
ADULT INTAKE FORM
	Name:

	
	Age:
	DOB:

	Address:

	Telephone number:
	


In case of an emergency, who may I contact on your behalf?

	Name:
	Relationship:

	Phone Number:
	Address:


Medical
	Do you have a primary care physician? YES/NO
	Physicians name:

	Are you under the care of a psychiatrist? YES/NO
	Psychiatrists name:


Please list any chronic illness, disabilities, or medical conditions that you have been diagnosed with:

	Illness/Disability
	How does this impact you?

	
	

	
	

	
	


List all medications you are currently taking:

	Medication
	What is it for?

	
	

	
	

	
	

	
	

	
	

	Are you taking the medications according to your doctor’s recommendation?   YES/NO

If No, briefly explain:  (out of the medication?  Don’t like how it makes me feel?  Taking more than prescribed?)
What role, if any, does movement or exercise play in your life? 




	Have you ever been diagnosed with a mental illness?    YES      NO
If yes, what?  

Have you ever attempted/seriously contemplated suicide? YES       NO
Have you sever  self-harmed?  YES     NO

	Have you ever had a psychiatric hospitalization? (Borgess 1 North,  Pine Rest, etc)

 YES     NO

	What psychiatric medications have you taken in the past?



Therapy Experiences and Expectations:

	Are you currently seeing another therapist?  YES/NO

	Have you ever been in therapy in the past? YES/NO
If yes, who did you see?

What did you work on?

Did you find it helpful?


	Why are you here today? 
How will you know that therapy is helping you?



	Please identify 3 goals do you wish to accomplish during the therapy process:
1)
2)
3)




