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Client Intake Information
Please complete this form as accurately as possible to identify the services that will best meet your needs.
Today’s Date: ______________________	Gender Assigned at Birth:    	Male	Female
Client’s Last Name: ____________________________________	First Name: _______________________
Nickname/preferred name: ______________________  Age: ____	Date of Birth: ______________________
Address: ________________________________________________________________________________
City: ______________________________	State: _____	Zip: ____________________
Home Phone: _________________________		Cell: ___________________________________
Email: _______________________________	
Would you like a text reminder and/or email reminder for your appointments? _______________________
Reminders:  Do not reply to these texts/emails as they are an automatic software function.
If you wish to receive emails, it is recommended that you add appointmentreminders@therapyportal.com to your address book.
**PLEASE CIRCLE THE PHONE NUMBER ABOVE YOU WISH TO BE USED FOR SCHEDULE CHANGES, OR CANCELLATIONS**
Is it okay to leave phone messages?  Yes / No	Is it okay to send text messages?  Yes / No
Marital Status: ______________________	Spouse/Partner’s name: _______________________________
List names and ages of children:  ____________________________________________________________
For Minors Only:______________________________________________________________________
Name of Guardian(s):  _____________________________________________________________________
Name/ages of siblings: _____________________________________________________________________
Who lives in the child/adolescent’s home: _____________________________________________________




Name of Insurance Company: ___________________________Insurance Contact Number:_____________
Name of policy holder: _________________________________ 
Date of birth of policy holder: ________________	Relationship to family member: _______________	
Counseling History and Current Concerns
List any previous counseling experiences.
	Dates: _______________	Provider: _____________________	Reasons: ___________________
	Dates: _______________	Provider: _____________________	Reasons: ___________________
	Dates: _______________	Provider: _____________________	Reasons: ___________________
What was helpful about your previous counseling experiences:____________________________________
_______________________________________________________________________________________
What was not helpful about these experiences: _________________________________________________
_______________________________________________________________________________________
What brought you to seek counseling at this time: ______________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
How long has this issue been present in your life? (please try to be specific) __________________________
_______________________________________________________________________________________
What have you done to try to resolve these issues?  What has been helpful/unhelpful? ________________
_______________________________________________________________________________________

Please list the following:
Current amount of sleep each night: ________________		Is this typical:	Yes  /  No
Any concerns with sleep: ___________________________________________________________________
Current amount of exercise: _______________________		Is this typical:  Yes  /  No
Any nutritional concerns: __________________________________________________________________
_______________________________________________________________________________________
Background Information
Please list hobbies/enjoyable activities (books, arts/crafts, sports, outdoor activities, movies, traveling):
_______________________________________________________________________________________
_______________________________________________________________________________________ 
Current Occupation/School Information: ______________________________________________________
Educational Background: ___________________________________________________________________
Cultural/Racial Background: ________________________________________________________________
Religious/Spiritual Background (as a child and adult): ____________________________________________ ______________________________________________________________________________________________________________________________________________________________________________
How important is your religion/spirituality: ____________________________________________________
Please list the individuals you consider important in your life (Name/Relationship): ____________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Please list 3 strengths: _____________________________________________________________________
_______________________________________________________________________________________
Please list any medical concerns you are experiencing: __________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
List developmental delays experienced in childhood: ____________________________________________
Current medications:						Reason for medications:
 _______________________________			_______________________________________
________________________________			_______________________________________
________________________________			_______________________________________
________________________________			_______________________________________
________________________________			_______________________________________

*Please list additional medications on the back or a bring a list to your initial appointment.
Primary Care Doctor: ______________________________		Phone: _______________________
Any specialists seen: ______________________________________________________________________
Emotional Health
Do you have a family history of mental health issues?  If yes, please explain: _________________________
_______________________________________________________________________________________
How would you describe your childhood?  Is there anything you feel it would be helpful for me to know?
_______________________________________________________________________________________
_______________________________________________________________________________________
Have you experienced any traumatic events that you feel may be impacting you? (you can list what you are comfortable identifying) _______________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Are you currently experiencing strong emotions that include thoughts of self-injury, suicidal thoughts, or thought of harming others?  If yes, please explain: ______________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

Are you currently engaging in any self-injury practices?  If yes, please explain:  ________________________
_______________________________________________________________________________________
Do you have a history of suicide attempts? Please explain: _______________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Have you ever been hospitalized for a mental health condition? Please explain: ______________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Do you or anyone in your immediate family experience concerns of alcohol or drug use?  Please explain:
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Any concerns with legal involvements or arrests for yourself or immediate family members?  Please explain:
_______________________________________________________________________________________
_______________________________________________________________________________________
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