


Intake Form and Personal Information 

All this information is strictly confidential. 
  

Date: ______________________________________________________________________ 

Full name: __________________________________________________________________ 

Referred by:   _______________________________________________________________ 

Date of Birth: _________________ Age: _____________________ Gender: __________ 

Social security: ______________________________________________________________ 

Mailing address: _____________________________________________________________ 

City: _______________________________State: ______________Zip: _________________  

E-mail address: ________________________________________________________ 

Phone(s) number: _____________________________________________________ 

Do you agree to be contacted by email, text message, and phone calls? 

_____________________________________________________________________________ 

What is the best way to communicate with you: _______________________________ 

Please, add initials to indicate you have read: 

_____________ I understand that email and texting, while confidential, may not 
be secure to third-party intrusion. 

Please, offer a name and phone number of a person we could communicate 
with in case of an emergency. How is this person related to you? Please add the 
phone number and email address.  
______________________________________________________________________________ 
 
______________________________________________________________________________ 
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Employment History / Education History: 

Highest level of education: ___________________________________________________ 

Employer:____________________________________________________________________ 

How long?___________________________________________________________________ 

How satisfied are you with your present job? __________________________________ 

Current Household income: __________________________________________________ 

Military service history:________________________________________________________ 

Dates of service: ______________________________ Deployments: _________________ 

Relationship Information: 

Current relationship status: ____________________________________________________ 

Spouse or partner name: _____________________________________________________ 

Age: _______________________ Length of Relationship: __________________________ 

Spouse/partner employer: ____________________________________________________ 

Occupation: _________________________________________________________________ 

Please list information about your previous significant relationships / marriages: 

Name:_______________________________________________________________________ 

Approx. start date: ______________________ Approx. end date: __________________ 

Name:_______________________________________________________________________ 

Approx. start date: ______________________ Approx. end date: __________________ 

Name:_______________________________________________________________________ 

Approx. start date: ______________________ Approx. end date: __________________ 
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Who currently lives in your household? 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Please list information about your children, if any: 

Family history: 

Where were you born? _______________________________________________________ 

Family spiritual / religious practices, if any: _____________________________________ 

Current religious / spiritual preferences, if any: _________________________________ 

Are/were your parents married? ______________________________________________ 

If not, mother remarried?_____________________ Father remarried? ______________ 

Any other important information? 

______________________________________________________________________________ 

______________________________________________________________________________ 

Name Age Deceased?    

Y / N

Current city / 
State

Physical/
Mental 

illnesses

Relationship:

excelente, 

good, fair, poor
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Please, list information about tour family: 

Personal health history: 

How is your health, in general? _______________________________________________  

Please, indicate if you have a serious medical condition: 

Asthma: ____________ Diabetes: ___________ Heart Disease: _____________________ 

Chronic pain: ____________ Other _____________________________________________ 

If employed, how many days in the past 6 months were you unable to work due 
to your physical or mental health? ____________________________________________ 

Do you have any medical condition that requires constant hospitalization? If 
yes, could you please describe it? 

______________________________________________________________________________ 

Have you ever been hospitalized for psychiatric or substance abuse issues? 

______Yes _______ No  

Hospital / treatment center: __________________________________________________ 

Relative 
(mother, 
father, 

siblings)

Name Age Decease
d 

Y / N

Current 
city / 
State

Physical/
Mental 
illnesses

Relations
hip: 

excelente
, good, 

fair, poor
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Location: ________________________ Dates of treatment: ________________________ 

Please, list your current medication or attach a list of your medication to this 
form: 

Please, describe your previous experience with counseling including dates, 
counselor’s name and reasons for services and outcome: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Please let me know what is the main reason you are seeking therapy now. 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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In an imaginary situation that the main reason that is bringing you to counseling 
was not present in your life, how would it (your life) be different? 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Are you facing any health situation that is concerning to you presently? Please, 
include previous diagnosis, personal struggles with health conditions, and 
addictions, if that is the case. 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

How is your present family situation? Please, mention what you feel is important 
about your blood family and your own family, if you have one. 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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Symptoms Checklist: 

Symptoms Never Somewhat Moderately A lot

Difficulty at school or work

Difficulty at home

Difficulty with concentration

Eating issues

Feeling fearful

Feeling hopeless

Feeling anxious or worried

Feeling nervous or shaky

Feeling angry or irritable

Feeling sad

Financial stress

Loss of interest

Overeating/ binge eating

Restlessness

Restricted eating/laxative abuse

Repeated unwanted thoughts

Racing or pounding heart

Stomach or intestinal distress

Sexual difficulties

Trouble falling asleep

Trouble staying asleep

Other: Please specify:
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How many alcoholic drinks have you had in the past week? __________________ 

Have you ever attempted suicide? ______No _______Yes  

Please describe: ____________________________________________________________  

Do you have a history of abuse or trauma? ______No _______Yes  

Please describe: ____________________________________________________________  

What in your life is working well in the present?  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Do you have any hobby? Do you do anything for fun? 

______________________________________________________________________________ 

______________________________________________________________________________ 

Strongly 
agree

Agree Disagre Strongly 
disagree

 I have friends or 
family that I can 
count on. 

 I feel good 
about myself.

I can deal with 
my problems.

 I am able to 
accomplish the 
things I want. 

I have no 
problems or 
concerns
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Have you ever done meditation? What are your thoughts about meditation and 
mindfulness? 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Please initial the following statements regarding payment, release of 
information, and confidentiality: 

________I agree to pay for services that I receive at Rossana Counseling©, 
including therapy, collateral contact and court appearances.  

________ I understand that all fees from professional services rendered are my 
responsibility, including services not covered by insurance. I am aware that 
Rossana Counseling files my insurance as a courtesy, and services must be paid 
when rendered. 

_________I hereby authorize Rossana Counseling© to release any information 
necessary to process insurance claims concerning my diagnosis and treatment, 
and I authorize payment of medical/psychological benefits to Rossana 
Counseling©. 

________I agree that it is my responsibility to inform Rossana Counseling© of any 
change that may affect my co-pay.  This may include, but is not limited to 
change in income, change in insurance coverage, etc.  

Is there anything else you would like to share with me before our first meeting? 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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                                 Release of Information 

You can authorize the release of your private health information to others for 
scheduling or billing purposes. Keep in mind that we cannot discuss your records 
without your written consent.  

Please complete the section below if you would like to allow access to your 
records.  

_____ I do not authorize access to my private health information (PHI) at this 
time,  

_____ I authorize access to my private health information (PHI) to the following 
individual: 

Name:____________________________________________________________________ 

Relationship: ______________________________________________________________ 

In the following forms and purposes only: 

 ______ Scheduling (making, changing, or verifying appointments)  

______ Billing (accessing verbal and written detailing in regards to payments, 
session dates, and general billing inquires, including allowing others to make 
payments on my behalf)  

______________________________________ ______________  
Client’s Signature (Parent/Guardian)             Date  
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Consent for the Release of Mental Health Information 

This form is used to be able to discuss or release information to your primary care doctor and/or 
a previous mental health provider only, in order to coordinate treatment. 

If you wish for information to be release to the primary care doctor and/or a previous mental 
health provider only, please fill in the name of that doctor and mental health provider, check by 
the authorization line and sign and date the form. 

If you DO NOT wish for information to be released to the primary care doctor nor to the 
previous mental health provider, check by the decline line and sign and date the form. 

Patient Name: ________________________________________ 

Date of Birth: ______________________ 

Mental Health Provider Name _____________________________________________________

Address: ______________________________________________________________________

Phone: _______________________________________________________________________ 

Primary Care Physician Name: ____________________________________________________

Address: ______________________________________________________________________ 

Phone: ______________________________________________________________________ 

____ I authorize the release of relevant treatment information to the provider(s) named above. I 
understand that these records are confidential and cannot be disclosed without my written 
authorization, except as otherwise provided by law. My consent may be revoked at any time, and 
expires one year from the date signed.

 ____ I decline the release of treatment information to my Mental Health Provider or Primary 
Care Physician. 

_______________________________________ ______________ 
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Client’s Signature (Parent/Guardian) Date

CONSENT TO DISCLOSE INFORMATION FOR TREATMENT, PAYMENT OR 
HEALTH CARE -  ACKNOWLEDGMENT OF PRIVACY PRACTICES 

I hereby consent to the use or disclosure of my individually identifiable health information 
(“protected health information” or PHI), excluding psychotherapy notes, by Rossana 
Counseling© (Provider) in order to carry out treatment, payment, or health care operations 
(TPO). 

My specific authorization must be obtained for disclosure of my PHI, including summary of 
psychotherapy notes, for purposes other than TPO, except in special situations. I have reviewed 
the Notice of Privacy Practices for a more complete description of the potential disclosures of 
such information. 

I have the right to inspect and obtain a copy of my medical/mental health records, although I 
understand the Provider has the right to deny such request under certain circumstances. I have 
the right to have a denial to inspect reviewed by a “reviewing official.” A reasonable fee may be 
charged for providing a copy of my records. I have the right to request amendments to the 
information in my medical/mental health records, although I understand the Provider has the 
right to deny such request. I have the right to request an accounting of disclosures of my PHI for 
purposes other than TOP and those for which I provided authorization. 

Rossana Counseling© reserves the right to change the terms of its Notice of Privacy Practices at 
any time. If the terms of the Notice of Privacy Practices are changed, I may obtain a copy of the 
revised Notice by requesting a copy. 

At all times, I retain the right to revoke this Consent. Such revocation must be submitted to 
Rossana Counseling© in writing. The revocation shall be effective except to the extent that 
Rossana Counseling© has already taken action in reliance on the Consent. 

I ______ HAVE HAD AN OPPORTUNITY TO REVIEW THE PROVIDER’S NOTICE OF 
PRIVACY PRACTICES. 
I ______ CONSENT TO THE RELEASE OF PROTECTED HEALTH INFORMATION FOR 
TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS. OR 
I ______ DO NOT CONSENT TO THE RELEASE FOR PROTECTED HEALTH 
INFORMATION FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS. 

__________________________ ___________________________________________________
Please Print Name                                     Client’s Signature (or authorized representative) 

______________________________________________________________________________
Date                                      Representative’s Authority to act on behalf of the Patient:
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