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A HEALTHY MIND IN A HEALTHY BODY

CLIENT INTAKE SHEET 2010

Client Name:

Last First Middle
D.O.B.: Sex: OM OF
Year Month Day
Address:
Street Address
City
May we leave a detailed message?
Postal Code
Phone: Yes [ ] No [ ]
Residence
Yes [ ] No [ ]
Work
Yes [ ] No [ ]
Cell

E-Mail address

May we remind you about your appointments by?
Email [ ]

Telephone Call [ ]
Number to leave a message at:

Emergency Contact Name

Emergency Contact Telephone Number

Date of first Assessment:
(Day) (Month) (Year)

Please note: Cancellation of an appointment requires 24 hours notice. As of
June 1, 2010 a $100 cash deposit or a Visa/MC/AMEX number will be kept on file and
used if you fail to attend a scheduled appointment without 24 Hours notice.

Exp Date:
[] Visa, [ ] Master Card [ ] American Express [ ] Cash

($100 cash refunds will be returned on your last appointment, all other documents with your credit card information will be shredded)

By signing this form, you acknowledge and accept responsibility for payment of missed appointments.
Signature of Client
Signature of Parent or Legal Guardian

Date: 10-07-21 Intake Sheet
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Presenting Complaints of Patient:

Nature: \What problem(s) led you to seek help at this time?

Apparent Cause of Crisis: What situations, events or stressors led to this problem?

Symptoms:

History of Presenting Complaints:

Have you had therapy before? If so what type of therapy & for what problems?

Did you benefit from past therapy? Yes O No O

Who is your reqular health care provider? (Doctor, Nurse, Healer, other)
Provider’s Name: Phone #:
Patient’s Personal History:

Single o Married o Divorced o Common-Law o Separated o
Widowed o Student o

If you have dependants:
Dependants Name:

Dependants Age:
Dependants Sex o M OF OM OF OM OF
Patient’s siblings: M/F M/F M/E

Ages:
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Parents: Married o Divorced o Single o Common-Law o Widowed o

Employment: Employed 0 Unemployed O Self-employed O Student O
Company Name: Address:

Any known mental health issues in your family you are aware of?
Mom O Grandmother O Grandfather O Sister O Brother O Uncle/Aunt O

Dad O Grandmother O Grandfather O Sister O Brother O Uncle/Aunt O

History of Mental lliness:

Mental history

Have you been treated for a Psychiatric lliness in the past year? [0 Yes [INo

If Yes, Diagnosis:

Was Medication prescribed? 0O No O Yes If yes,
Current list of medications:

Medication Name |[Dose [Freauencey  Time of [Side Effects
last dose

Vitamins:

Herbal Remedies:

Known allergies to medications:
If other treatment: What, Where, When, with Who?

Past adherence to prescribed treatment: [0 Good 0 Fair O Poor

| Assess Sleep & Rest for Current or Past Problem

Do you have problems with your sleep habits? [ Yes [ONo
Normal bedtime Normal awake time Total Hours
Do you feel rested after a night’s sleep? [ Yes[INo

What helps you sleep?
HOW DID YOU HEAR ABOUT US?

Dr's Referral O Friend O Website O E.A.P. O Other O July 21, 2010



