Name of Counselor: ​​​​​​​​​​​​​​​​​​​​______________________________
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INTIAL INTAKE INFORMATION 
Last Name: _________________________ First Name: ________________________ MI: ____

Social Security Number: ____-__-____Date of Birth: ___/___/___Today’s Date ___________
Age: _____                           Race:     African American   Asian Caucasian/White   Hispanic  

Sex:   M    F Native American   Other: ______________________
Address: _________________________ City: __________________ State: ____  Zip: ______

Home Phone:________________   Cell Phone:______________  Other Phone: _______________
    May we leave msg? Yes No         May we leave msg? Yes No    May we leave msg? Yes No  
Email Address                                                                       
Employer: _____________________________________Work Phone: ____________________  



                                                                                      May we leave msg? Yes No   
Any special calling instructions? ___________________________________________________

Is the client a minor? Yes No   

If yes, Name of person filling out this form                                                                                         
Marital Status:   Never Married   Married   Domestic Partnership   Separated   Divorced
  Widowed                 If married, Spouse’s Name:                                                                                 
Do you have any children? Yes  No          If so, please list their names and ages?                                                                                                                                               

Please describe the reason that you are seeking counseling at this particular time?  
Please rate your general physical health condition:   Good
 Fair
 Poor

CHIEF COMPLAINTS:

Please check all that apply









  
__Very Unhappy


__Impulsive



__Depressed 
__Irritable



__Anxious



__Worried    
__Temper Outbursts

__Behavioral Problems

__Lying 
__Withdrawn


__Panic attacks


__Excessive Crying  
__Short attention span

__Mood Swings


__Addiction
 
__Self-mutilating


__Intrusive Thoughts

__Alcohol Use          
__Drug Use



__Lethargic, No Energy

__Sleeping Problems 
__Eating Problems


__Intimacy Issues


__Trust Issues 
__Grief



__Fearful



__Spiritual Issues
__Parenting Issues

__Trauma      


__Marriage/Relationship Issues __Abuse Victim


__Suicidal Thoughts

__Low Self-Esteem  
__Divorce



__Hallucinations/Delusions 
__Educational Issues
Special Instructions (re: allergies, medical diagnosis, etc.) _______________________________

___________________________________________________________________________.

What are the expectations and goals that you have for counseling? _________________________

___________________________________________________________________________

List any stressful or traumatic events in your life which has had an impact on you: 

__________________________________________________________________________

___________________________________________________________________________

EMERGENCY CONTACT (If client is under 18 or under legal guardianship, list Parent/Guardian)

Last Name: _________________________ First Name: _________________________ MI: ___

Address: _________________________ City: ____________________ State: ____ Zip: _____

Home Phone: _____________ Work/Other Phone: _____________ Relationship: _____________

HEALTH CARE RESOURCES

How do you intend to pay for services?

 Cash   Check   Credit Card   CHIPS   Medicaid    StarHealth  
 Contracted through CPS, List Case worker_____________________
Insurance  If yes, please specify: ________________________________________________

 Other: ___________________________________________________________________
Policy/ID Number*: __________________
_____   Group # (if applicable)*: ________________
Policy Holder’s Date of Birth: ___/___/_____     
Policy Holder (cite name as is appears on the insurance card): _____________________________

*You may also submit a copy of your insurance card and Drivers License to the office at the time of your first visit.
Who can we thank for referring you to Crossover Counseling?                                                                           CPS    Church   Doctor    Foster Care    School    Internet    Phone Book    Other     

Foster Care Agency: __________________________ (Bair, Azelway, Grace Manor, other)          
~ We want to thank you for choosing Crossover Counseling!!!!








continued








