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CLINICHL COUNSELING





Adult Intake Form      Name: _________________           
Top of Form

Thank you for completing the intake assessment. This form not only saves time on the assessment, but it allows the therapist to more quickly zone in on the issues that are the most meaningful to you. This means a more accurate diagnosis and treatment plan.
Briefly state what brings you in for services at this time:___________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
Over the last 2 weeks, how often have you been bothered by the following problems?

Circle to indicate your answer
       Not at all        Several days        More than half        Nearly 










                  the days                  everyday
Little interest or pleasure in doing things


0
          1                          2                            3
Feeling down, depressed, or hopeless


0
          1                          2                            3
Trouble falling or staying asleep, or sleeping too much
0
          1                          2                            3
Feeling tired or having little energy



0
          1                          2                            3
Poor appetite or overeating



0
          1                          2                            3
Feeling bad about yourself- or that you are a failure

0
          1                          2                            3
or have let yourself or your family down
Trouble concentrating on things, such as reading the

0
          1                          2                            3
newspaper or watching television

Moving or speaking so slowly that other people could

0
          1                          2                            3
have noticed. Or the opposite- being so fidgety or restless

that you have been moving around a lot more than usual

Thoughts that you would be better off dead, or of

0
          1                          2                            3      PHQ9
[image: image95.png]hurting yourself                                                                                                                                                                   
Feeling nervous, anxious or on edge


0
          1                          2                            3
Not being able to stop or control worrying


0
          1                          2                            3
Worrying too much about different things


0
          1                          2                            3
Trouble relaxing





0
          1                          2                            3
Being so restless that it is hard to sit still


0
          1                          2                            3
Becoming easily annoyed or irritable


0
          1                          2                            3
Feeling afraid as if something awful might happen

0
          1                          2                            3      GAD7
                                                                                                                                                                                            
Having feelings of intense fear that develops abruptly

0
          1                          2                            3
and comes to a peak within 10 minutes

Feeling like people are out to harm you in some way

0
          1                          2                            3
Having re-experienced an awful event in a distressing

0
          1                          2                            3
way (dreams, thoughts, flashbacks, physical reactions) 

Having strange or unusual thoughts



0
          1                          2                            3
Cutting, biting, burning or hitting self


0
          1                          2                            3
Hearing things or voices that other people do not hear

0
          1                          2                            3
Self-defeating or impulsive, or risk taking behaviors

0
          1                          2                            3
Being fearful in social situations that people are 

0
          1                          2                            3
judging you negatively

Withdrawing, isolating or avoiding others


0
          1                          2                            3    Non-scored
Check the disorders that you have ever been diagnosed with:

[image: image1.wmf] Diabetes

[image: image2.wmf] High cholesterol

[image: image3.wmf] High blood pressure

[image: image4.wmf] Chronic pain

[image: image5.wmf] Asthma/Breathing problems

[image: image6.wmf] Heart problem(s)

[image: image7.wmf] Stomach/gut problem(s)

[image: image8.wmf] Migraines or chronic headache

[image: image9.wmf] Blood problem(s)

[image: image10.wmf] Hepatitis/Liver problems

[image: image11.wmf] Serious physical trauma/wound(s)

[image: image12.wmf] Autoimmune disease(s)

[image: image13.wmf] Cancer (any)

[image: image14.wmf] Neurological disorder(s)

[image: image15.wmf] Anxiety disorder(s)

[image: image16.wmf] Depressive disorder(s)

[image: image17.wmf] ADHD

[image: image18.wmf] Bipolar Disorder

[image: image19.wmf] PTSD

[image: image20.wmf] Substance use disorder

[image: image21.wmf] Other mental health issue

[image: image22.wmf] Other physical health issue
Check any substance you have used in the past 2 years or any substance/addiction that has been a potential problem in your lifetime.

[image: image23.wmf] Nicotine

[image: image24.wmf] Alcohol

[image: image25.wmf] Cannabis

[image: image26.wmf] Meth

[image: image27.wmf] Cocaine or Crack

[image: image28.wmf] LSD or Shrooms

[image: image29.wmf] Pills (addictive types)

[image: image30.wmf] Heroin

[image: image31.wmf] Gambling

[image: image32.wmf] Sex or Pornography

[image: image33.wmf] Spending

[image: image34.wmf] Food

[image: image35.wmf] Internet

[image: image36.wmf] Other
Have you ever felt that you ought to Cut down on your drinking or drug use?

  [image: image37.wmf]


Have people annoyed you by criticizing your drinking or drug use?

  [image: image38.wmf]


Have you ever felt bad or Guilty about your drinking or drug use?

  [image: image39.wmf]


Have you ever had a drink or used drugs first thing in the morning to steady your nerves or to get rid of a hangover (Eye opener)?

  [image: image40.wmf]


Think back over the PAST 30 DAYS and answer these questions, thinking about how much difficulty you had doing the following activities (WHODAS 2.0) .

Standing for long periods such as 30 minutes?

    [image: image41.wmf]


Taking care of you household responsibilities?

    [image: image42.wmf]


Learning a new task, for example, learning how to get to a new place?

    [image: image43.wmf]


How much of a problem did you have in joining in community activities (for example, festivities, religious or other activities) in the same way as anyone else can?

    [image: image44.wmf]


How much have you been emotionally affected by your health problems (including mental health)?

    [image: image45.wmf]


Concentrating on doing something for ten minutes?

    [image: image46.wmf]


Walking a long distance such as a mile?

    [image: image47.wmf]


Washing your whole body?

    [image: image48.wmf]


Getting dressed?

    [image: image49.wmf]


Dealing with people you do not known?

    [image: image50.wmf]


Your day to day work?

    [image: image51.wmf]


Maintaining a friendship?

    [image: image52.wmf]


Psychosocial History

Check off all that you believe to be true about your developmental history:

[image: image53.wmf] I was born premature

[image: image54.wmf] I was a C-section

[image: image55.wmf] There were birth complications

[image: image56.wmf] My mom used alcohol or drugs while pregnant with me

[image: image57.wmf] I had a birth defect

[image: image58.wmf] I had learning disabilities

[image: image59.wmf] I was in special education

[image: image60.wmf] I had vision problems as a child

[image: image61.wmf] I had hearing problems as a child

[image: image62.wmf] I was in speech therapy

[image: image63.wmf] I was in occupational therapy

[image: image64.wmf] I had sensory difficulties

[image: image65.wmf] I had bone or muscle issues as a child

Check off all that you believe to be true about your social history:

[image: image66.wmf] I am employed

[image: image67.wmf] I was in the military

[image: image68.wmf] I need more healthy friends

[image: image69.wmf] I have a felony on my record

[image: image70.wmf] I am on probation

[image: image71.wmf] I struggle to take care of myself or my home

[image: image72.wmf] My religion is very important to me

[image: image73.wmf] There is something about my culture that may influence my treatment
Check off all that you believe to be true about your family history:

[image: image74.wmf] I am married

[image: image75.wmf] I have children

[image: image76.wmf] I have been divorced

[image: image77.wmf] My parents divorced

[image: image78.wmf] A parent(s) have died

[image: image79.wmf] I have siblings

[image: image80.wmf] My childhood was difficult

[image: image81.wmf] There was abuse or neglect in my family

[image: image82.wmf] Family/significant other is currently a major stress in my life

[image: image83.wmf] A family member has had a mental health problem

[image: image84.wmf] A family member has had a substance use disorder
PRIOR TO THE AGE OF 19, did you ever experience any of the following:

[image: image85.wmf] Physical abuse

[image: image86.wmf] Emotional abuse

[image: image87.wmf] Sexual abuse

[image: image88.wmf] Physical neglect

[image: image89.wmf] Emotional neglect

[image: image90.wmf] Had a parent with a mental illness

[image: image91.wmf] Had a parent who was incarcerated in prison

[image: image92.wmf] Had a parent that abuse substances

[image: image93.wmf] Saw you mother treated violently

[image: image94.wmf] Had parent that divorced
Were there any other traumatic events ANYTIME IN YOUR LIFE that has caused you significant distress or to avoid certain situations that remind you of the trauma(s)?

Name at least 3 of your best strengths.
Is there anything else that you would like the therapist to know before your diagnostic assessment?
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