Emily Lapetino, LCPC
Adult Intake Questionnaire
Welcome to this practice.  I want to make the most of each appointment you have with me.  One way of doing this is for you to fill out this intake form to the best of your ability.  I realize that you may not remember or have access to all of this information, so just do the best you can.  This will help me to better understand and work with you.  This information is confidential.  If you have concerns about the relevance of any information and wish to leave it out, please feel free to do so.

Your complete name:
_________










Address:











_______
City: 
________


    State:      
   Zip/Postal Code:         

______________
Home phone:
________


        Daytime number:      



_______
Age:   

     Birthdate:   
______________
    Birthplace:    

________________
_______
Relationship status (circle one):    Single   Married   Partnered   Separated   Divorced   Widowed

Spouse/partner’s 1st name:   



   Age:       ___   Years in relationship:  
______
Children (gender, age):  







______________


Emergency Contact Name: _________________________________     Phone: ______________________________

Referral Source: ​​​​​​​​​​​​________________________________________________________________________________
Main Purpose for Seeking Services:
In your own words, what is bringing you to therapy?  Feel free to describe this in as much or as little detail as you wish. 
Have you had previous psychological care or treatment?
( Yes
  ( No

If yes, please give the name of the clinician(s), the months you saw them (e.g., Nov 06 - Feb 07), and the nature of the difficulty at the time.  What was helpful about these past interventions, and what was not helpful? 
_____________________________________________________________________________________________










_____________________
Medical History:

Please describe any significant current or past medical problems and list any medications you currently take:
______________________________________________________________________________________________












_______










______________________
Current Stressors:

Please list any current factors that may be a source of stress for you or your family. They can be major life stressor or seemingly minor stressors.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History:

Family Structure (List who lives in your household and the quality of the relationships with each other:
____________________________________________________________________________________________________________________________________________________________________________________________

Family Development (include marriages, separations, divorces, deaths, traumatic events, losses, etc.):
____________________________________________________________________________________________________________________________________________________________________________________________

Religion/Spirituality:

Religious/denominational background, if any: ________________________________________________________
Is religion/spirituality an important part of you or your family’s life?  If yes, please explain how: ____________________________________________________________________________________________________________________________________________________________________________________________
Self-Care:

Describe how well you take care of yourself physically (eating habits, exercise, sleep, physician visits):
____________________________________________________________________________________________________________________________________________________________________________________________
Please check each of the following that have applied to you, past or present:

· Excessive sleeping difficulties

· Excessive nightmares

· Sexual Problems

· Alcohol/Substance abuse

· Medical/health problems

· Social/Peer problem

· Trouble with the law

· Family member with substance use

Please check any of the following that apply to you and circle the frequency:


Therapy can be a powerful force for change.  In order for it to be most effective, it helps to have a clear and specific goal.  You may find it difficult to express your hopes for therapy in the form of a goal, but please make at least an initial effort.  You can discuss this further with your therapist.  Feel free to list more than one goal if you wish:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else that may be helpful in understanding you? ________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Personal Agreements

I understand that I may be asked to do certain “homework exercises” such as reading, changing behaviors, and otherwise acting in my own best interest. I understand that I am entirely responsible for my own actions and I will always make my own final decisions regarding counseling.

I further understand that much of the work done will be to resolve issues and will depend on my honesty, and willingness to do the things I need to do to move forward even if it is painful and difficult.

I understand that whatever I say in a session is strictly confidential and will not be released to anyone without my consent unless I am violating codes of abuse, harm to myself or harm to others.

___________________________________________
______

____________________________________
Client Signature






Date

School/academic problem


Learning disability


Attention Deficit/Hyperactivity Disorder


Emotional problems (Depression/anxiety)


Sexual abuse/physical abuse


Behavioral problems


Significant trauma or loss experienced





Premenstrual upset   Never-Rarely-Frequently-Often


Menopausal distress Never-Rarely-Frequently-Often


Nausea	               Never-Rarely-Frequently-Often


Bowel disturbances   Never-Rarely-Frequently-Often


Allergies                    Never-Rarely-Frequently-Often


Sexual problems       Never-Rarely-Frequently-Often


Headaches                Never-Rarely-Frequently-Often


Sleep problems         Never-Rarely-Frequently-Often





Marijuana   Never-Rarely-Frequently-Often


Sedatives    Never-Rarely-Frequently-Often


Painkillers   Never-Rarely-Frequently-Often


Aspirin       Never-Rarely-Frequently-Often


Coffee        Never-Rarely-Frequently-Often 


Alcohol      Never-Rarely-Frequently-Often


Cigarettes   Never-Rarely-Frequently-Often











