



Michelle T Warren, LMSW
295 Elm Suite 1A, Birmingham MI 48009

CLIENT INTAKE FORM
Date: ____________________         



Name: ______________________________________________ Sex:  M    F

Age: ____  			DOB: _____/_____/_____  
       
Street Address: _________________________________

City:______________________	State:_________________  Zip Code: ________


Home Phone: ______________________	Cell:____________________

Email: _______________________________




Insurance Company: _________________________

Contract #: __________________________   Group #:___________________

Name of Primary Insured:_________________________   

Birthdate of Primary Insured:______________


Primary Care Physician:_____________________________________

Address: _________________________     ________________      ________      ______  
                       (street address)                                               (city)                         (state)                     (zip)

Phone:  _____________________________

If you wish for therapist to coordinate with your PCP please sign consent below:

______________________________
Signature

TREATMENT HISTORY

Are you currently receiving psychiatric services, professional counseling or psychotherapy elsewhere?   
(   ) no     (   ) yes

Have you had previous psychotherapy?
(   ) no      (   ) yes, with (previous therapist’s name)________________________________

If you have had therapy in the past, please describe what you liked and didn’t like about the process? ______________________________________________________________________________________________________________________________________________________________________________

Are you currently taking prescribed psychiatric medication (antidepressants or others)?   (   ) yes   (   ) no

If yes, please list: ______________________________________________________

Prescribed by:  ________________________________________________________

In the last year, have you experienced any significant life changes or stressors? If yes, please explain: ________________________________________________________

____________________________________________________________________


.
MENTAL HEALTH INFORMATION

Have you ever experienced any of the following?

	Extreme depressed mood
	Yes  /  No

	Dramatic mood swings
	Yes  /  No

	Rapid speech
	Yes  /  No

	Extreme anxiety
	Yes  /  No

	Panic attacks
	Yes  /  No

	Phobias
	Yes  /  No

	Sleep disturbances 
	Yes  /  No

	Hallucinations 
	Yes  /  No

	Unexplained losses of time
	Yes  /  No

	Unexplained memory lapses
	Yes  /  No

	Alcohol/substance abuse
	Yes  /  No

	Frequent body complaints
	Yes  /  No

	Eating disorder
	Yes  /  No

	Body image problems
	Yes  /  No

	Repetitive thoughts (e.g. obsessions)
	Yes  /  No

	Repetitive behaviors (e.g. frequent checking, hand washing
	Yes  /  No

	Homicidal thoughts
	Yes  /  No

	Suicidal thoughts or attempts
	Yes  /  No        If attempt, when?




Have you had any suicidal thoughts recently?
(   ) frequently 	(   ) sometimes		(   ) rarely	(   ) never

Have you had them in the past?
(   ) frequently 	(   ) sometimes		(   ) rarely	(   ) never

FAMILY MENTAL HEALTH HISTORY
	 
Has anyone in your family had any mental health or substance use issues? If yes, please list who & what type of mental health/substance use issues? ____________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Any history of family trauma or abuse? If yes, please elaborate.  _____________________________________

_________________________________________________________________________________________

__________________________________________________________________________________________

In a few words, how would you describe your childhood and relationship with parents and family of origin?  

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________





HEALTH INFORMATION

Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches, hypertension, diabetes, etc.:  _______________________________________

________________________________________________________________________ 


Are you currently on medication to manage a physical health concern?  If yes, please list: _________________________________________________________________
____________________________________________________________________
      

Are you currently seeing more than one medical health specialist?  (  ) yes   (  ) no

If yes, please list: ______________________________________________________

When was your last physical? ____________________________________________

Are you having any problems with your sleep habits?  ( ) yes   (  ) no 

     If yes, check where applicable:
(   ) Sleeping too little (   ) Sleeping too much    (   ) Poor quality sleep
	(   ) Disturbing dreams	(   ) other _______________________________
   
How many times per week do you exercise? ______________


Are you having any difficulty with appetite or eating habits? (   ) no  (   ) yes

If yes, check where applicable:  (  ) Eating less 	 (   ) Eating more   (   ) Bingeing 
(   )  Restricting   

Have you experienced significant weight change in the last 2 months?  (   ) no 	(   ) yes



SUBSTANCE USE

Do you regularly use alcohol?  (   ) no 	(   ) yes

Has anyone ever expressed concern to you over your drinking?  (  ) no   (  )  yes 

In a typical month, how often do you have 4 or more drinks in a 24 hour period?  

____________________________________________________________________

How often do you engage recreational drug use?  (   ) daily (   ) weekly   (   ) monthly
								(   ) rarely   (   ) never
***If yes, please list all recreational drugs you currently or have used in past. (please indicated past or present) 

_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Do you smoke cigarettes or use other tobacco products?  (    ) yes     (    ) no



RELATIONSHIP HISTORY

Are you currently in a romantic relationship?  (   ) no    (   ) yes

If yes, how long have you been in this relationship? _______________________

On a scale of 1-10 (10 being the highest quality),  how would you rate your current relationship? ________

Do you have any children?  If so, please list. 

Children:  (name, age, who does he/she live with currently?)  

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________



EDUCATIONAL HISTORY

How far did you go in school?  (   ) High School  (  ) Trade School  (   ) Undergraduate (  ) Post-graduate/other

Please describe school experience.  ________________________________________

Are you currently working in your preferred occupation?   Yes   No 

What would you be doing if you were in another career/profession?  _________________




OCCUPATIONAL INFORMATION

Are you currently employed? (   ) no (   ) yes

If yes, who is your currently employer/position? ___________________________

If yes, are you happy with your current position? __________________________


Please list any work-related stressors, if any _________________________________


RELIGIOUS/SPIRITUAL INFORMATION

Do you consider yourself to be religious? (   ) no (   ) yes

If yes, what is your faith? ____________________________

If no, do you consider yourself to be spiritual?  (   ) no (   ) yes



OTHER INFORMATION


What do you consider to be your strengths? ___________________________________

_______________________________________________________________________

_______________________________________________________________________

What do you like most about yourself? _______________________________________

_______________________________________________________________________


What are effective coping strategies that you have learned? _______________________

_______________________________________________________________________

_______________________________________________________________________





What are your goals for therapy? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________


_________________________________		______________
Client Signature						Date



This confidential information is provided to you in accord with State and Federal laws and regulations including but not limited to applicable Welfare and Institutions Code, Civil Code and HIPPA Privacy Standards.  Duplication of this information for further disclosure is prohibited without prior written authorization of the client/ authorized representative to who it pertains unless other permitted by law.

