
Brian Dugdale,	  MA,	  LCMHC	  
                                                Licensed	  Clinical Mental Health	  Counselor	  
                                                       Adolescent	  or	  Adult	  Intake	  Form	  

General	  Information:	  
Today’s	  Date:	  ____	  /____	  /____	  

Full	  Name:	  ___________________________________________	  Referred	  By:	  _________________________________	  
Name	  of	  Parent/Guardian	  (if	  under	  18	  years	  old):	  _______________________________________________	  
Date	  of	  Birth:	  ____	  /____	  /____	  	   Age:	  ____	   Gender:	  □ Male □ Female	  

Address:	  ______________________________________________________________________________________________	  
Street	   City	   	   State	   Zip	  

Contact	  Phone	  Numbers:	  ______________________________	  (Cell)	   	  	  	  	  	  	  	  	  	  	  Message	  Here?	  □ Yes □ No	  
______________________________	  (Home)	  	  	  	  	  	  	  	  	  	  	  Message	  Here?	  □ Yes □ No	  
______________________________	  (Work)	  	  	  	  	  	  	  	  	  	  	  Message	  Here?	  □ Yes □ No	  

Email	  Address:	  __________________________________________________	   	  	  	  	  	  	  	  	  	  	  Message	  Here?	  □ Yes □ No	  
Emergency	  Contact:	  ____________________________(Name)	  ___________________________	  (Relationship)	  

____________________________	  (Home	  #)	  ________________________________	  (Cell	  #)	  

Work/Education:	  
Employer:	  ___________________________________________	   Job	  Title:	  _____________________________________	  
Length	  of	  Employment:	  ____________________________	  Average	  hours	  worked	  per	  week:	  __________	  	  
Highest	  Level	  of	  Education	  Completed:	  _______________________	  Currently	  in	  school?	  □ Yes □ No	  
If	  Yes,	  what	  level?	  _________________________	  What	  degree	  are	  you	  pursuing?	  ______________________	  

Relational	  Information:	  
Current	  Relationship	  Status:	  □ Single	   □ Dating	  	  	  	  	  	  □ Engaged      □ Married

□ Separated	  	  □ Divorced	  	  □ Widowed	  	  	  	  □ Live-‐in
If	  married,	  how	  long?	  _____________	  If	  divorced,	  separated,	  or	  widowed,	  how	  long?	  _____________	  
Partner’s	  name:	  ___________________________________________	  Age:	  ________Gender:	  □ Male □ Female	  
Is	  your	  partner	  in	  support	  of	  you	  pursuing	  counseling?	  □ Yes □ No	  □ Unsure □ Unaware	  
With	  whom	  do	  you	  currently	  live	  with	  (check	  all	  that	  apply)?	  	  
□ Alone	  □ Spouse	  	  □ Children  □ Parent(s)  □ Sibling(s) □ Boyfriend/Girlfriend □ Roommate(s)
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Children/Family:	  	  
Please	  list	  your	  children	  (including	  step,	  foster,	  adopted,	  or	  deceased)	  below:	  

Name	   Gender	   Age/Year	  of	  death	   Relationship	  to	  you	  
(e.g.	  bio,	  adopted,	  step)	  

Living	  with	  whom?	  

Please	  list	  your	  mother,	  father,	  brothers,	  sisters,	  step-‐family	  relations,	  or	  any	  other	  family	  
member	  who	  had	  a	  significant	  effect	  (positive	  or	  negative)	  upon	  your	  life	  below:	  	  

Name	  
Age	  or	  
year	  of	  
death	  

Relationship	  to	  you	  (e.g.,	  
mother,	  father,	  sibling,	  

step-‐relation)	  
Give	  1-‐2	  words	  to	  describe	  

this	  person	  

Medical	  Information:	  
Primary	  Physician:	  ___________________________________________Phone:	  _______________________________	  
Address:	  _______________________________________________________________	  City:	  _________________________	  
List	  any	  conditions,	  illnesses,	  surgeries,	  hospitalizations,	  or	  traumas	  that	  you	  have	  had:	  	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
List	  all	  current	  medications	  that	  you	  are	  taking,	  including	  those	  you	  seldom	  use:	  	  

• Medication:	  ______________________________________________________	  Dosage:	  ______________________
□ Improves	  	  	  	  	  	  	  	  □	  Prevents	  	  	  	  	  	  	  	  □	  Purpose	  of	  Medication:	  __________________________

• Medication:	  ______________________________________________________	  Dosage:	  ______________________
□ Improves	  	  	  	  	  	  	  	  □	  Prevents	  	  	  	  	  	  	  	  □	  Purpose	  of	  Medication:	  __________________________
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Previous	  Counseling	  Experience:	  
Please	  list	  any	  previous	  counseling,	  psychiatric	  treatment,	  or	  residential/in-‐patient	  
treatment	  experience	  below	  (use	  back	  if	  necessary):	  	  

Therapist’s	  Name	  or	  Program	   Major	  Issues	  Addressed	   Dates	  and	  Number	  of	  
Sessions	  

Present/Past	  Issues:	  	  
Are	  you	  presently	  experiencing	  any	  suicidal	  thoughts?	  	  	  □ Yes □ No	  
Have	  you	  experienced	  them	  in	  the	  past?	  	  	  □ Yes □ No	  	  
Have	  you	  attempted	  suicide?	  	  	  □ Yes □ No	  
	  	  	  	  	  	  	  If	  yes,	  when	  and	  how?	  ___________________________________________________________________________	  
Have	  any	  of	  your	  friends/family	  members	  ever	  committed/attempted	  suicide?	  	  	  	  □ Yes □ No	  
	  	  	  	  	  	  	  If	  yes,	  when	  and	  how?	  ___________________________________________________________________________	  
Are	  you	  experiencing	  any	  thoughts	  of	  harming	  yourself	  or	  someone	  else?	  	  	  	  □ Yes □ No	  

Please	  check	  any	  of	  the	  following	  that	  you	  are	  presently	  experiencing	  or	  have	  experienced	  
in	  the	  past:	  	  
	  Present	  	  Past Present	  	  Past	   	  	  	  Present	  	  Past	  	  	  	  	  	  
□ □	   Stress □ □	   Fears □ □    Financial	  problems
□ □	   Anxiety/worry □ □	   Shyness □ □	   Obsessive	  thoughts
□ □	   Panic	  attacks □ □	   Parenting	  problems □ □	   Compulsive	  behaviors
□ □	   Depression □ □	   Family	  problems □ □	   Hallucinations
□ □	   Crying	  all	  the	  time □ □	   Marital	  problems □ □	   Hearing	  voices
□ □	   Lack	  of	  motivation □ □	   Relationship	  problems □ □	   Racing	  thoughts
□ □	   Fatigue/Lack	  of	  energy	   	  □ □	   Physical	  abuse □ □	   Eating	  problems
□ □	   Poor	  appetite □ □	   Emotional	  abuse □ □	   Drug	  use
□ □	   Overeating □ □	   Sexual	  abuse □ □	   Alcohol	  use
□ □	   Trouble	  sleeping □ □	   Sexual	  problems □ □	   Pregnancy
□ □	   Poor	  concentration □ □	   Gender	  identity □ □	   Abortion
□ □	   Feeling	  worthless □ □	   Anger	  issues □ □	   Legal	  matters
□ □	   Feeling	  hopeless □ □	   Aggressive	  behavior □ □	   Work	  stress
□ □	   Guilt □ □	   Bad	  dreams □ □	   Career	  choices
□ □	   Death	  of	  a	  loved	  one □ □	   Unwanted	  memories □ □	   Indecisiveness
□ □	   Grief □ □	   Loss	  of	  control □ □	   Addiction
□ □	   Chronic	  pain □ □	   Impulsive	  behavior □ □	   Desire	  for	  growth
□ □	   Physical	  disability □ □	   Controlling	  of	  others □ □	   Spiritual	  problems
□ □	   Terminal	  illness □ □	   Controlled	  by	  others □ □	   Other	  ___________________
□ □	   Health	  concerns □ □	   Lack	  of	  discipline □ □	   Other	  ___________________
□ □	   Loneliness □ □	   Low	  self-‐esteem □ □	   Other	  ___________________
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Please	  describe	  why	  you	  are	  coming	  to	  counseling	  (i.e.	  issues,	  problems,	  personal	  growth):	  	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
What	  do	  you	  hope	  to	  gain	  or	  change	  by	  coming	  to	  counseling?	  	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
Why	  have	  you	  decided	  to	  come	  to	  counseling	  now?	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
How	  would	  you	  describe	  yourself?	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
Please	  briefly	  describe	  your	  spiritual/religious	  views:	  	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
_________________________________________________________________________________________________________	  
Do	  you	  regularly	  attend	  a	  church,	  synagogue,	  or	  other	  religious	  institution?	  	  	  □ Yes □ No	  
If	  yes,	  where	  do	  you	  attend?	  ________________________________________________________________________	  

*Note:	  See	  “Professional	  Disclosure	  Statement”	  and	  “Notice	  of	  Private	  Practices”	  for	  a
list	  of	  policies	  agreed	  upon	  and	  signatures.


