

BETHESDA COUNSELING ASSOCIATES

4948 St. Elmo Avenue ∙ Bethesda, MD  20814

(301) 654-1583 tel. ∙ (301) 654-1584 fax

________________________________________________________

Intake Form

Name: __________________________________________________________

(Last)



(First)



 (Middle Initial)

Address: _________________________________________________________

(Street and Number)

________________________________________________________________

(City) 



(State) 


(Zip)

Home Phone: (       ) ______________ May we leave a message? □Yes □No

Cell Phone: (       ) ________________ May we leave a message? □Yes □No

E-mail: _______________________________ May we email you? □Yes □No

Birth Date: ______ /______ /______ Age: ________ Gender: □ Male □ Female

Marital Status:  □ Never Married 
□ Domestic Partnership 
□ Married 

□ Separated

□ Divorced 

□ Widowed

Please list any children/age: 

_______________________________________________________________

Name of parent/guardian (if under 18 years):

______________________________________________________________

(Last) 



(First) 


(Middle Initial)

Referred by (if any): 

________________________________________________________ 

Have you previously received any type of mental health counseling?

□ No


□ Yes

Have you ever been hospitalized for a mental health problem?

□ No


□ Yes

Are you currently involved in significant legal issues?  If yes, please describe:

________________________________________________________________.

What is your most immediate concern for seeking counseling at this time?

____Managing Stress
____Difficulty Managing Emotions

____Feeling down; having low energy

____Relationship with spouse or partner

____Children and other family members

____Physical or emotional abuse

____Recent Loss

____Financial Concerns

____Physical Health

____Suicidal Thoughts

____Alcohol or other drug use

____Workplace concerns

What do you hope to accomplish in counseling?

GENERAL HEALTH AND MENTAL HEALTH INFORMATION

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. Are you currently experiencing overwhelming sadness, grief or depression?

□ No




□ Yes

If yes, for approximately how long? ________________________

4. Are you currently experiencing anxiety, panic attacks or have any phobias?

□ No




□ Yes

If yes, when did you begin experiencing this? ___________________________

5. What significant life changes or stressful events have you experienced recently:

___________________________________________________________

___________________________________________________________

6. Do you take any medication on a regular or daily basis?

□ No


□ Yes, Please list: _______________________________________________________________

_______________________________________________________________

FAMILY MENTAL HEALTH HISTORY:

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, grandmother, 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

Schizophrenia 



yes/no

Suicide Attempts



yes/no

