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Leah B. Matheson, MS, LCPC, LPC, CCMHC, NCC, RPT-S


Child Intake Form
Today’s Date: ___________

Client Name: _________________________________________________

Parent/Guardian’s Name: _______________________________________ (Mother) 
                                         ________________________________________ (Father)




     ________________________________________ (Other)

If other, are you (circle correct one)

Legal Guardian
Social Worker/SRS/DFS




Foster Parent

Court Worker

Other ________________

Client Address: _______________________________________________________________



    Street



City

State

Zip Code

Client Phone: (     ) _________________________

Client Date of Birth: ________________________

Current Age: _________

INSURANCE INFORMATION

COMPANY NAME: ____________________________________________________________

 NAME_____________________________ DOB: ____________________________________

MEMBER ID:___________________________ GROUP ID:____________________________

BEHAVIORAL HEALTH PHONE NUMBER: ______________________________________

Client Grade in School: _____________________

Name of School: _______________

# of brothers: __________________________
Ages of brothers: _____________________

# of sisters: ____________________________
Ages of sisters: _______________________

Emergency contact information:

Name: ________________________________
Relationship: ________________________

Phone: _________________
Work phone: __________________
Cell phone: ______________

Address: ______________________________________________________________________



    Street



City

State

Zip Code

MEDICAL DOCTOR(S): _______________ PHONE(S): __________ LAST EXAM: ______

PAST/PRESENT MEDICAL CARE (Specify: major problems, accidents, hospitalizations, current medication): ___________________________________________________________________
CURRENT MEDICATION: ______________________________________________________

______________________________________________________________________________

______________________________________________________________________________

PAST/PRESENT COUNSELING/PSYCHOTHERAPY/MENTAL HOSPITALS:

1. Therapist: ___________ Dates: __ to __Phone: __________ Address: ___________________

 Initial reason: ________________________ Process and outcome: _______________________

2. Therapist: ____________Dates: __ to ___ Phone: _________ Address: __________________

 Initial reason: ________________________ Process and outcome: _______________________
PAST/PRESENT DRUG/ALCOHOL USE/ABUSE (any addiction, AA/NA, etc.): ______________________________________________________________________________

_______________________________________________________________________________
FAMILY HISTORY OF ALCOHOLISM, MENTAL ILLNESS, VIOLENCE, SUICIDE:  ______________________________________________________________________________
______________________________________________________________________________
REASON FOR SEEKING THERAPY:

____________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________

What symptoms or changes have you seen in your child (client):

____________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________

When did you first notice these changes in the child (approximately): _______________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What is your hope for the outcome of therapy services?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Child Intake Form

Today’s Date: ___________


Client Name: _________________________________________________


Parent/Guardian’s Name: _______________________________________ (Mother) 

                                         ________________________________________ (Father)





     ________________________________________ (Other)


If other, are you (circle correct one)

Legal Guardian
Social Worker/SRS/DFS





Foster Parent

Court Worker

Other ________________


Client Address: _______________________________________________________________




    Street



City

State

Zip Code


Client Phone: (     ) _________________________


Client Date of Birth: ________________________

Current Age: _________


INSURANCE INFORMATION


COMPANY NAME: ____________________________________________________________


 NAME_____________________________ DOB: ____________________________________


MEMBER ID:___________________________ GROUP ID:____________________________


BEHAVIORAL HEALTH PHONE NUMBER: ______________________________________


Client Grade in School: _____________________

Name of School: _______________


# of brothers: __________________________
Ages of brothers: _____________________


# of sisters: ____________________________
Ages of sisters: _______________________


Emergency contact information:


Name: ________________________________
Relationship: ________________________


Phone: _________________
Work phone: __________________
Cell phone: ______________


Address: ______________________________________________________________________




    Street



City

State

Zip Code


MEDICAL DOCTOR(S): _______________ PHONE(S): __________ LAST EXAM: ______


PAST/PRESENT MEDICAL CARE (Specify: major problems, accidents, hospitalizations, current medication): ___________________________________________________________________

CURRENT MEDICATION: ______________________________________________________


______________________________________________________________________________


______________________________________________________________________________


PAST/PRESENT COUNSELING/PSYCHOTHERAPY/MENTAL HOSPITALS:


1. Therapist: ___________ Dates: __ to __Phone: __________ Address: ___________________


 Initial reason: ________________________ Process and outcome: _______________________


2. Therapist: ____________Dates: __ to ___ Phone: _________ Address: __________________


 Initial reason: ________________________ Process and outcome: _______________________

PAST/PRESENT DRUG/ALCOHOL USE/ABUSE (any addiction, AA/NA, etc.): ______________________________________________________________________________


_______________________________________________________________________________

FAMILY HISTORY OF ALCOHOLISM, MENTAL ILLNESS, VIOLENCE, SUICIDE:  ______________________________________________________________________________

______________________________________________________________________________

REASON FOR SEEKING THERAPY:


____________________________________________________________________________________________________________________________________________________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________________________


What symptoms or changes have you seen in your child (client):


____________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________


When did you first notice these changes in the child (approximately): _______________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is your hope for the outcome of therapy services?


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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