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	 KM Counseling Services, PLLC
Adult Intake Form
Client’s Last Name _________________First Name _______________________Middle Initial _________
[bookmark: _GoBack]Date of Birth ____/____/______ 		Gender: Male/Female (circle)
Street Address_________________________________________________________________________
City ____________________________________ State_____________________ Zip ________________
Preferred Contact Number___________________ Alternative Contact Number_____________________
May we call you? Yes/No (circle)	May we leave a message/voicemail? Yes/No (circle)
Email Address _________________________________________________________________________
Family Information:
Please list all members of the household (including children):
Name								Relationship to Client
___________________________________________________   ___________________________
___________________________________________________   ___________________________
___________________________________________________   ___________________________
___________________________________________________   ___________________________
___________________________________________________   ___________________________
___________________________________________________   ___________________________
___________________________________________________   ___________________________
___________________________________________________   ___________________________

Emergency Contact – Name: _____________________________________________________________
Contact Number ______________________________________ Relationship to Client _______________
Are you: □ Single   □ Engaged   □ Married   □ Separated   □ Divorced   □ Widowed   □ Cohabiting
Parents: Mother Father Guardian (circle): Living, age ____ Deceased (circle)
Mother Father Guardian (circle): Living, age ____ Deceased (circle)
Siblings: Number of Brothers [           ] Ages of Brothers [                                                      ] Only Child [        ]
 Number of Sisters [            ] Ages of Sisters [                                                       ]
Names and ages of your children: _________________________________________________________
Names and ages of your step‐children? _____________________________________________________
Have any of your children died? (please provide details) _______________________________________
What do you consider the most significant events in your life? __________________________________
_____________________________________________________________________________________
Do you drink alcohol? Yes / No (circle)  On average, how many drinks do you have? ____ per day/week
Do you use drugs? Yes / No (circle) If so, which ones? ________________________________________
If you do use drugs, how often do you take them? _____________________ times per day/week (circle)
What would you like to see happen as a result of psychotherapy or counseling?____________________
_____________________________________________________________________________________
What is your reason for seeking help now? _________________________________________________
____________________________________________________________________________________
Have you or anyone in your family experienced mental health problems? _________________________
Have you or anyone in your family experienced domestic violence or abuse? ______________________
Have you or anyone in your family sought help for drug or alcohol abuse? _________________________
Employment and Education

Are you employed full‐time? Yes / No (circle)   Home‐based business? Yes / No   Homemaker? Yes / No
Are you unemployed? Yes / No   Are you employed part‐time? Yes / No
Employer: ____________________________________________________________________________
What type of work do you do? ____________________________________________________________
Highest Level of Education completed: □ High School   □ Associate’s degree _____________ (major)
□ College degree _________________________ (major)   □ Graduate degree _______________ (major)
□ Professional training __________________________    □ Other ______________________________
Medical History:
Primary Care Physician _________________________________ Address _________________________
____________________________________________________Phone Number ____________________
Last Checkup __________________________________________________________________________
Any current medical issues _______________________________________________________________
Any Current Medications (Including Psychiatric) 
Medication							Dose
_________________________________________________	________________________________
_________________________________________________	________________________________
_________________________________________________	________________________________
_________________________________________________	________________________________
_________________________________________________	________________________________
_________________________________________________	________________________________
Is the client currently on psychiatric medication? ____ Yes ____ No. If so, who is the prescribing physician? __________________________________ Contact info for prescribing physician ___________
_____________________________________________________________________________________
Treatment History
Please list any previous mental health hospitalizations or prior treating therapists?
Facility/Therapist		Purpose				Dates Attended
_________________________   ________________________________  ___________________
_________________________   ________________________________  ___________________
_________________________   ________________________________  ___________________

Other Services in the last 6 months:
____ Child Protective Services (CPS)	____ Probation /Parole  	____ Disability/Social Security
____ Adult Protective Services (APS)	____ Other __________________________________________
Treatment Focus:
What brings you to counseling today? __________________________________________
____________________________________________________________________________________
_____________________________________________________________________________________


I would like to address the following (check all that apply):
____ My mood or emotional state	____ My behavior
____ My work performance		____ My sleep, eating or physical concerns
____ My cognitive/mental functioning	____ My relationship with family or peers
____ Parenting				____ Family Relationships
____ Divorce				____ Other: ___________________________________
____ Abuse or Neglect

Do you have any thoughts of harming themselves or others? ____ Yes ____ No
Do you dwell on these thoughts and wonder whether they can control them? ____ Yes ____ No
Have you sought professional help because of these thoughts? ____ Yes ____ No

Current Concerns (Please check all that apply):
____ Anxiety			____ Hurts Others			____ Manic Behaviors
____ Depressed mood		____ Lying			____ Racing Thoughts
____ Panic Attacks			____ Stealing			____ Worries all the time
____ Racing Thoughts/Speech	____ Destroying Property		____ Impulsive
____ Obsessions/Compulsions	____ Defiance			____ Low Self Esteem
____ Excessive Fears/Phobias	____ Blames others 		____ Suicidal Thoughts
____ Angry/Resentful		____ Suicide Attempts		____ Lack of Conscience
____ Self Harm (i.e. Cutting)		____ Nightmares			____ Sexual Issues
____ Sleep Problems		____ Marital Problems		____ Takes Excessive Risks
____ Unexplained mood shifts 	____ Drug Use			____ Blended Family
____ Work Issues			____ Physical Complaints		____ Excessive use of Alcohol	
____ Loss of Faith			____ Feelings of Guilt		____ Sexual Orientation

Other(s) ________________________________________________________________________________________________________


Referral Information:
Referred by __________________ Reason for Referral ________________________________________
____________________________________________________________________________________.
Referral’s Contact Information (Address, Phone Number)_______________________________________
_____________________________________________________________________________________

Acknowledgment
By signing and dating this document, I attest that the information I have provided on this form is accurate to the best of my knowledge.

________________________________________________________   ____________________
Client Signature							Date
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