________

Living Situation:
Where are you currently living: 

_____Dorm/Campus Apartment	_____Apartment	_____With Relatives	_____House			

Who lives with you now?

Relationship:			First Name			Personality/Mental Health Issues

______________________	_______________________	_____________________________________

______________________	_______________________	_____________________________________

______________________	_______________________	_____________________________________

______________________	_______________________	_____________________________________

______________________	_______________________	_____________________________________

______________________	_______________________	_____________________________________

Family Information:
Relationship History:
Number of times you have been married:____________________________________

[bookmark: _GoBack]Age at marriages:_____________________	Number of Children:________________

Are you satisfied with your romantic life?____________________________________

Briefly describe any problems in your current or past marriages or cohabitation relationship:

_________________________________________________________________________________

_________________________________________________________________________________
	
_________________________________________________________________________________
	
Child 1 Name:_____________________________________	Age:_______________________

Child 2 Name:_____________________________________	Age:_______________________

Child 3 Name:_____________________________________	Age:_______________________
	
Child 4 Name:_____________________________________	Age:_______________________	

Who are important people in your life now?_________________________________________________

Who do you talk to about personal things?__________________________________________________

Social Life:
Do you have an active social life?_________________________________________________________

What are your hobbies?_________________________________________________________________

Educational History:
Highest Level of Education____________________________________  Degree___________________

Favorite subject:______________________________________________________________________

What did you like/dislike about school?____________________________________________________

Employment History:
Current employer:______________________________________________________________________

Length of employment:__________________________________________________________________

Job Responsibilities:____________________________________________________________________

Are you satisfied with your job?___________________________________________________________

What do you like or dislike about your job?__________________________________________________

Motivation Level:
On a scale of one to ten, ten being highest, how much do you believe that your problems will get better?

1     2     3     4     5    6     7    8     9     10

On a scale of one to ten, ten being highest, how motivated are you to participate in counseling and get better?

1     2     3     4     5    6     7    8     9     10

What things have you tried in the past that have helped with your symptoms or problems? _____________

______________________________________________________________________________________

Describe the last time you felt really happy or content with your life. What was happening at that time? Who was in your life?_________________________________________________________________________

______________________________________________________________________________________

Spirituality:
How important is your faith or spirituality?   1     2     3     4     5    6     7    8     9     10

Do you want to integrate your faith into the counseling experience? 1     2     3     4     5    6     7    8     9     10

What/if any particular religious faith do you practice?____________________________________________

With which religious institute do you participate in?______________________________________________

Mental Status:
Have you ever seen a therapist or other mental health professional prior to coming here?    Yes      No

If yes, what were you treated for and when did you see that provider?________________________________

_______________________________________________________________________________________

Have you ever been hospitalized for a psychiatric condition?        Yes       No

If yes, when, where, and what condition? ______________________________________________________

Do you have a history of:          Depression?		Anxiety?		Addiction?

Are you currently struggling with any of these issues?         Yes      No

Have you ever experienced any significant trauma or abuse as a child or an adult?     Yes     No

If yes, was it reported? When and to whom? ____________________________________________________

Has anyone in your family been diagnosed with a mental disorder or addiction?       Yes     No

If so, who and what? _______________________________________________________________________

Have you ever participated in self-injurious behaviors?      Yes      No

If yes, what types of behaviors and when? ______________________________________________________

Have you ever contemplated or attempted suicide?       Yes     No

If so, when, how did you attempt, and were you hospitalized?______________________________________

Have you ever had thoughts of wanting to kill or harm others? _____________________________________

Do you have concerns about your sexual behaviors, performance, or identity? _________________________

________________________________________________________________________________________

Legal History:
Have you ever been arrested?   Yes       No            Are you involved in any legal issues currently?     Yes     No

Physical Health:
Check each accident or illness you have experienced:

_____Chronic Pain		_____Diabetes			_____Drug/Alcohol Abuse Treatment

_____Headaches		_____Head Injury		_____Infertility

_____Hormone Problems	_____Miscarriages		_____Neurological disorder

_____Recent Surgery		_____Seizures			_____Thyroid Problems 

List any other chronic health problems you may have: __________________________________________

Number of hours of sleep in an average night:_________________________________________________

Do you exercise?     Yes      No       How?_____________________________ How often?_____________

Have you ever had an eating disorder?      Yes      No     If yes, when?______________________________      

Who is your primary Physician?____________________________________________________________

Medications:
Please list all medications and herbal supplements and why you are taking them: 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Substance Use:
Please state which substances you currently use, how much, and frequency:

Caffeine ____________________________________________________________

Tobacco ____________________________________________________________

Alcohol ____________________________________________________________

Marijuana ___________________________________________________________

Amphetamines or Diet Pills ____________________________________________

Cocaine ____________________________________________________________

Methamphetamine ___________________________________________________

Prescription Pills (Oxycodone, Xanax, Vicodin, Adderall, etc.)________________

Other _____________________________________________________________

Accomplishments/Strengths:
List your personal strengths and important accomplishments:______________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

What else should I know about you that will help me to help you get better? __________________________

_______________________________________________________________________________________

_______________________________________________________________________________________


Please sign acknowledging that you have received the Professional Disclosure Statement and Informed Consent

Signature _______________________________________________	Date________________________’
Anchored Hope Counseling Client Intake Form	
