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Intake Form

Complete the following. PLEASE PRINT.

Name: _____________________________________________________________________________

Address: ___________________________________________________________________________ 

City ________________________________State _____   Zip_________ Email:___________________

Phone:  Cell_______________________________ Home_____________________________________

Date of Birth: ____________________ Place of Birth: ____________________________Age: ________

Employer: _________________________________________   Occupation: ______________________

Your highest level of education completed: _______________________ Area of Study:______________

Relationship: Single  Dating  Live-in  Married  Separated  Divorced     Number of Years?___

Significant Other’s Name:_______________________________________________________________

Emergency Contact
Name: _______________________________________________ Relationship____________________

Phone:  Work_______________________ Home_____________________ Cell____________________

Medical
Physician’s Name:________________________________________ Phone:______________________

Address:_____________________________________ May I consult with your doctor?	 Yes  No

Are you currently taking any prescription medications? 	Yes  No 	

	Medication 
	Dose
	Purpose
	How long?
	Describe results

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Family History
Mother’s Name ____________________________________	Age ______  Living  Deceased
Father’s Name _____________________________________	Age ______  Living  Deceased

Parents’ relationship status for majority of your childhood?   Live-in  Married  Separated  Divorced     

Is there a family history of drug/alcohol abuse? 	Yes  No If yes, please describe.

Self ________________________________________________________________________________

Mother ______________________________________	Mother’s Family__________________________

Father ______________________________________	Father’s Family__________________________

List brothers/sisters in order from oldest to youngest – include yourself in the birth order.

	Name
	Relationship
	Age
	Living?
Yes/No
	Substance abuse?
	How is your relationship today?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Is there a history of verbal / emotional / sexual abuse to you or your brothers/sisters? Yes  No
____________________________________________________________________________________
____________________________________________________________________________________

Have you received individual counseling or psychotherapy before? Yes  No 
If yes, therapist(s) name________________________________________________________________
How was your experience? _____________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

Have you ever received substance abuse treatment? Yes  No

If yes, please list approximate dates, name of hospital/treatment centers and results following treatment.

	Hospital/Treatment Center
	Dates
	Completed Treatment?
	Results

	
	
	
	

	
	
	
	



Who referred you to me? __________________________________May I thank this person? Yes  No

Please describe, in order of importance, the reason(s) you are seeking counseling. What would you like to happen?
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

I understand what I say to my therapist will be held in confidence; however, I also understand certain information may need to be disclosed for my safety or the safety of others. Therapists are ethically and legally obligated to disclose information in any of the following events:

1. There is reason to believe that I may harm myself or someone else;
2. There is reason to believe I am involved in or have knowledge of abuse, neglect, or exploitation of a child, a person who is elderly or has a disability;
3. In certain instances involving child custody;
4. A judge legally orders my therapist to testify in a court of law; and
5. In certain instances, where I disclose abuse committed by a mental health professional.

Please give 24-hour advance notice to cancel appointments. Missed appointments without 24-hour notice are expected to be paid in full upon the next session.

I understand Loretta Macias is regulated by the Texas State Board of Examiners of Professional Counselors, 8407 Wall Street, Austin, Texas 78724, 512/834-6658.

Signature: ______________________________			Date __________________________	
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