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Clinical Counselling Services Intake Form

Client Information 

Client’s Name: __________________________________________________________ Date of Referral (yyyy/mm/dd): _______________
Gender:  M / F	DOB (yyyy/mm/dd): ________________           Age: ______
Address: _________________________________________________________________________________________________________
Home Phone _______________________________________	May we leave a message at home?		   Yes	No
Work Phone ________________________________________	May we leave a message at work?		   Yes	No
Cell Phone _________________________________________	May we leave a message on the cell?		   Yes	No 
E-mail _____________________________________________	May we contact you via email?			   Yes	No

PRESENTING PROBLEM(S)

1. Describe the problem(s) that you are having and when it began:_____________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

1. Has anything contributed to this difficulty? _______________________________________________________________

______________________________________________________________________________________________________
______________________________________________________________________________________________________

MEDICAL HISTORY

1. Do you suffer from any acute/chronic health issues? ____________________________________________
______________________________________________________________________________________________________
1. Have you ever experienced a concussion: Yes/No	
If yes, did it result in a loss of consciousness: Yes/No			Please provide details: ______________________________________________________________________________________________________
______________________________________________________________________________________________________
1. Have you seen a counsellor or mental health professional in the past: Yes/No
If yes, please provide the details related to who you saw, when, and for what reason:
______________________________________________________________________________________________________
______________________________________________________________________________________________________

1. List both prescription and over-the-counter medications that you currently use:
______________________________________________________________________________________________________
______________________________________________________________________________________________________

1. What is the name of your Doctor?  ______________________________________________________________________




FAMILY HISTORY

1. Do you have a belief system (cultural, moral, spiritual, religious, etc.) that influences your life? Please explain:
______________________________________________________________________________________________________
______________________________________________________________________________________________________
2. Is there anything about your lifestyle that would be helpful for your counsellor to know?
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
3. Please list any mental health issues that run in your family:
 ______________________________________________________________________________________________________
______________________________________________________________________________________________________

Is there anything else that may be helpful for your counsellor to know that we have not asked?
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
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