Ganey Counseling & Consultation
660 Newtown-Yardley Road, Suite 201
Newtown, PA 18940
(215) 860-2525

 Intake Form

Name:   _____________________________  Date of Birth: ____________________

1. REASONS FOR SEEKING THERAPY

Please describe your concerns or reasons for seeking therapy: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please rate how much these concerns effect your daily life (i.e. keep you from going to work or school)

1              2              3               4            5              6            7              8              9             10

No Effect                        Rarely Effects                                  Often Effects                              Always Effects


When did you first notice the concerns?   ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What do you see as your top 5 strengths? ______________________________________
________________________________________________________________________
________________________________________________________________________

How do you hope to benefit from therapy?
________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. TREATMENT HISTORY

Please record previous mental health treatment (i.e therapist, counselor, psychologist, psychiatrist). If more space is needed, please use back of form.  

Name : _____________________________ Relationship to client:  _________________
Address: _______________________  City: ______________  State: ____  Zip: ______
Phone: ____________________   Dates attended: ________________ 
What diagnosis, if any, were you given? _______________________________________
What was your experience like in this treatment? ________________________________
________________________________________________________________________
________________________________________________________________________

Name : _____________________________ Relationship to client:  _________________
Address: _______________________  City: ______________  State: ____  Zip: ______
Phone: ____________________   Dates attended: ________________ 
What diagnosis, if any, were you given? _______________________________________
What was your experience like in this treatment? ________________________________
________________________________________________________________________
________________________________________________________________________

Please list any concerns about therapy:
________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. FAMILY HISTORY

A. Family of Origin:
Mother: ___________________________ Age ____ Highest Education Attained ___           Occupation:_________________________________________________

	Father: ____________________________ Age ____ Highest Education Attained___
	Occupation:_________________________________________________
	
	Parent’s Marital Status (Circle ones that apply):
		Single    Engaged   Married   Separated    Divorced    Widowed
	
	If parent’s are divorced, separated, or widowed: How long ______________

Siblings (Please give name, gender, and ages): _______________________________
	_____________________________________________________________________
	
Relationship with family:_______________________________________________
__________________________________________________________________________________________________________________________________________

Places lived: __________________________________________________________
_____________________________________________________________________


B. Family History of Mental Health:
Please check any that are part of your family history

Who in your family has experienced:
___Depression	   	 ________________________________________________
___ Bipolar          	 ________________________________________________
___Suicide	   	 ________________________________________________
___Anxiety          	 ________________________________________________
___ OCD            	 ________________________________________________
___ Trauma          	 ________________________________________________
___Eating Disorder    	 ________________________________________________
___Substance Abuse  	_________________________________________________
___Other                     	_________________________________________________    
      ___None                  	

4. EDUCATIONAL AND OCCUPATIONAL HISTORY:

Highest Grade Completed: ___	School:_____________________________
Performance:_____________________________________________________________

	
Do you work? ________________________________________________________________________________________________________________________________________________________________________________________________________________________


5. SOCIAL HISTORY 

Please describe your sources of support (ie friendships, groups, etc): ________________
________________________________________________________________________
________________________________________________________________________

What do you do to have fun or relax? _________________________________________ ________________________________________________________________________
________________________________________________________________________



6. MEDICAL HISTORY

Physician: __________________________ 		Date of last visit: _____________

How would you describe your current physical health? 
____Excellent           ____Good            ____Adequate             ____ Poor

Any Medical Conditions?___________________________________________________
________________________________________________________________________

Medications (please list any medications you are taking):
Name___________________prescribed for_____________________Dosage (mg./day)_____
Name___________________prescribed for_____________________Dosage (mg./day)_____

Allergies: _______________________________________________________________
________________________________________________________________________

Hospitalizations/surgeries:  _________________________________________________
How do you take care of your physical health? __________________________________
________________________________________________________________________

Do you experience any difficulties with: 
· Sleep: _________________________________________________________
· Eating/Diet: ____________________________________________________
Have you experienced any form of abuse?  If so, please specify below. 

__ Physical               __ Emotional                __ Sexual               __ Neglect



7. SUBSTANCE USE HISTORY

History of substance use: 
1. Type(s) - Circle all that apply
Alcohol     Caffeine    Nicotine     Marijuana     Cocaine     Narcotics     Stimulants     Sedatives(such as Barbiturates)     Inhalants    Hallucinogens(such as PCP)

2.  Please describe that nature of substance use (type, date of first use, last use, frequency, and amount): ________________________________________________
________________________________________________________________________________________________________________________________________
____________________________________________________________________



[bookmark: _GoBack]
8. LEGAL HISTORY
Have you had any legal problems?    YES    NO   
If Yes, please describe (include dates and outcomes):_____________________________
________________________________________________________________________

9. SPIRITUAL HISTORY:

Do you consider yourself a spiritual person? ____________________________________

Do you attend a church?  Y/N 	 Name of church: ___________________________

How important is your spirituality/faith in your life?
_____Significant   _____ Moderate  _____Very Little  _____Not at all


10. OTHER

Is there anything that you would like to add?
________________________________________________________________________________________________________________________________________________________________________________________________________________________
