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Carol van Doorn, LCSW-C

603-A W. Patrick St.,   Frederick, MD 21701

cvdoorn@comcast.net      www.therapyfrederickmd.com    (301)351-7421
Confidential Adult Intake Form

Please provide the following information for my records. Leave blank any question you would rather not answer. Information you provide here is held to the same standards of confidentiality as our therapy. Please print out this form, complete it, and bring it to your first session.

Today’s Date: ____________      

Name: _______________________________________________________________________

          
  Last                                                    

   First                                              

      MI
Your Birth Date: _____________      Age: ______        
Gender:   ____________________                           Sexual Preference:    _____________________
Local Address:

________________________________________________________________________

Street and Number
________________________________________________________________________

City                                                                     
State                                           Zip

Home Phone: _________________________            May I leave a message? □Yes  □No

Cell Phone: ___________________________           May I leave a message? □Yes  □No

E-mail: _____________________________________   May I email you? □Yes □No

*Please be aware that email might not be confidential.

FAMILY LIFE

Marital Status:   □ Never Married □ Partnered □ Married □ Separated  □ Divorced  □ Widowed

Are you currently in a romantic relationship?  □Yes  □No     

If yes, for how long?_________________

If yes, on a scale of 1-10 (1=very troubled to 10=great), how would you rate the quality of your romantic relationship? _______________
Do you have children?  □No   □Yes   

If yes, how many?: _____         Ages:  ___________________________

Who lives in your home with you? List names, ages, and relation to you. __________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 Do you have children who don’t live with you? If so, list names, ages, and where and with whom they live: 
_________________________________________________________________________________ _________________________________________________________________________________

FAMILY HISTORY:
Where did you grow up? ____________________________________________________________

What was the atmosphere like in your childhood home? ___________________________________

Are your parents:  
□ still together   

□ divorced, when____________  

□ remarried  

□ unmarried  

□ deceased, if yes whom_________________   age at death______

Number of siblings:_______      Ages:_____________________________

Do you have good family support?  □ No □ Yes   From whom?___________________________

Describe relationship with family members, friends, and others you know:

___________________________________________________________________________________
______________________________________________________ _____________________________

HEALTH INFORMATION

How is your physical health currently? (please circle)

Poor           Unsatisfactory              Satisfactory         Good                 Very good

Primary Care Physician: _________________________ _________________________________





Name





Phone
Please list any health problems or concerns (e.g. asthma, hypertension, diabetes, headaches, stomach pain, seizures, etc.) and how they are currently being treated:

_________________________________________________________________________________________

Medications:______________________________________________________________________________

Hours per night you normally sleep _______

Are you having any problems with your sleep habits?    □ No  □ Yes       

Do you exercise regularly?  □ No  □ Yes       

If yes, what do you do?_______________________________________________________

Are you having any difficulty with appetite or eating habits?   □ No  □ Yes

Have you experienced significant weight change in the last 2 months? □ No □ Yes

Do you regularly use alcohol? □ No □ Yes    

If yes, what is your frequency?

□ once a month   □ once a week  □ daily  □ daily, 3 or more  □ intoxicated daily
How often do you engage in recreational drug use? □ Daily □ Weekly □ Monthly □ Rarely □ Never

If you checked any box other than “never,” please describe. 


_________________________________________________________________________   

Do you smoke cigarettes?  □ No □ Yes    
Do you drink caffeinated drinks?  □ No □ Yes   

If yes, # of sodas per day______       cups of coffee per day_______

Have you ever had a head injury?   □ No □ Yes   

If yes, when and what happened?_____________________________________________________________
PSYCHIATRIC INFORMATION:

What prompted you to seek therapy or an assessment at the current time?

What are some issues, from the past and present, that you'd like to address?
In the last year, have you experienced any significant life changes or stressors?
Are you currently receiving psychiatric services, professional counseling or psychotherapy

elsewhere?   □Yes  □No

Have you had previous psychotherapy?   □Yes   □No

If yes, why?________________________________________________________________________

If yes, when?_______________________________________________________________________

Have you ever been hospitalized for psychiatric / mental health issues? □Yes  □No   
Are you currently taking prescribed psychiatric medications (antidepressants or others)? □Yes  □No   

If Yes, please list names and doses: _____________________________________________________________

Are you hopeful about your future?  □Very hopeful  □A little bit hopeful □Indifferent  □Not hopeful
Are you having current suicidal thoughts? □ Frequently □ Sometimes  □ Rarely □ Never


If yes, have you recently done anything to hurt yourself? □Yes  □No

Have you had suicidal thoughts in the past?  □ Frequently □ Sometimes  □ Rarely   □ Never      

If you checked any box other than “never”, when was this? __________________
Are you having current homicidal thoughts (i.e., thoughts of hurting someone else)?   □Yes  □No       

Have you ever had or would you like help now with an alcohol or drug problem? □Yes  □No
Have you ever had any of these symptoms?
1. Nightmares or thinking about events when you did not want to? __________
2. Avoiding certain situations that reminded you of it? __________ 

3. Constantly on guard, watchful, or easily startled?  ___________
4. Feeling numb or detached from others, activities, or your surroundings? __________

Please describe further if you wish.  ______________________________________________________

____________________________________________________________________________________
 
OCCUPATIONAL, FINANCIAL, EDUCATIONAL, & LEGAL INFORMATION:     

Are you employed?     □ No □ Yes    

If yes, who is your current employer/position? __________________________________

Please list any work-related stressors: ___________________________________

Do you have financial concerns? □ No □ Yes

If yes, please explain: ______________________________________________________

Are you currently in the military?  □ No □ Yes    Previously?   □ No □ Yes
Highest level of education:__________________________________________________    

Do you have any legal concerns?  □ No □ Yes

If yes, please explain:________________________________________________________    

OTHER INFORMATION:

What are some ways that you use to relax or "escape" when you feel stressed?

______________________________________________________________________

What do you enjoy doing?  ________________________________________________

What are some ways you take care of yourself?

______________________________________________________________________

What are some of your resources, either internal or external, interpersonal/solo/creative/coping or otherwise, that you utilize in your life? _________________________________________________________________________
_________________________________________________________________________
Are you satisfied with your social situation/interpersonal relationships?    □ No □ Yes   


If no, explain why:

Is there anything that I did not ask about here that would be important for me to know about you?

How did you learn about me?

INDIVIDUAL APPOINTMENTS:
The initial assessment session can last up to 90 minutes; each subsequent session is 45-55 minutes.  The session ends at the appointed time and is considered a full session even if the client is late.  
PAYMENT OF FEES:

Fees are to be paid at the time of service.  Payment may be made by cash or check.  There will be a charge of $25 for any returned check.  Should Carol van Doorn, LLC refer my account to a collection agency and /or attorney for collections, I agree to pay all collection costs, including but not limited to court costs and attorney’s fees of 25% of my bill.  I understand that all delinquent accounts shall be assessed interests at the rate of 12% per annum.  

CANCELLATIONS:

Clients will be charged the full fee for scheduled appointments unless cancellations are made a full 24 hours in advance, regardless of reason.

CLIENT HISTORY:

I have given a truthful and accurate medical history so that enough pertinent information exists in order to make the best professional judgment as to a treatment plan

I have read this agreement and understand it.  

Signature______________________________________________Date______________

LIMITS OF CONFIDENTIALITY:

Contents of all therapy sessions are considered to be confidential. Both verbal

information and written records about a client cannot be shared with another party

without the written consent of the client or the client’s legal guardian. Noted exceptions

are as follows:

Duty to Warn and Protect

When a client discloses intentions or a plan to harm another person, the mental health

professional is required to warn the intended victim and report this information to legal

authorities. In cases in which the client discloses or implies a plan for suicide, the health care

professional is required to notify legal authorities and make reasonable attempts to

notify the family of the client.

Abuse of Children and Vulnerable Adults

If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has

recently abused a child (or vulnerable adult), or a child (or vulnerable adult) is in danger of

abuse, the mental health professional is required to report this information to the appropriate

social service and/or legal authorities.

Prenatal Exposure to Controlled Substances

Mental health care professionals are required to report admitted prenatal exposure to

controlled substances that are potentially harmful.

Minors/Guardianship

Parents or legal guardians of non-emancipated minor clients have the right to access the

clients’ records.

Insurance Providers (when applicable)

Insurance companies and other third-party payers are given information that they request

regarding services to clients.

Information that may be requested includes type of services, dates/times of services,

diagnosis, treatment plan, and description of impairment, progress of therapy, case notes,

and summaries.

I agree to the above limits of confidentiality and understand their meanings and

ramifications.

_______________________________________________________________________________

Client Signature







Today’s Date

8

