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Helping People Get Better Faster

128 Radio Circle       Mt. Kisco, N.Y. 10549
   www.AcceleratedHealingSolutions.com          (914) 242-3484
_______________________________________________________________________________________________________________________________________

I N T A K E    F O R M

 Please fill out this form and bring it to your first session.  

The following information is confidential information and will not be shared with anyone. 

IDENTIFYING DATA:

Name: _______________________ D.O.B. ________ Cell Phone ____________ Home Phone _____________
Name of parent/guardian (if client is under 18 years): ______________________________________________   

Address   ______________________________ Referred by _____________________________

          ______________________________   
Emergency Contact __________________________________ Phone # ___________________

Marital Status: __ single __ married __ separated __ divorced __widowed __ significant other

PRESENTING PROBLEM(S) – (Why you wish to see a therapist at this time): 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Psychiatric History

Are you currently experiencing worry, anxiety, panic attacks or have any phobias?  □ Yes   □ No      

If yes, when did you begin experiencing this? ___________________________  

Are you currently experiencing overwhelming sadness, grief or depression?  □ Yes   □ No      

If yes, for approximately how long? ________________________  

Are you currently experiencing any chronic pain?   □ Yes   □ No      
If yes, please describe ________________________________________________  
Have you previously received any type of mental health services (psychotherapy, psychiatric 

services, etc.)?   □ Yes   □ No      
Previous mental health treatment (When, who, and outcome)

______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
Are you currently taking any prescription medication?  □ Yes   □ No                          

If yes, please list type and amount of medication: ______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
What brought you into therapy? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What would you like to accomplish while in therapy? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family Mental Health History 
Anybody in your family have/had a psychiatric problem? (if so, please explain)
____________________________________________________________________________________________________________________________________________________________________________________
In the section below identify if there is a family history of any of the following.  If yes, please indicate the family member’s relationship to you in the space provided (father, uncle, etc.).  

       





  ___    Please Circle         ___        List Family Member________   

Alcohol/Substance Abuse             

 yes/no 

Anxiety                       



 yes/no 

Depression           




 yes/no 

Domestic Violence                    

 yes/no 

Eating Disorders         



 yes/no 

Obesity                 



         yes/no 

Obsessive Compulsive Behavior   

 yes/no 

Chronic Pain              



 yes/no 

Suicide Attempts  



         yes/no 

Childhood Abuse                                     yes/no
Were you physically abused as a child?  If so, by whom, when did it start, when did it stop? 
____________________________________________________________________________________________________________________________________________________________________________________
Were you verbally abused as a child?  If so, by whom, when did it start, when did it stop?
____________________________________________________________________________________________________________________________________________________________________________________
Were you sexually abused as a child?  If so, by whom, when did it start, when did it stop? ____________________________________________________________________________________________________________________________________________________________________________________

Family structure: (what life was like for you growing up, disciplinary structure, problems in your family of origin, relationships, strengths, limitations, current living situation, etc.) 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________
Medical 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 currently experiencing: 
____________________________________________________________________________________________________________________________________________________________________________________

3.  How many times per week do you generally exercise? __________     

 What types of exercise to you participate in _________________________________________

____________________________________________________________
4. Please list any difficulties you experience with your appetite or eating patterns (if applicable)
____________________________________________________________________________________________________________________________________________________________________________________ 
Substance Abuse History
1. Have you ever felt you ought to cut down on your drinking or drug use?    YES     NO

2. Have people annoyed you by criticizing your drinking or drug use?    YES     NO

3. Have you felt bad or guilty about your drinking or drug use?    YES     NO

4. Have you ever had a drink or used drugs first thing in the morning to steady 

your nerves or to get rid of a hangover (eye-opener)?    YES     NO

If substance abuse is a main reason for you coming into therapy, please fill out the 
next section. If not, please continue with the Legal section on the next page.
Substance patterns (age of onset, amount, increases, dates, last use of all substances abused which include alcohol/drugs, nicotine, food, gambling, money issues, workaholic, etc.)

_________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________
When did your substance abuse become problematic?

______________________________________________________________________________________________________________________

Triggers/stressors: 

______________________________________________________________________________________________________________________

____________________________________________________________
Negative consequences of substance abuse (physical, financial, relationship, employment, etc.)

______________________________________________________________________________________________________________________

____________________________________________________________
Treatment History (when,where, results)

_________________________________________________________________________________________________________________________________________________________________________________
Relapse History  (dates of relapses, clean time, and stressful events going on in your life at the time of the relapses and/or why you think you relapsed at these times, etc.)

______________________________________________________________________________________________________________________
___________________________________________________________
12-/Step History (type, when, where, how often etc.)
______________________________________________________________________________________________________________________

Family Substance Abuse History

Anybody in your family have/had a substance abuse problem (what, when, current disposition, effect on client)

____________________________________________________________________________________________________________________________________________________________________________________

Legal
Any legal problems, past or present?

________________________________________________________________________________________________________________________

Social Relationship History

Current relationship/living situation (how long, problems, children, etc.) 

Past relationships: (Length of relationship, problems/issues, conflicts and breakup due to, etc.).
Current Supportive Resources: 

Current Supportive Needs: 

ADDITIONAL INFORMATION: 

Are you currently employed?   □ Yes □ No   If yes, what is your current job situation?  

____________________________________________________________________________ 

Do you enjoy your work?  Is there anything stressful about your current work?  

____________________________________________________________________________ 

____________________________________________________________________________ 
Do you consider yourself to be spiritual or religious?  □ No     □ Yes If yes, describe your faith or belief:  

____________________________________________________________________________ 
What do you consider to be some of your strengths? 
____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 
What do you consider to be some of your limitations? 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 
What would you like to accomplish out of your time in therapy? 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
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