
Mindset Counseling
Solutions- Private Practice
Mental Health Counseling

Intake Packet

Intake
Full Name:

 

Date of Birth:

 

Sexual Orientation/ Sexual Identity:

 

Age:

 

Phone Number:

 

Address:

 

Email Address:

 

How did you hear about Mindset? Who did you get referred from?:

 

Emergency Contact Name:

 

Emergency Contact Phone Number:

 

Describe the situation/symptoms for which you are seeking counseling and what you would like to accomplish:

 

How serious is your problem

Mild (briefly interrupts my ability to cope with life)

Moderate (moderate difficulty coping with my life)

Severe (very serious problem affecting all areas of my life)

Have you ever been in counseling before?(If yes, please describe your experience):

 

Have you ever been involved in: Baker Act, detox, or Marchman Act? (If yes, please describe):



 

Have you ever been previously diagnosed by a professional? (If yes, please describe):

 

Describe any future plans (ex. where you see yourself in 5 years):

 

Family
Describe the relationship with your mother?:

 

Describe your relationship with your father:

 

Are you single, dating, married, divorced, separated, widowed?:

 

What is the longest romantic relationship you have been in?:

 

Who do you live with?:

 

How many children do you have? (List ages- if applicable):

 

Describe the relationship with your siblings (If applicable):

 

Has anyone in your family had a history of any of the following:
Legal involvement?:

 

Current or past use of alcohol and /or drugs?:

 

Mental illness?:

 

History of physical/sexual/verbal abuse or domestic violence?:

 

Have you experienced anything that you would consider a traumatic event? (ex.grief, accidents, neglect, abuse,
etc):

 

Health
Primary care physician:

 

Have you had any surgeries, hospitalizations, major accidents, major illnesses? (If yes please describe):



 

List any medication(s) you are taking and dosage:

 

How would you rate your sleep?

Excellent

Fair

Poor

Check all that apply to diet/nutrition?

History of eating disorder

Poor appitite

Go more than 10 hours without eating

Drink 8 cups of water or more

Diet is made of a variety of healthy foods

I recognize my diet and nutrition is poor

Check all that apply:

I have difficulty controlling my racing thoughts

I worry about everything

My thoughts impede in my daily life

I have lost 10+ lbs in last 3 months without trying

I have gained more than 10+lbs without trying

I am isolated

I have thoughts I'd be better off dead

I have trouble concentrating

School/ Work
Describe your overall school experience:

 

How were your grades in school?:

 

Describe social interactions at school/work?:

 

Describe your current employment:



 

What activities do you do in your spare time (hobbies/interests)?:

 

What are some of your personality strengths? What are some words to describe yourself?:

 

Have there been any other significant life experiences that you would say have influenced you as a person?:

 

Spiritual Background
Please describe any religious/spiritual involvement:

 

Are there any special religious or cultural considerations I should be aware of as we meet? (If so, please describe):

 

Addiction
What substances do you use most often?:

 

How often do you use (daily, weekly, monthly)?:

 

When was the last time you used drugs/alcohol?:

 

Have you ever tried to cut down your drug/alcohol use?:

 

Do you crave drugs/alcohol?:

 

Do you use drugs/alcohol despite having consequences (relationships conflict, legal issues, health issues, etc.)?:

 

Has someone close to you pointed out a problem with your drug/alcohol use?:

 

Have you ever experienced withdrawal from stopping the use of drugs/ alcohol?:

 

Have you ever experienced tolerance (needing more of the drug to get the same effect?):

 

Ever have issues with gambling?

Do you think you have a video game addiction?

Ever have issues with sex/pornography?

How many hours a day are you watching TV or internet?:



 


