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Allison Mupas, M.A., LMFT, C.Ht.

Marriage and Family Therapist & Certified Hypnotherapist

Change is Life’s only Constant!

INTAKE FORM
Welcome. In order for me to become more familiar with you and your areas of concern, I would appreciate your taking time to complete this form. If there are questions you do not feel comfortable answering at this time, please skip them for now and you can discuss them with me during your session.

Name: _________________________________________________ Today’s Date_______________________

_________________________________________________________________________________________
Address:  (Street) 








(City) 


(Zip)

Telephone Number: (H)______________________ (W)_____________________ (M)_____________________
May I leave a message for you at these numbers?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Email_____________________________________________________________________________________

May I email you at this address including my monthly newsletter?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Age: _______ Date of Birth: _______________ Educational Level: ____________________________________

Client’s Occupation: _________________________________________________________________________

Marital /relationship Status: ___________________________________________________________________

Who lives in your home with you? ______________________________________________________________

Emergency Contact Information: _______________________________________________________________
(Name) 





(Phone) 

Referred by: ________________________________________ May I thank them for the referral? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Have you been in counseling previously?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

(If yes, please list dates and the focus of the sessions and reason counseling was terminated)

_________________________________________________________________________________________

_________________________________________________________________________________________

FAMILY OF ORIGIN HISTORY
Mother’s Name_____________________________________________________________________________
Mother’s Age _______________ . Living  FORMCHECKBOX 
     Deceased  FORMCHECKBOX 

Father’s Name_____________________________________________________________________________
Father’s Age _______________ . Living  FORMCHECKBOX 
     Deceased  FORMCHECKBOX 

Names and ages of siblings
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
MEDICAL HISTORY

Medical conditions that you currently have or have had in the past

_________________________________________________________________________________________
_________________________________________________________________________________________

Previous Hospitalizations/Surgeries (Please list dates and reasons)

_________________________________________________________________________________________

_________________________________________________________________________________________

Current Prescriptions/Medications (Please list all prescription meds, OTC and herbal supplements)

_________________________________________________________________________________________

_________________________________________________________________________________________

Family History (Please list any major familial health problems, drug or alcohol use)

_________________________________________________________________________________________

_________________________________________________________________________________________

Are You Currently Experiencing Any Suicidal Thoughts?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Have You Experienced Them in the Past?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Have You Ever Attempted Suicide?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

If Yes, When and How: ______________________________________________________________________

Has any member of your family been treated for the following:

Schizophrenia  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, who?______________________________________________________

Manic-Depressive Disorder  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, who?____________________________________________

Major Depression    Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, who? __________________________________________________
Substance abuse  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, who?____________________________________________________

LIFESTYLE

Do you smoke?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, how much?________________________________________________

Do you drink alcohol?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, how much?___________________________________________

Do you drink caffeinated products?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, how much?_________________________________

Do you use other types of drugs?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, which ones and how much?_____________________

_________________________________________________________________________________________

Have you ever had any legal charges?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, when and what charges?___________________
_________________________________________________________________________________________

Are there any guns or weapons in your house?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   If yes, what? ___________________________

_________________________________________________________________________________________

CURRENT CHALLENGES THAT YOU ARE HAVING:

Please use a checkmark to indicate which of the following challenges apply to you.

 FORMCHECKBOX 
 Depression






 FORMCHECKBOX 
 Violence in the family (actual or threatened)

 FORMCHECKBOX 
 Suicidal thoughts





 FORMCHECKBOX 
 Parent-child conflict

 FORMCHECKBOX 
 Suicidal actions





 FORMCHECKBOX 
 Marital /relationship problems

 FORMCHECKBOX 
 Anxiety/Fears/Worries




 FORMCHECKBOX 
 Brother/sister problems

 FORMCHECKBOX 
 Anger temper problems




 FORMCHECKBOX 
 Financial concerns

 FORMCHECKBOX 
 Alcohol/other drug abuse (self)



 FORMCHECKBOX 
 Communication problems

 FORMCHECKBOX 
 Alcohol/other drug abuse (family)



 FORMCHECKBOX 
 Sexual problem

 FORMCHECKBOX 
 Job/school problems/ unemployed


 FORMCHECKBOX 
 Sexual abuse when younger

 FORMCHECKBOX 
 Physical abuse when younger



 FORMCHECKBOX 
 Legal problems 

 FORMCHECKBOX 
 Death of a loved one




 FORMCHECKBOX 
 Compulsive gambling

 FORMCHECKBOX 
 Major losses/difficult changes



 FORMCHECKBOX 
 Eating Disorder
CHALLENGES WITH DAILY COPING?

Please use a checkmark to indicate which of the following challenges apply to you.

 FORMCHECKBOX 
 Sleep problems





 FORMCHECKBOX 
 Change in appetite

 FORMCHECKBOX 
 Difficulty falling asleep




 FORMCHECKBOX 
 Gaining weight (how much _________)

 FORMCHECKBOX 
 Waking up in middle of the night



 FORMCHECKBOX 
 Losing weight (how much __________)
 FORMCHECKBOX 
 Waking up too early




 FORMCHECKBOX 
 Not hungry

 FORMCHECKBOX 
 Sleeping too much





 FORMCHECKBOX 
 Vomiting after eating

 FORMCHECKBOX 
 Nightmares






 FORMCHECKBOX 
 Nauseated

 FORMCHECKBOX 
 Moody or crying more than usual



 FORMCHECKBOX 
 Constipation or diarrhea

 FORMCHECKBOX 
 Feeling guilty, worthless, or hopeless


 FORMCHECKBOX 
 Difficulties concentrating

 FORMCHECKBOX 
 Fatigue/low energy




 FORMCHECKBOX 
 Problems remembering things

 FORMCHECKBOX 
 Hyper/too much energy




 FORMCHECKBOX 
 Withdrawing from others

 FORMCHECKBOX 
 Loss of interest in things




 FORMCHECKBOX 
 Repeated actions that I can’t stop

 FORMCHECKBOX 
 People are out to get me




 FORMCHECKBOX 
 Disturbing thoughts that I can’t stop 

 FORMCHECKBOX 
 People are picking on me




 FORMCHECKBOX 
 Cannot stop washing hands, body, counting

or checking things
 FORMCHECKBOX 
 Other (please specify _____________________________________________________________________
_________________________________________________________________________________________

RELATIONSHIPS

(Please place a checkmark on any items that apply to you)

 FORMCHECKBOX 
 Too few friends





 FORMCHECKBOX 
 I have enough friends 

 FORMCHECKBOX 
 I’m overly shy





 FORMCHECKBOX 
 I find it difficult to open up to others

 FORMCHECKBOX 
 I make friends easily




 FORMCHECKBOX 
 I find it hard to keep friends

 FORMCHECKBOX 
 Others seem to be picking on me



 FORMCHECKBOX 
 No one really seems to understand me

 FORMCHECKBOX 
I talk to friends about problems



 FORMCHECKBOX 
 I don’t talk to friends about problems

 FORMCHECKBOX 
I prefer to hang out with one person


 FORMCHECKBOX 
 I prefer to hang out with groups

SOURCES OF STRESS

Please list the things/events/problems that are creating stress in your life at the present time (include 

significant losses and changes in your life)

1.________________________________________________________________________________________
2.________________________________________________________________________________________
3.________________________________________________________________________________________
CURRENT FUNCTIONING

Place an “X” on the following scale to indicate how well you are coping with things at the present time. 100% means you are coping the best you ever have.

I----------I-----------I------------I--------------I-------------I------------I-------------I------------I------------I-------------I-------------0 
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YOUR GOALS IN COUNSELING

Please list the goals that you hope to achieve in counseling. (Be as specific as you can)

1.________________________________________________________________________________________

2.________________________________________________________________________________________

3.________________________________________________________________________________________

CONSENT TO TREATMENT
I hereby consent to participate in treatment.

_________________________________________________________________________________________
(Signature) 










(Date)

I have received a copy of the office policy. Initial________
SUMMARY AND DIAGNOSIS
A.
Diagnostic Summary: (Significant: strengths/weaknesses, observations/descriptions, or list of symptoms.)

B.
Admission Diagnosis: (check one Prin and one Sec)


Axis I
 FORMCHECKBOX 
 Prin
 FORMCHECKBOX 
 Sec Code
_______________
Nomenclature ___________________________________







(Medications cannot be prescribed with a deferred diagnosis)




 FORMCHECKBOX 
 Sec Code _______________
Nomenclature ____________________________________



Code_______________
Nomenclature ____________________________________



Code_______________
Nomenclature ____________________________________



Code_______________
Nomenclature ____________________________________

Axis II
 FORMCHECKBOX 
 Prin
 FORMCHECKBOX 
 Sec Code_______________
Nomenclature ____________________________________



 FORMCHECKBOX 
 Sec Code_______________
Nomenclature ____________________________________


Code_______________
Nomenclature ____________________________________

Axis III 
_________________________________________________
Code ______________________


_________________________________________________
Code ______________________



_________________________________________________
Code ______________________

Axis IV Psychosocial and Environmental Problems which may affect diagnosis, treatment, or prognosis



Primary Problem _____  
Check as many that apply:   FORMCHECKBOX 
 1. primary support group  FORMCHECKBOX 
 2. social environment  FORMCHECKBOX 
 3. educational  FORMCHECKBOX 
 4. occupational  FORMCHECKBOX 
 5. housing  FORMCHECKBOX 
 6. economics  FORMCHECKBOX 
 7. access to health care


 FORMCHECKBOX 
 8. interaction with legal system  FORMCHECKBOX 
 9. other psychosocial/environmental  FORMCHECKBOX 
 10. inadequate information


Axis V Current GAF __________

 DMH Dual Diagnosis Code ______________________


 FORMCHECKBOX 
Above Diagnosis from ___________________________________________ Dated __________________

C.  Disposition / Recommendations / Plan:
_________________________________________________________________________________________

_________________________________________________________________________________________
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