
PSYCHOSOCIAL Intake Form  

Section 1:  Identifying Information  

Name:   _______________________________________   Date of  Birth:  _____________     Age Today:  ________   

Home Address:  ________________________________________________________________________________ 

Email Address:  _________________________________   Best Phone # to reach you:  _______________________ 

Section 2:  emergency Information 

If  some kind of  emergency arises and we cannot reach you directly, whom should we call? 

Name:  ____________________________________________   Relationship:  _______________________________ 

Address:  ________________________________________________________    Phone:  ______________________ 

Section 3:  Medical & Mental Health Information 

Primary Care Physician 

Name:  _______________________________________________    Phone:  ______________________ 

Date of  Last Visit: ___________________________     Current Health Problems:     Y   /   N   (circle one)     

If  yes, please describe: 
_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Psychiatric Care 

Are you currently seeing a psychiatrist?:      	 Y   /   N  (circle one) 

If  yes, name:  ______________________________________________  Phone  __________________ 

Current Psychiatric Diagnosis if  known:___________________________________________________ 

	 Have you ever been hospitalized for psychiatric problems:	 Y   /   N  (circle one)     
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Psychologists/Other Therapists. 

Are you currently seeing another therapist:	   Y   /   N  (circle one)     

Name of  current and previous therapists and dates of  service (use reverse if  necessary): 

                 Name(s)	 	 	 	 	          Dates 

______________________________________________	 From_________  To__________ 

______________________________________________	 From_________  To__________ 

Section 4:   Family Information 

Any family history of  mental health or substance abuse issues (including extended family)?   Y   /   N  (circle one) 

If  yes, please describe:  _________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Section 5:  Occupational Information 

Current Employer: _________________________________________________           Circle if:  Unemployed  /  Student  

Address:  _________________________________________________________    Phone: ___________________________   

Length of  time at current employment:  ____________________________________________________________________ 

Section 6:   Social Functioning 

Please describe your strengths and resources in each of  the following areas: 
	  

Interpersonal: ________________________________________________________________________________ 

Creative: ____________________________________________________________________________________ 

Academic: ___________________________________________________________________________________ 

Athletic: _____________________________________________________________________________________ 
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Please describe your friendships, and note any concerns:   ___________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Have you experienced changes, undo stress, or trauma in the past year?	  Y   /   N  (circle one) 

	 	 If  yes, please describe:  _______________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Are there any relevant cultural factors that impact your current functioning or treatment (i.e., sexuality, religious 
affiliation and traditions, acculturation issues, alternative healing practices)?    

	 If  yes, please describe:  _______________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Section 7:   Current Presenting Issues 

Please briefly describe any reasons for seeking therapy at this time: 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

What have you tried to help deal with your current problem? Has it been helpful? 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

What other relevant information (i.e., concerns, recent events, stressors) would you like me to know? 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 
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