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CLIENT INTAKE FORM

(Please Print)
Today’s Date

CLIENT INFORMATION

Client's Last Name

Therapist

First Middle

Marital Status (Circle One)

| Single / Married / Other

Is this your legal | If not, what is your legal name? (Former Name) Birth Date Age Sex
name?
OYes U No / / aMm OF
Street Address City State ZIP Code Social Security Home Phone No. _
£ ¢ ( ) B
P.O. Box City State ZIP Code Cell Phone No.
( )
Occupation Employer Work Phone No.
( )
Referred to Provider by (Please check one box & list) O Dr. U Insurance Plan U Website
O Family O Friend O Close to Home/Work 0 Yellow Pages U Other .
" Email Address: Alternative Email Address:
INSURANCE INFOR PLEASE GIVE YOUR INSURANCE CARD
Person Responsible for Bill | Birth Date Address (if different) Home Phone No.
r 1 ( ) o
Email Address: Cell Phone No.
( )
Occupation Employer Employer Address Work Phone No.
( )

" Is this client covered by

insurance? OYes ONo [ Is this an EAP visit? QO Yes O No | Total Annual EAPs allowed?
O Amerigroup O Assurant O Beech Street O Blue Cross/Blue Sheild O ChoiceCare 0 Champus
Please Select Your | 1y o 1 Definity Health O First Health O HealthSmart O Humana O Magellan/Aetna O Medicaid
Primary Insurance
Provider O Medicare O MHN/MHNet QO PHCS QPMHS U Texas One Choice [ TriCare U Unicare
O United Healthcare O Value Options O Other
Wnatis the authorizatonmumber?  |OsetPay
“Insured's Name [ insured's 5.5 # | BithDate Growp# | Policy# | CoPayment
| 1 | $ e
Client's Relationship to Insured Q Self O Spouse @ Child 0 Other )
Name of Secondary Insurance (if any) Insured’'s Name | Group # Policy # '
Client's Relationship to Insured 0 Self 0 Spouse Q Child 0 Other

IN CASE OF EMERGENCY

Name of Local Friend or Relative (not living at same address) Relationship to Client Home Phone No. Work Phone No
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CLIENT INTAKE FORM
(Continuation)

PLEASE READ THE FOLLOWING CAREFULLY

| understand that | am responsible for my fee payment at the beginning of each appointment.
| agree to be responsible for the full payment of fees for services rendered regardless of
whether insurance reimbursement will be sought. will
honor contractual agreements made with those managed health care companies which
stipulate specific reimbursement restrictions.

CLIENT/GUARDIAN SIGNATURE . o DATE

| hereby consent to treatment by specified provider. Although the chances for obtaining my
goals for therapy will best be met by adhering to therapeutic suggestions, | understand that |
have a right to discontinue or refuse treatment at any time. | understand that | am
responsible, however, for any balance due prior to a decision to stop.

X

" CLIENT/GUARDIAN SIGNATURE DATE

I hereby authorize the release of necessary medical information for insurance reimbursement
purposes.

X

"CLIENT/GUARDIAN SIGNATURE ~ DATE

| authorize the payment of medical benefits to the provider of services.

X

" CLIENT/GUARDIAN SIGNATURE DATE




Are you currently having any of the following problems?
(Check all that apply)
Depression O Loss of interest In activities O
Feeling hopeless, worthless O Poor energy O
Poor self-estesm O Changs In appetite O
Fatigue (m] Poor focus O
Problems going to slgep O Thoughts of not being allve a
Periads of euphoria or unusually good mcod O Having very high energy for no reascn a
Goling days without needing to slaep O Thoughts racing £
Talking too fast O Acting impulsively (spending, speeding) (M
Worrying excessively 0 Having tense muscles 0
So anxlous you feel you cannot rest (| Having panic attacks O
Traumatic events that come back in nightmares ~ [J Feeling awkward In public O
Thoughts that replay O Repetitive or compulsive bshaviors a
Phoblas or fears O Grunts, tics, or jerks O
Inattentiveness at work or scheol | Hyperactive or fidgety _D_
Hearing volces O Seeing things O
Feelings people were trying to watchorhamycu [ Concems about alcohol use (W
Concems about drug use 0 Concems about eating too much O
Concems about eating too little O Memory problems O
Getting lost easlly (] Forgetting how to do tasks )
Problems finding words (| Problems caring for yourself (cooking, dressing) (]
PAST PSYCHIATRIC CARE

Have you been ever dlagnosed with a mental health condition by a medical provider (e.g. depression, bipolar, schizophrenia,
ADHD)? if so, please list.

Have you ever been seen by a psychiatrist or therapist/counselor? Please list and describe.
DATE(S) PSYCHIATRIST/THERAPISY

PROBLEM TREATMENT

TAK ADULTS - PSYCHIATRC SERVICES ADULT PATIENT INTAKE FORM - PAGE 2



Have you ever been hospitalized for psychlatric care? Please list and describe.

Dato(s)

Whore

For what

Have you ever baen treated with any of the following medications? Check all that apply and list any good or bad effects of the

medications.

Medication Good/Bad Effect Modication Good/Bad Effect Medication Good/Bad Effect
Abilify O Adderall 0 Ambien (|
Anafrani) a Anlabuge O Ascendin (]
Atarax O Ativan a Buspar O
Campre! (] Celexa a Chioralhydrate O
Clonidine O Clozaril O Cogentin O
Concerta O Cymbalta O Dalmane O
Depakote 0 Dexedrine 0 Doral O
Effexor 0 Elavil 0 Fanapt O
Geodon 0 Halcion (] Hatdo} a
invega 0 Klonopin O Lamictal O
Letuda 0 Lexapro 0 Librum O
Lithium a Lunesta O Luvox (|
Marplan O Mellaril 0 Methadone a
Miltown O Nardil 0 Norptamine O
Orap a Pamelor 0 Pamate O
Paxi] O Pristiq 0 Prolixin a
Prosom O Remeron (| Restoril O
Risperdal m] Ritalin [ Saphiis 0
Serax 0 Seroquel O Serzone O
Soma 0 Sonata O Stelazine 0
Strattera O Suboxone/Subutex [J Symmetrel (]
Tegretol | Thorazine O Tofrani) O
Topomax a Traxene [ Trazodone O
Triloptal (| Vallum ] Vibryd O
Vistraril a Vivitrol O Waellbutrin O
Xanax O Zoloft O 2Zyprexa 0

Any cther psychlatric medications you have taken?

TAK AQBULTS - PSYCHIATRC SERVICES

ADULT PATIENT INTAKE FORM - PAGE 3




PAST MEDICAL CARE
If any, what medical llinesses do you have?

What surgeriss have you had?

Piease list all medications you are currenly taking, including over-the-counter medications,herbals,and supplements.

Modlcation Dosago

# times por day For what condition Who proscribes it

Describe any allergies you have (e.g. to medications, foods).

Are you currently having or have you recently had any of these physical symptoms?

] Fever [0 Headhache
O chils [J Chest pain
O Night sweats [ Shortness of breath

O Unexplained welght loss/gain [J Heart palpitations
[J Weakness in arms/legs O Cough

O Numbness in ammsflegs O Sore throat

] Nausea or vomiting (J Changes in vision
[ Changes In hearing O Other

O Constipation ) Hot-cold flashes
O Acid reflux [J Decreased sex drive
O Joint pains OJ Problems reaching orgasm

O Muscle pain or tension (] Easy bruising or bleeding
O Pain or difficuity urinating [ Rashes

O Dental problems O Episodes of passing aut
0 Problems walking O Diarthea

trtcase spocdy)

Women only
Last menstrual period:

Usually regular? [JYes [JNo

Do you use any bith control? [JYes [JNo

_ Have you been pragnant before? [JYes [ No
Miscarrlages? [JYes [JNo
Any depression or unreal thoughts around pregnancies?

TAK ACULTS - PSYCHIATRC SERVICES

If yes, please fist:

If yes, ow many limes?
Elective abortions? [OJYes [INo
Oves ONo

ADULT PATIENT INTAKE FORM - PAGE 4



SUBSTANCE USE HISTORY

How often have you used the following substances?

Substance

Last ime usod

How ofton do you uso

How much In a sitting

Tobacco

Alcohol

Marijuana or K2/"splce”

Cocaine

Oplales (e.g. Hercin, morphina, Percoce!, Oxycodone,
Tylenol 43, DisudidMydromorphone)

Tranquilizers/sedatives (e.g. Xanax, Ativan,
Kienopin, VeSum)

PCPorLsD

Mushrooms

Others (poase spucdy)

FAMILY HISTORY

Please list blood refatives who have been dlagnosed with the following conditions.

Family Momber Dopression] Andety

Bl kzo
Oidorder | phroria

Trauma | Abusive
ADHNADD| tigtory | Behavier

Abuse Abuse coration

Self

Mother

Father

Sister

Brather

Matema) Uncle

Patemal Uncle

Matemal Aunt

Patemal Aunt

Matemal Grandmother

Patemal Grandmother

Matemal Grandfather

Patemal Grandfather

Blological Child

SOCIAL HISTORY

Legal Status

O No legal invaivment  [J Charges pending
OProbation [JParcle Length:

Charges, if any:

3 Prior incarceration
Proballon/Parole Officer's Name:

(] Law Suit or other Court Proceeding

T4K ADULTS - PSYCHIATRC SERVICES
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Relationship
Sexual orlentation: [J Heterosexual [JHomosexual  ([JBisexual (3 Questioning

Marital status: (I Single [ Maried  (J Divorced 0O widowed O tn partnership

Family composition Picase st all immegiate family members witther they tve m of utsay the home.

Name OGender Age Relationship to Pationt Lives with Pationt

OYes [INo

OvYes [CONo

COvYes ONo

OYes [INo

OYes [INo

OYes [INo

OvYes (INo

Have you ever been in foster care? [JYes [JNo From: wge  To:

{sgu)
Housing
Would you consider your housingtobe: [JStable [J Unstable

Doyoucurrently: (JOwn [JRent [JLive with relatives/iriends (permanent) [ Live with relatives/friends {temporary)
[J Emergency Sheiter [ Transitional Housing  [J Homeless

How long have you lived in your current living situation?

How often have you moved in the past two years?

Education/Employment

Level of education: Are you currently employed? (JYes [JNo
if you are currently employed

Job/Occupation: For how 10n0? —————————— (dnywmonthsyears)
Where are you working?

Do you enjoy your current job? [JYes [JNo
What do you like/dislike about your job?

if you are currently unemployed
How long has it been since you last worked? e idaysimonivsryoars)

What was your former occupation?

What et to becoming unemployed?

What do you do in your free time to relax?

Spirituality
Do you have any religious beliefs? [JYes [JNo How much are you involved?

T4K ADULTS - PSYCHIATRC SERVICES ADULT PATIENT INTAKE FORM - PAGE 6



SAFETY CONCERNS
Do currently have thoughts of hurling yourself? [JYes [JNo

If yes, please explain;

Have you trled to hurt yourselfin the past? [JYes [JNo
if yes, please explain:

Is there a history of sulcide in your immediate and/or extended family? [JYes [JNo

Do you currently have thoughts of hurting anyons else? [JYes [No
if yes, please explain:

Have you trled to hurt anyone in the past? [JYes [JNo
If yes, please expiain:

Do you own any guns or knives? {JYes [JNo

History of Abuse/Neglect
Have you ever been abused or assaufted? [JYes [JNO fyes. ptoaso f tho chart batow
Type of sbuse By wham? At what age? Was It reported?
[ Sexual OvYes CINo
O Physical Oves [ONo
1 Emotional OvYes ONo
0 verbal OvYes ONo
[J Abandoned/Neglected OvYes [CINo
Do you feel you are In danger now? (JYes [INo
History of Violence
Have you ever been accused of abusing or assaulling someone? [JYes [INo 1ryos. phoase o chart betow
Type of abuse By whom? At what ago? Was It raportod?
1) Sexual OYes [INo
O Piysical OvYes [No
) Emotional Di¥es Do
COYes [OONo
O Verbal DOvYes CINo
[0 Abandoned/Neglected
Signatire: Dete: —/ —/
mm 60 ¥y
' Relationship to patient:
Printed name: ADULT PATIENT INTAKE FORM - PAGE 7
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Coming Soon

HIPAA AUTHORIZATION FORM

I; , whose date of birth is ,
authorize . to disclose to and/or
obtain from the

following information:

Description of Information to be Disclosed
(Patient/Client should initial each item to be disclosed.)

Assessment Testing/Laboratory Information
Diagnosis Educational Information
Psychosocial Evaluation Presence/Participation in Treatment
Psychological /Psychiatric Eval. Continuing Care Plan

Treatment Plan or Summary Progress in Treatment

Current Treatment Update Other

Purpose

The purpose of this disclosure of information is to improve assessment and treatment
planning, share information relevant to treatment and when appropriate, coordinate
treatment services. If other purpose, please specify:

Revocation

I understand that I have a right to revoke this authorization, in writing, at any time by
sending written notification to at the
above address. 1 further understand that a revocation of the authorization is not effective
to the extent that action has been taken in reliance on the authorization.

Expiration

Unless sooner revoked, this authorization expires on , Or as
otherwise indicated:




PSYCHOTROPHIC MEDICATIONS CONSENT FORM

Patient’s

Initials
The nature of my mental condition and the reasons for prescribing the specific
medication(s) have been explained to me in terms | understand.
Alternative treatments and their benefits and disadvantages have been explained to me.
The type of medication, the dosage, the range of frequency, the route of
Administration(oral/IM), and the anticipated length of treatment have been explained to me
| understand and accept the possible side effects of the following specific types of
Psychotropic medications which may include which may include, but not limited to:

Common to psychotropic medications: dizziness, drowsiness, rigidity of muscles, and tremors

Lithium: blurred vision, diarrhea, impairment of coordination, increased urination, muscular
Weakness, ringing of ears, and tremors

Carbamazepine: lowering blood count

Benzodiazepine: unsteadiness of gait, physical dependence, and after prolonged use
Should be withdrawn gradually.

Antidepressant: blurred close vision, constipation, difficulty starting to urinate, dry mouth,

Feeling dizzy with quick movements (standing quickly), hand shaking, heart palpitation or
Irregular heart beats

Atypical antipsychotic medications: decreased coordination and inflammation of the

nasal mucous membrane
Stimulants: loss of appetite, chest pain or shortness of breath
| understand and accept additional possible side effects that may occur when psychotropic

Medications are taken for extended periods (over three months) include persistent,
involuntary

Movements of the face, mouth, or extremities(hands/feet). These symptoms are potentially






