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Intake Form – Brief_______________________________________________________________
Please fill out this biographical background form as completely as possible.  It will help me in our work together.  Information is confidential.   If you do not desire to answer a question, write "Do not care to answer."  
NAME: _____________________________________​​​​​​​​​​​​​​​​​__________    MALE/FEMALE: ____       DATE:___________

DATE OF BIRTH:   ______________     PLACE OF BIRTH: ______________________________     AGE:  _______

ADDRESS:     ___________________________________________________________________________________   

TELEPHONE:  Home ________________ Cell: ________________ Work: _______________  FAX: _____________

FOR CONFIDENTIAL MESSAGES:   Phone #_______________________         E-mail: _______________________
REFERRAL SOURCE: ____________________  OCCUPATION :  __________________  HIGEST DEGREE:_____
EMERGENCY CONTACT:  Name: __________________________   Relationship:_______  Phone: ______________
SPOUSE or PARTNER:  Name: _____________________________________________  Phone:__________________
MOTHER: Name_________________  Phone__________    FATHER:  Name_________________   Phone_________
PRESENTING PROBLEM       Circle  severity of the problem:     Mild   Moderate   Severe   Very   ________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________
SUICIDE ATTEMPTS:  ____________________________________________________________________________

VIOLENT BEHAVIOR:  ___________________________________________________________________________
PSYCHOTHERAPY TREATMENT:  _________________________________________________________________
ALCOHOL/DRUG TREATMENT: ___________________________________________________________________ 
BIOFEEDBACK OR NEUROFEEDBACK TREATMENT: _______________________________________________
PHYSICIAN(S):  Name(s): _________________________________________   Phone: _______________________
MEDICAL CONDITIONS__________________________________________________________________________ ________________________________________________________________________________________________MEDICATIONS (name, dose, and reason ): ____________________________________________________________ ________________________________________________________________________________________________
_______________________________________________________________________________________________

________________________________________________________________________________________________
SUPPLEMENTS / OVER-THE-COUNTER:____________________________________________________________
CAFFEINE AND TOBACCO USE: __________________________________________________________________








