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Supervised by Ellen C. Melton, PhD, LPC-S   512 850-7191

Client Intake/History
General Information
Client’s Name:_______________________________________________ Today’s Date:___________________
Parents’ Names: ____________________________________________________________________________
Who is/are the child’s guardian(s)?____________________________ Is there a custody agreement?________
Address, City, State, Zip: ______________________________________________________________________
Home phone: ___________________ Work phone: ___________________ Cell phone: ___________________
Private email address:_______________________________________________
May I email you or leave messages for you at home? Yes /No  
Client’s Preferred Gender Pronouns: ________    Age:_______    Birth Date:__________    Grade:_________
Others Living in Home (name, age, relationship to your child, including pets): __________________________________________________________________________________________
__________________________________________________________________________________________
Other Family, Not Living in Home (name, age, relationship to your child): __________________________________________________________________________________________
__________________________________________________________________________________________
Parent’s Occupation:________________________________________________________________
Has your child received previous counseling and/or substance abuse treatment: Yes/No
If yes, how long in treatment? __________    Inpatient/Outpatient
Past Mental Health/Psychological Diagnoses? ________________________Age when diagnosed ___________     
Name of primary care physician & any other health practitioners (Psychiatrist, OT, PT, Speech, BCBA)
__________________________________________________________________________________________
Any current medical or mental health conditions being treated? Yes/No                  If so, please list:
__________________________________________________________________________________________
Any current medications? Yes/No    If yes, please list & include daily dose amounts
____________________________________________________________________________________________________________________________________________________________________________________

Personal & Family Information
Ethnic/Cultural identity & background _______________________ 
Birth parents: married/live together ___ separated/divorced ___ one or both deceased ___ Other __________
Family history of:
Counseling _______, ____________________________
ADHD/Learning Problems _______, ____________________________
Alcohol/drug dependence ______, ____________________________
Chronic physical Illness ______, ____________________________
Chronic mental illness ______, ____________________________
Depression ______, ____________________________
Anxiety ______, ____________________________
Eating Disorders ______, ____________________________
Domestic Violence ______, ____________________________
Sexual Abuse and/ or Incest ______, ____________________________
Psychiatric hospitalization ______, ____________________________
Suicide Attempts ______, ____________________________
(Check all that apply for the client)
• Uses alcohol: never____ less than once/ week____ more than once /week_____ daily____
• Uses drugs: never____ less than once/ week____ more than once /week_____ daily____
• Has experienced an unwanted sexual experience/harassment: recently_____ in the past_____
    Sexual assault_____ date rape____ rape____ incest_____
• Sleep Problems: _________ hours a night    Falling asleep in class? Yes/No   Difficulty falling asleep? Yes/No 
   Difficulty staying asleep? Yes/No    Napping? Yes/No    Nightmares? Yes/No
• Has poor eating habits/appetite: ____________________________________________________________
· Dissatisfaction with personal appearance Yes/No
• Have felt like or tried to hurt self in the past Yes/No     Currently hurting self Yes/No
• Has suffered a recent significant loss or death Yes/No
• Has suffered a recent relationship ending/changing or other loss Yes/No (Please list)____________________
• My child has experienced:		Medical complications at birth Yes/No
Serious Illness Yes/No			Serious head injury (or knocked out) Yes/No
Disability Yes/No   (if checked yes, please describe _______________________________________)
Custody/Legal difficulties Yes/No    (if checked yes, please describe ___________________________________)
Social Difficulties Yes/No     Difficulty making friends? Yes/No     Difficulty keeping friends? Yes/No
Please have your child complete the following statements:
What I am feeling now is______________________________________________________________________
One thing I feel proud of is____________________________________________________________________
One thing I feel guilty about is_________________________________________________________________
I am happiest when__________________________________________________________________________
The thing that makes me the most sad is_________________________________________________________
If I weren’t afraid to be myself, I might___________________________________________________________
I get so angry when__________________________________________________________________________
If I get angry, I typically_______________________________________________________________________
I feel safe when people_______________________________________________________________________
I do not trust people who_____________________________________________________________________
My greatest fear is___________________________________________________________________________
My favorite thing to do is_____________________________________________________________________
I love_____________________________________________________________________________________
For Self-care I usually________________________________________________________________________
When I grow up, I want to_____________________________________________________________________
Circle any of the following that describe or apply to you:
Aggressive behavior		Peaceful		Difficulty concentrating		Difficulty sitting still
Sleep disturbances		Nightmares		Impulsive 				Feeling restless	
Frequent bad moods		Not hungry often 	Frequent loss of temper		Loss of control
Procrastination		Bad Grades		Have to double check work 		Incomplete work
Phobias/Fears			Good Grades		Eating Problems			Crying
Enjoy laughing/playing	Stomach trouble 	Good sense of humor			Feel worthy
Worry a lot			Enjoy being active	Enjoy being outside			Get in arguments
Drink water every day		Overeat		Feel good about myself		Afraid of being alone
Afraid of the dark		Involved at school	Get in trouble at school		Often sick 
Feel included			Healthy		Get along well with others		A good friend
Have good friends		Withdrawn		Passionate				Artistic/creative
Problem solver		Talented		Disorganized				Spiritual

I really want to work on_______________________________________________________________________
I wish I were better at________________________________________________________________________
In my life I wish I could change_________________________________________________________________
The thing I want to be different is_______________________________________________________________
If I had three wishes, they would be	1. __________________________________________________________
					2. __________________________________________________________
					3. __________________________________________________________

Please state briefly your reasons for seeking psychotherapy/counseling for your child at this time.
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

What do you think may be getting in the way of you/your child resolving your current problems or concerns?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

What are the goals that you wish for your child to achieve while participating in psychotherapy/counseling and how do you/your child currently believe those goals can best be achieved? _____________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________

How would you/your child like things to be different after participating in psychotherapy/counseling?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

If you & your child could wake up tomorrow with a different life or in a different situation, what would that life look like?__________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

______ I understand the limitations of telehealth sessions and consent to therapy by technological means for my child until I provide further notice (Please initial).

Please list contact information for a local person I can contact in case of emergency. This contact will only be used if I believe you or someone else is in immediate danger or if you become ill and unable to continue or depart therapy without assistance.
Emergency Contact Person (Local) ______________________________________________
Relationship _____________________________________________________________
Address __________________________________ Phone Number ___________________
I agree for my therapist to contact the above-named person under the above-named conditions.							
_______________________________________________________________________Client’s Signature								Date
_______________________________________________________________________ Parent/Guardian’s Signature, if client is under 18 years of age

