New Client Intake Sheet
Subrena Hicks, MA, LPC, NCC
(913) 353-8793
Client Information
Basic Information:
Name: _________________________________________________ Date of Birth: ___________________
Address: ______________________________________________________________________________
______________________________________________________________________________________
Please provide contact phone number(s) and indicate your preferred number:
Home Phone: __________________________ Leave a Message? ____yes ____no  Preferred? ____yes ____no
Cell Phone: ____________________________ Leave a Message? ____yes ____no  Preferred? ____yes ____no
Work Phone: ___________________________ Leave a Message? ____yes ____no  Preferred? ____yes ____no
Email: __________________________________________________ Ok to Email? ____yes ____no
Referred by: ______________________________________________________________________________
Do I have your permission to thank the person who referred you? ____yes ____no
Person to contact in an emergency: _________________________ Phone Number: _____________________
	Relationship to you: _______________________________
Background and Presenting Problem
Occupation(s): ______________________________________________________________________________
Marital Status: _____________________________ If married, how long? ______________________________
If you have been married before, please provide dates for marriage(s) and divorce(s): ____________________
__________________________________________________________________________________________
Please describe briefly the problem or situation which led you to seek our services at this time:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
How long has this been a problem? ____________________________________________________________
Have you ever had counseling before? _____________ If so, when and why? ___________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Was it helpful? ______________ If not, why not? _________________________________________________
__________________________________________________________________________________________
Are you currently on any medications? ____yes ____no If yes, please list the medication, dosage, and frequency: _________________________________________________________________________________
__________________________________________________________________________________________
Have any biological relatives had any psychological or emotional difficulties? ____yes ____no
If yes, please list which relative and their difficulty: ________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Presenting Problems: (Circle all that apply)
Very Unhappy		Overactive		Slow			Distractible		Lack Initiative
Irritable			Undependable		Social Problems		Drug Use		Hair Pulling
Temper Outbursts	Impulsive		Alcohol Use		Stealing			Parenting Problems
Withdrawn		Lying			Panic Attacks		Destructive		Troubles with the Law	
Daydreaming		Health Problems		Stressed Out		Homicidal Thoughts	Suicidal Thoughts
Fearful			Physical Abuse		Sexual Abuse		Anxiety			Grief
Worry			Financial Stress		Eating Problems		Sleeping Problems	Sexual Problems
Mean to others		Crying Spells		Stubborn		Depression		Short with Others
Shy			Repetitive Behaviors	Self-Mutilation		Strange Behavior		Strange Thoughts
Please briefly explain what you believe to be the cause of or the start of problems circled above:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
What are your goals for treatment? ____________________________________________________________
__________________________________________________________________________________________
Is there anything you feel is important for me to know? ____________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
[bookmark: _GoBack]Religious  and Spiritual
Briefly describe how religion was viewed by your family growing up: __________________________________
__________________________________________________________________________________________
How would you describe your current spiritual life? ________________________________________________
__________________________________________________________________________________________
Would you like spirituality included in your counseling? ____yes ____no
Comment? ________________________________________________________________________________
