











	Adult Counseling Intake Form.pdf
	Adult Counseling Intake Form p2.pdf
	Adult Counseling Intake Form p3.pdf
	Adult Counseling Intake Form p4.pdf
	Adult Counseling Intake Form p5.pdf
	Adult Counseling Intake Form p6-3.pdf

	How many times have you been married: 
	If yes what training: 
	Any Special Circumstances regarding education: 
	Length of service: 
	Type of Discharge: 
	Rank at discharge: 
	Current employmentjob title: 
	Employment history: 
	Level of job satisfaction 15: 
	Why: 
	Gaps in employment history if any: 
	Reasons for leaving your work if applicable: 
	What activities do you enjoy and feel you are successful when you try: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text10: 
	Text13: 
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off

	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: Off


	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	What personal qualities do you think you have: 
	What personal qualities would others say you have: 
	descriptive as you can: 
	D Torture  War: 
	What words would you use to describe your family: 
	she think of it: 
	Text11: 
	Text12: 
	Check Box30: 
	0: 
	0: Off
	1: Off
	2: Off

	1: 
	0: Off
	1: Off
	2: Off

	2: 
	0: Off
	1: Off
	2: Off

	3: 
	0: Off
	1: Off
	2: Off

	4: 
	0: Off
	1: Off
	2: Off

	5: 
	0: Off
	1: Off
	2: Off

	6: 
	0: Off
	1: Off
	2: Off


	If yes how much do you drink: 
	If yes how much do you smokechew: 
	undefined_4: 
	If so where did you go: 
	past: 
	How did these issues affect you and your loved ones or how are they affecting you now: 
	How would you describe yourself when it comes to your emotions: 
	Have you ever had thoughts about selfharm or harming others: 
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off


	Have you enacted those thoughts If so why: 
	Would you happen to have a support system If so who comprises this system: 
	Have you ever experienced hospitalizationtreatment for psychiatric problems: 
	Would you happen to have any memory and cognitive problems: 
	What significant problems or stresses are you facing at the present time: 
	Is there any specific belief system that we counselorstherapists need to be aware of: 
	Did religionspiritual practice play a part in your upbringing: 
	Briefly describe the problem for which you are seeking to have counselingtherapy for: 
	When do you think these problemssymptoms first occurred: 
	What is most concerning for you right now: 
	What is most concerning for your family and friends regarding you right now that you are aware of: 
	What would you like to see happen as a result of counselingtherapy: 
	Anything else youd like to share: 
	Text57: 
	Text60: 
	Text61: 
	describe as much as you feel comfortable: 
	Do you experience abuse in your adult life Please describe as much as you feel comfortable: 
	Did you get the support that you needed from your family or friends: 
	If yes where: 
	Approximate Dates of Counseling: 
	For what reason did you go to counseling: 
	Do you have a previous mental health diagnosis: 
	What did you find most helpful in therapy: 
	What did you find least helpful in therapy: 
	If yes who did you see: 
	If yes what medication and dosage: 
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off


