Angela Rennilson, MA 
Integrative Counseling Services
www.integrativecounseling.weebly.com  
angelarennilson.ics@gmail.com  
voicemail  608-492-2340
INTAKE FORM
The information you provide will help in the planning of your counseling and assist you and I to clarify your therapy goals. These questions also give us a clearer picture of how your current situation may be affecting many aspects of your quality of life. Thank you for taking the time to answering as completely as possible.
Contact Information
Name and/or nickname: _____________________________________________________________________________________
Date of Birth:________________________________            Age:____________________________________
Address:__________________________________________________________________________________________________
Home Phone: _______________________________ Cell Phone:____________________________________________________
Please note any restrictions on leaving messages at either number: __________________________________________________
Email address (s) __________________________________________________________________________________________
Are you willing to communicate via email, considering that the confidentiality of e-mail communications cannot be guaranteed? 
___ Yes	___No                        Note: email is never used for emergencies or any substantial clinical matters.
Work Background
Are you presently employed?  __Yes   __No  Occupation (s)________________________________________________________
How long have you been working at this profession?______________________________________________________________
Do you find enjoyment in this profession? ______________________________________________________________________
Veteran? ___Yes  ___No            Branch of Military: _____________________________Time of Service: ____________________
Disability? ___Yes  ___No       Nature of Disability: ________________________________________________________________
Academic Background
1. Did you attend college/professional school?  When, where, degree(s) earned? _________________________________ 
________________________________________________________________________________________________
Any plans to further your education?  ___________  If so, when and in what area? _______________________________
Cultural Background
1. What is your ethnicity? 
□ African/American        □ Chicano/Mexican American/Puerto Rican         □ Chinese/Chinese American 
□ East Indian/Pakistani      □ Filipino        □ Japanese/Japanese American   □ Korean/Korean American
□ Middle Eastern        □ Latino/Latino American/Hispanic         □ Native American/Alaskan Native 
□ Polynesian/Micronesian     □White/Northern European Ancestry       □ Vietnamese/Vietnamese American 
□ Multi-racial/Multi-ethnic        □ Other (_________________________)       □ Prefer Not to Answer

2. How much do you identify with your ethnic heritage?  (Check one):

___Not at all	___A little	___Somewhat	___Moderately	___Strongly
3. Do you speak a language other than English in your home currently?  (Check one):

___Not at all	___Very little	___Sometimes	___Frequently	___Always
If “Sometimes” to “Always”, what language is spoken?   ______________________________________________
Did you grow up with another language spoken in your home? If so, Which language (s)_________________________
4.  Were you born in the USA?  	___Yes	___No	___Unsure
Were both your parents born in the USA?    ___Yes   ___No   ____Unsure

If no, who was foreign-born, where and what was the approximate age of immigration to the USA? ___________________________________________________________________________________________
5. Are you an United States Citizen? ___Yes ___No    Country of citizenship?:____________________________________

6. Religious/Spiritual preference:  

Do you consider yourself a religious person?___Yes	___No 	or a spiritual person? 	___Yes	___No
Comment:_____________________________________________________________
Faith: Group/Denomination in which you were raised: __________________
Current Spiritual or Religious Preference: __________________________________
How active are you? 	_____Inactive 	____ Slightly	_____ Moderate	____Very
Please describe any spiritual/religious or cultural concerns you would like me to be aware of:
___________________________________________________________________________________________________________________

Therapeutic Issues, Concerns, and Strengths

1.      Have you seen another therapist in the past twelve months? 		___Yes	___No
If yes, who did you see?  _______________________________________________________________________________
2.     Have you ever been hospitalized for psychological or emotional difficulties?  	___Yes	___No
        If yes, explain difficulty, dates hospitalized, diagnosis, who gave diagnosis & type of medications prescribed:
_________________________________________________________________________________________________________
3.    What brought you to therapy / coaching at this time?  
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________


4.     What would you like to achieve in our time together?  
__________________________________________________________________________________________________________________________________________________________________________________________________________________
5.      Please list or describe your strengths, including personality traits, skills and talents. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family Background
1. Current Relationship Status: (please circle)
Married	Separated		Divorced		Single	      Living with Partner	Widowed

How long have you been in this current status? __________________________________________________________
Are issues of sexual preference, gender, transgender a consideration for your therapy?_______________________________

2. If you are married or in a committed relationship, are you currently in the process of separation or divorce?  Please specify:
   _____________________________________________________________________________________________________
    _____________________________________________________________________________________________________
3. Please note any previous marriages or serious long-term relationships: ___________________________________________
   _______________________________________________________________________________________________________

4. Please list the names of your children or dependants. Please note if child is from a present marriage (M), a previous marriage (PM), a stepchild (S), an unmarried relationship (UR), a foster child (F) or is foreign adopted (FA) or domestic adopted (DA)

Names of Children		                  Date of Birth		  Age		Lives With You?
	_____________________________	______________		_____		Yes	No
	_____________________________	______________		_____		Yes	No
	_____________________________	______________		_____		Yes	No
	_____________________________	______________		_____		Yes	No
	_____________________________	______________		_____		Yes	No
_____________________________	______________		_____		Yes	No
	_____________________________	______________		_____		Yes	No


5.     List others who may live with you including their ages and relationship to you (e.g. brothers, mother-in-law, friend.)
__________________________________________________________________________________________________________________________________________________________________________________________________________________
6.     Please check any past, present, or impending special problems in your current family and your family of origin:

___death	  ___divorce   ___frequent relocations   ___serious illness   ___debilitating injuries/disabilities  ___alcohol/drug abuse
 ___psychiatric disorder   ___physical/sexual abuse   ___legal problems   ___financial crisis/unemployment
  ___attempted/completed suicide   ___eating disorders   ___other  
Please describe:_______________________________________________________________________________________
7.     Is there a concern about violence in your life today?  Either from you or towards you?  ___Yes  ___No   
Please explain: ______________________________________________________________________________________

8.      Did you experience any of the following Adverse Childhood Experiences in your household as a child up to the age of 18?

___Recurrent physical abuse   ___Recurrent emotional/verbal abuse   ___Sexual abuse which included physical contact 

___An alcohol and/or drug abuser in the home    ___An incarcerated household member 

___Someone who was/is chronically depressed, mentally ill, suicidal, or institutionalized

___Single parent or no parent household  ___Emotional or physical neglect     ___Mother was/is treated violently

Please explain:____________________________________________________________________________________


9.      As an adult have you experienced any of the following events? If so, please list event, date 

	Physical assault________________________________________________________________________________

	Sexual assault_________________________________________________________________________________

	Witnessed traumatic event________________________________________________________________________

     Any other significant or traumatic event______________________________________________________________

As a result of this experience do you have any recurring symptoms of trauma? Please explain: _____________________

________________________________________________________________________________________________

10.        Have you personally experienced legal problems?	___Yes		___No

Health And Social Issues
1. How is your physical health at present?          ___poor  ____average  ___good  ___very good
2. Please list any persistent physical symptoms or health concerns (e.g. chronic pain, diabetes, headaches, etc.)
__________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Are you presently taking any prescribed or non-prescribed medication (anti-depressants or others)?	___Yes	___No
PleaseIndicate__________________________________________________________________________________________________________________________________________________________________________________________________
4. Starting with childhood and proceeding to the present, please list any major illnesses, diseases, important accidents or injuries, hospitalizations, periods of loss of consciousness, convulsions or seizures and other medical conditions you have had.
Age		Illness/diagnosis		Treatment received		Treated by			Result
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Are you having any problems with your sleep habits?		___Yes     ___No
If yes, check where applicable:	___sleeping too little		___sleeping too much	___poor quality sleep          ___disturbing dreams		____trouble falling or staying asleep         ___other
If you do have sleep issues, what do you already do to work with them? ___________________________________________
6. Do you have conscious recall of your dreams?     		Never	     Sometimes	   Often		Always

7. Have you had recurring dreams?     			Never	     Sometimes	   Often		Always

8. Have you ever been lucid or “awake” within the dream? 	Never	     Sometimes	   Often		Always
9. How many times per week do you exercise?  ____________________	How long each time? __________________________
What kinds of exercise do you do?_________________________________________________________________________

10. Are you having any difficulty with appetite or eating habits?	___Yes	___No
If yes, check where applicable:	___eating less	___eating more	___binging	___poor appetite ___making myself vomit	___significant weight change (last two months)
11. Do you regularly use alcohol?	___Yes	___No
         In a typical month, how often do you have  4 or more drinks in a 24 hour period?   _______________________________
         Do you consider your alcohol consumption a problem?	___Yes		___No		___Unsure
12. How often do you engage in recreational drug use?  ___daily	___weekly	    ___monthly       ___rarely	___never
         Do you consider this drug use a problem?	___Yes		___No		___Unsure
        Would you like to be screened for alcohol or drug abuse or dependency?   ___Yes		___No
13. Have you had suicidal thoughts in the last 30 days?___frequently	___sometimes	___rarely		___never

Have you had them in the past?		___frequently	___sometimes	___rarely		___never
14. Have you ever intentionally inflicted any harm upon yourself? ___Yes		___No		___Unsure

15. Do you have a mindfulness or meditation practice? ___Yes  ____No


16. How much time do you spend outside each day?__________________________________________________________

17. How do you manage the stress in your life? ______________________________________________________________

18.     Have you experienced any of the following in the past year? If so, please explain.

Fatigue/Sleep Disturbance:________________________________________________________________________________
Depression/Extreme Sadness: _____________________________________________________________________________
Loss of Interest in Daily Activities: ___________________________________________________________________________
Panic/Anxiety:___________________________________________________________________________________________ 
Decreased Concentration/Memory Loss: ______________________________________________________________________
Mood Swings: ___________________________________________________________________________________________
Weight Gain/Loss: ________________________________________________________________________________________
Excessive Worthlessness/Guilt: _____________________________________________________________________________
Paranoia/Obsessive Behavior:_______________________________________________________________________________ 
Isolation/Loneliness:_______________________________________________________________________________________

Other Interests
1. What are your most important social involvements (e.g. friends, church, sports, clubs organizations, hobbies)?

2. What are your favorite activities, hobbies or other interests?

3. How do you spend most of your free time?

Please list any other information that you believe will be helpful for me to know.  

_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________



PLEASE SIGN BELOW TO INDICATE THAT THE INFORMATION PROVIDED IS TRUE AND CORRECT:
CLIENT: _____________________________________________________________DATE:____________

Angela Renilson, 1A
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