Intake Form

Contact date __________________

Personal Data

Name __________________________ Home Phone___________________ msg ok ___
Address  ________________________ Cell Phone ____________________ msg ok ___
_______________________________ Work Phone ___________________ msg ok ___
___________________________________Birthday __________________ Age ______ 

Occupation __________________________ Employer ___________________________ 

Yearly Gross Income __________________ Insurance ___________________________

Marital Data

Marital Status _____________ First Marriage? ___________ Years married _________

Partner’s Name __________________ Home Phone___________________ msg ok ___

Address  ________________________ Cell Phone ____________________ msg ok ___

_______________________________ Work Phone ___________________ msg ok ___

___________________________________Birthday __________________ Age ______ 

Occupation __________________________ Employer ___________________________ 

Yearly Gross Income __________________ Insurance ___________________________

Children Data
Name



Age
Gender
 
Previous Marriage
Living with you

_____________________   
____ 
_____

___________

___________

_____________________   
____ 
_____

___________

___________

_____________________   
____ 
_____

___________

___________

_____________________   
____ 
_____

___________

___________
Family of Origin Data
Who

Name




Age

Living/ 

Marital










Deceased
Status
Mother

_________________________ 
_____

________
_____

Father 

_________________________ 
_____

________
_____

Siblings
_________________________ 
_____

________
_____

Siblings
_________________________ 
_____

________
_____

Siblings
_________________________ 
_____

________
_____

Others

_________________________ 
_____

________
_____
Current Data
Reasons for counselling ___________________________________________________

_____________________________________________________________________

Previous counselling _____ How many sessions _____ With whom ________________

Medical Data

Name of family doctor _________________ Contact information __________________

Do you have any medical condition that affect your health? _______

What are they  __________________________________________________________

What medications _______________________________________________________
Support Data

Friends _______________________

Church _______________________

Community ___________________

Family ________________________

Others ________________________

Personal Assets

Strengths _____________________________________________________________

_____________________________________________________________________

