	Intake Form


5350 S Peoria Ave.                                                                                                   Ph: (918)749-1991  
Tulsa, Oklahoma 74105                   		                                                    Fax: (918)747-0197   
To make our first meeting more productive, please give accurate and complete responses to every section of this form. Please note that the information you provide here is protected as confidential information.
DATE: ______________________ 

CLIENT’S INFORMATION:
	
NAME: _____________________________________________ SS#:___________________________

AGE: ___________ DATE OF BIRTH:________________RACE:______________GENDER:  M    F    Other

Marital Status: __________________

ADDRESS: ______________________ CITY:___________________    STATE:________   ZIP:______ ___ 

HOME #: _____________________CELL #:___________________WORK #:_____________________

EMERGENCY CONTACT PERSON: ____________________________PHONE:__ __________________

Relationship To Client:____________________ 

EMAIL ADDRESS:_____________________________________________________________________

REFERRED BY:___________________________________________PHONE:______________________



INSURANCE INFORMATION:
	Primary

INSURANCE COMPANY ____________________________________PHONE:____________________

SUBSCRIBER’S NAME:_________________________________SS#____________________________ 

EMPLOYER:________________________________________GROUP#_________________________

DATE OF BIRTH:______________________SUBSCRIBER’S ID:________________________________ 


	
Secondary( if Applicable)

INSURANCE COMPANY ____________________________________PHONE:____________________

SUBSCRIBER’S NAME:_________________________________SS#____________________________ 

EMPLOYER:________________________________________GROUP#_________________________

DATE OF BIRTH:______________________SUBSCRIBER’S ID:________________________________ 





RESPONSIBLE PARTY (Statements will be sent to):
	
NAME:_____________________________________________________________________________

ADDRESS:______________________________CITY:_______________STATE:________ZIP:_________

HOME #: _____________________CELL #:____________________WORK #:_____________________

EMAIL ADDRESS:_____________________________________________________________________

RELATIONSHIP TO PATIENT:___________________________________________________________




FAMILY HISTORY:
	
FATHER’S NAME:______________________________AGE:______OCCUPATION:_________________

MOTHER’S NAME:_____________________________AGE:_______OCCUPATION:________________ 


NAME OF YOUR SIBLINGS:  1._______________________________       M     F   AGE:____________

                                                      2._______________________________       M     F    AGE:____________

                                                      3._______________________________       M     F    AGE:____________

                                                      4._______________________________        M    F   AGE:___________

                                                      5.________________________________      M   F    AGE:____________


NUMBER OF MARRIAGES                                        CURRENT
(INCLUDING COMMON LAW):____________      SPOUSE/PARTNER:_________________________

YOUR CHILDREN:  
                                                                                                                     LIVE WITH YOU?
1._______________________________       M     F   AGE:______    DOB: ____________      Y       N                                           

2._______________________________       M     F    AGE:______   DOB:____________       Y       N                                         

3._______________________________       M     F    AGE:______   DOB:____________       Y       N                                             

4._______________________________        M    F    AGE:______   DOB:____________       Y       N

5.________________________________       M   F    AGE:______   DOB:____________       Y       N






	
YEARS OF EDUCATION:______________LIST DEGREES/CERTIFICATIONS:______________________

CURRENT EMPLOYMENT:_________________________________HOW LONG?________________

PREVIOUS EMPLOYMENT:________________________________ HOW LONG:_________________

MILITARY EXPERIENCE:       Y         N       IF YES, DESCRIBE:__________________________________


 CAREER HISTORY:

LEGAL HISTORY:
	1.  HAVE YOU EVER BEEN CHARGED WITH COMMITTING A FELONY?                            Y       N   
2. IF YES, WERE YOU CONVICTED?                                                                                                 Y       N
3. HAVE YOU EVER BEEN CHARGED WITH COMMITTING A MISDEMEANOR?              Y       N
4. IF YES, WERE CONVICTED?                                                                                                           Y       N
5. HAVE YOU EVER BEEN ARRESTED BUT NOT FORMALLY CHARGED?                           Y       N



SUBSTANCE USE HISTORY:
	THE FOLLOWING IS A LIST OF SUBSTANCED THAT YOU MAY HAVE USED IN THE PAST OR ARE CURRENTLY USING.  PLEASE INDICATE APPROXIMATELY HOW MUCH OF THE SUBSTANCE YOU ARE USING OR HAVE USED IN THE PAST.

                                                       PAST              QUANTITY                  PRESENT                  QUANTITY

1. CAFFEINE                    Y      N      __________________            Y        N         __________________
2. NICOTINE                    Y      N      __________________            Y        N       ___________________
3. ALCOHOL                    Y      N      __________________            Y        N        ___________________
4. MARIJUANA                Y     N     ___________________           Y        N        ___________________
5. AMPHETAMINES       Y     N     ___________________           Y        N       ___________________
6. COCAINE                      Y     N     ___________________           Y        N        ___________________
7. HALLUCINOGENS     Y     N    ____________________          Y        N       ___________________
8. SEDATIVES                   Y     N    ____________________          Y        N      ___________________



	
FAMILY PHYSICIAN:____________________________________PHONE:_______________________

ADDRESS:____________________________________________________ ZIP:__________________

MEDICATIONS YOU CURRENTLY TAKE:__________________________________________________

FOOD/MEDICATION   ALLERGIES:________________________________________________________



MEDICAL HISTORY:


MENTAL HEALTH HISTORY:
	
HAVE YOU EVER BEEN TO COUNSELING BEFORE?                               Y           N

IF YES, THE COUNSELOR WAS:_____________________________________________________

DESCRIBE THE CIRCUMSTANCES: ___________________________________________________

HAVE YOU EVER BEEN HOSPITALIZED DUE TO (PLEASE CIRCLE):

          DEPRESSION                             EATING DISORDER                                   SUBSTANCE ABUSE

            ANXIETY                                   OTHER MENTAL HEALTH   __________________________________






CHECK YOUR CURRENT MAJOR CONCERNS:
	· MARITAL/
           FAMILY
	· SELF-
       CONFIDENCE
	· ALCOHOL
	· CHILD ABUSE

	· JOB/SCHOOL

	· MEDICAL
           PROBLEMS
	· SEXUAL
          PROBLEMS
	· DRUGS

	· DEPRESSION

	· ANXIETY
	· DOMESTIC
          VIOLENCE
	· LONELINESS

	· LEGAL
            PROBLEMS
	· CULTURAL
            ISSUES
	· SPIRITUAL
            PROBLEMS
	· ATTENTION
          PROBLEMS



Family History of any of the Following:
	Alcohol/Substance Abuse       Y   N    Family Member Name: _______________________________

Anxiety                                        Y   N    Family Member Name: ________________________________

Depression                                  Y   N    Family Member Name: ________________________________

Domestic Violence                     Y   N    Family Member Name: ________________________________

Eating Disorder                           Y   N    Family Member Name: ________________________________

Obesity                                         Y   N   Family Member Name: _________________________________

Obsessive Compulsive Behavior   Y   N   Family Member Name: _________________________________

Schizophrenia                              Y   N   Family Member Name: _________________________________

Suicide Attempts                         Y   N   Family Member Name: _________________________________






General Health History:
1. How would you rate your current physical Health? (please circle)

     Poor         Unsatisfactory      Satisfactory        Good          Very Good

Please list any specific health problems you are currently experiencing:
     ________________________________________________________________________________

2. How would you rate your current sleeping habits? (please circle)
                    Poor          Unsatisfactory      Satisfactory         Good         Very Good
              Please list any specific sleep problems you are experiencing:
             _______________________________________________________________________________
3. How many times per week do you generally exercise: _____________________________
                       What types of exercise do you participate in: _________________________________
4. Please list any difficulties you experience with your appetite or eating patterns:
___________________________________________________________________________
5. Are you currently experiencing overwhelming sadness, grief, or depression?  Y     N
If yes, for approximately how long? __________________________________
6. Are you currently experiencing anxiety, panic attacks or have any phobias?    Y    N
                   If yes, when did you begin experiencing this? _________________________ 
7. Are you currently experiencing any chronic pain?    Y   N
                If yes, please describe: _________________________________________________________
8.  Are you currently in a romantic relationship?       Y    N      For How long? __________________  

9. What significant life changes or stressful events have you experienced within the:

Past Month:


Past Year:




 Additional Information:
    Do you consider yourself to be spiritual or religious? Y   N 
          If yes, how important is your faith or belief: ________________________
          If yes, describe your faith or belief: _____________________________
  What do you consider to be some of your strengths:
_____________________________________________________________________________________
 What are some areas you would like to change or improve:
_____________________________________________________________________________________
 What would you like to accomplish out of your time in therapy:
____________________________________________________________________________________
  What else do you think is important for me to know that was not covered in this form:
____________________________________________________________________________________
Who do you have as a support person or group:





I, the undersigned, accept financial responsibility for payment of all fees at the time of visit, unless other arrangements have been made.
AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the release of any information regarding myself/my child’s condition or treatment to my insurance company.
AUTHORIZATION TO PAY INSURANCE BENEFITS TO THE PROVIDER: I hereby authorize the payment of insurance benefits from my insurance company to my provider.
I CERTIFY THAT THE ANSWERS I HAVE GIVEN ARE ACCURATE AND TRUE.

SIGNATURE: _______________________________________________________ DATE:_____________ 
                             (Client, or Parent if Client is a minor)


I consent to receiving reminder messages via text for my upcoming appointments.

SIGNATURE: _______________________________________________________DATE:______________
                             (Client, or Parent if Client is a minor)

I consent to receive voice messages from staff regarding appointments or questions regarding my healthcare.

SIGNATURE: ___________________________________________________ DATE: ________________
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