Adult Intake Form

Office of Carmelita R Samuel, MSW

Mental Balance & Wellness Practice

Name: 










 Date of Birth: 





Last



First


M.I.
    Maiden

Address 








 Email 








Street



City
               State       Zip Code
Phone: Home (       )



  Work (        )


    Soc. Sec. # 





Cell Ph(       )



   Driver’s License # 








Status

  FORMCHECKBOX 
 Single        FORMCHECKBOX 
 Dating         FORMCHECKBOX 
 Live-in Partner       FORMCHECKBOX 
 Married          FORMCHECKBOX 
 Divorced         FORMCHECKBOX 
 Widowed       FORMCHECKBOX 
 Separated







  Date:

   Date:
 
      Date: 
      Date: 

Whom may we contact in an emergency? 

















Name



Phone


Relationship
	Employment Information

Currently Employed?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                        May we leave a message for you?            FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Occupation _______________________________   Employer’s Name:_______________________________________

Address _________________________________________________________________________________________

                     Street                                                                       City                                                                                     State Zip Code

Seeking Employment?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        Type of Position Sought ___________________________________________




Insurance Information 

Health Insurance Carrier 



 Policy # 


  Group # 




Name of Subscriber 






 Subscriber’s Phone (___)




Subscriber’s Address 

















Street




City


State

Zip Code
Subscriber’s Date of Birth 


  Subscriber’s Social Security Number 






Other Insurance Information

Health Insurance Carrier 



 Policy # 


  Group # 




Name of Subscriber 






 Subscriber’s Phone (___)




Subscriber’s Address 

















Street




City


State

Zip Code
Subscriber’s Date of Birth 


  Subscriber’s Social Security Number 






Family of Origin

Cultural Background 





   Religious Background 






Members (Mother, Father, Brothers, Sisters, Step-family members)  If needed, continue on back.

Name




Relationship      Age
Current Occupation

Living/Deceased

	For office use only:

DX


Current Living Situation

Name





Relationship


Age


Gender
Medical Background

Family Physician 



 Clinic Name 




  PH 




Address 

















Street 




City 



State

Zip Code
Date of Last Visit 


  Reason 










Date of Last Complete Physical 


 Results 









Current Illnesses/injuries 













Current Medications 













Substance Use

How often fo you drink alcohol?

 FORMCHECKBOX 
 Seldom/Never   FORMCHECKBOX 
 1-3 times a month    FORMCHECKBOX 
 1-3 times a week   FORMCHECKBOX 
 4-7 times a week   FORMCHECKBOX 
 More than 7 times per week

Typical Amount per Occasion ( 1 drink = 1 shot = 12 oz. beer = 1 glass of wine = 1 wine cooler)


 FORMCHECKBOX 
 1-2 drinks

 FORMCHECKBOX 
 3-4 drinks
     FORMCHECKBOX 
 5-6 drinks
       FORMCHECKBOX 
 7-10 drinks
 FORMCHECKBOX 
 more than 10 drinks

How often do you consume drugs (prescription or recreational)?

 FORMCHECKBOX 
 Seldom/Never   FORMCHECKBOX 
 1-3 times a month    FORMCHECKBOX 
 1-3 times a week   FORMCHECKBOX 
 1-3 times a day   FORMCHECKBOX 
 More 3 times a day

Amount?  















Please list any drugs currently in use












Please list any drugs previously used on a regular basis 










Do you smoke?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No


Do you drink coffee?      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No


Amount 


 
Cups per day of regular 

  Cups per day of Decaf 




Educational Background

High School Completed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       College Completed?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Degree 





Veteran Information

Are you a Veteran?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
       Branch of Service and Dates 







Legal Information 

Are you involved in any active cases (civil, traffic, criminal)?  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 No     If yes, please explain circumstances on back.

If Criminal:

Court 






      Judge
  







Who Referred you?














May we thank them?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
Name


Address




Phone
Mental Health Information

Are you currently involved in treatment elsewhere?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If so, 

















Name



Address



City

Zip
Phone
Have you ever been hospitalized for psychiatric reasons?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If so, 


















Where


When 


Why

Diagnosis with a psychiatric disordered?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   If so, what diagnosis 







Current Medications 














Past Medications 














Previous counseling or therapy ?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No If so, please give dates and names of therapist:

Have you ever experienced trauma (sexual assault, car accident, physical abuse, emotional abuse, natural disaster)?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

Do you feel this/these experiences are the reason for your visit today?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No 

Please check as many as you have experienced between now and the past 6 months.

 FORMCHECKBOX 
  recent weight gain/loss


 FORMCHECKBOX 
  homicidal thoughts/attempts

 FORMCHECKBOX 
  insomnia 




 FORMCHECKBOX 
  abandonment

 FORMCHECKBOX 
  over sleeping



 FORMCHECKBOX 
  dissociation (lost of time – “checking out”)

 FORMCHECKBOX 
  loss/increase of appetite 


 FORMCHECKBOX 
   fearfulness

 FORMCHECKBOX 
  anxiety




 FORMCHECKBOX 
   obsessiveness and/or compulsiveness

 FORMCHECKBOX 
  guilt




 FORMCHECKBOX 
   destructive tendencies

 FORMCHECKBOX 
  boredom




 FORMCHECKBOX 
   irritability 

 FORMCHECKBOX 
  hopelessness/helplessness


 FORMCHECKBOX 
   unwanted thoughts, voices or images

 FORMCHECKBOX 
  shame




 FORMCHECKBOX 
   crisis or trauma

 FORMCHECKBOX 
  depressed mood



 FORMCHECKBOX 
   sexual conflict

 FORMCHECKBOX 
  loss of interest in things once enjoyable
 FORMCHECKBOX 
   restlessness

 FORMCHECKBOX 
  overwhelmed



 FORMCHECKBOX 
   relay on alcohol or other substances

 FORMCHECKBOX 
  hyperactivity or impulsivity


 FORMCHECKBOX 
   anger

 FORMCHECKBOX 
  panic




 FORMCHECKBOX 
  violence

 FORMCHECKBOX 
  suicidal thoughts/ attempts


 FORMCHECKBOX 
   other





 FORMCHECKBOX 
  isolation and/or loneliness




(use back for more space)

Client Signature 





  
Date 






Witness Signature 





 
Date 





