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The North Suburban Center for Anxiety, LLC
Specializing in the treatment of anxiety, OCD, and related disorders


CLIENT INTAKE AND ASSESSMENT FORM

Client Demographic Information

Client’s Name: __________________________ Date of Birth: ________________ Age: _______ Sex: M / F 
Address: ___________________________________ City/State: ______________________ Zip: ___________ 
Home Phone: _______________________________ Other Phone: ___________________________________ 
Email: _______________________________________
Referral Source: ____________________________
May We Leave a Voice Message at the above numbers? Y / N 

Emergency contact information
Name: __________________________________ Relationship to Client _______________________________ 
Phone: _______________________________________ May We Leave a Message? Y / N 

If the client is a minor, please complete the next section 
Parent / Legal Guardian: ____________________________________ Date of Birth: _____________________ 
Employer: ______________________________________ Work Phone: _______________________________ 
Address: ___________________________________ City/State: ______________________ Zip: ___________ 
Home Phone: _______________________________ Other Phone: ___________________________________ 

Parent / Legal Guardian: ____________________________________ Date of Birth: _____________________ 
Employer: ______________________________________ Work Phone: _______________________________ 
Address: ___________________________________ City/State: ______________________ Zip: ___________ 
Home Phone: _______________________________ Other Phone: ___________________________________ 

Biological Parent’s/Legal Guardian’s Marital Status: _____________________________________________
Is there a formal custody arrangement with regards to the minor? ______________________________
Do both parents consent to the minor receiving treatment? 
(Both parents must initial):  _______________   ________________
Person Responsible for Bill: The client (age 18 and older) or parent/guardian signing intake form for a minor client is responsible for all bills. 


Precipitating Factors

Why are you seeking therapy at this time?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Treatment History

Providers
Previous or current outpatient therapist(s) _______________________________________________________
Previous or current outpatient psychiatrist (s) ___________________________________________________
Compliance with treatment: ________________________________________________________________________
Feelings about being in therapy: ___________________________________________________________________

Treatment Settings
Psychiatric Hospitalizations (Y/N? And when?): _________________________________________________
Partial Hospitalization or Intensive Outpatient Programs (Y/N? And when?): _________________________________________________________________________________________________________

Current Medications 
Medication name and dosage: _____________________ 		Prescribing MD: ________________ 
Medication name and dosage: _____________________ 		Prescribing MD: ________________ 
Medication name and dosage: _____________________ 		Prescribing MD: ________________ 

Psychiatric History
Current Diagnoses ________________________________________________________________________________________________________ 
History of Suicide thoughts, plans, or attempts? _______________________________________________________________________
[bookmark: _GoBack]Are you currently having any thoughts or plans of suicide? __________________________________________________________
Family History of Mental Illness, Suicide/Suicide attempts or Substance Use:
Maternal: ________________________________________________________________________________________________________
Paternal: _________________________________________________________________________________________________________




Medical History
Please list any chronic medical problems, allergies, and medical hospitalizations or surgeries
__________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Primary Care Physician: ________________________________________________________

Relationship and Social History 

Relationship Status: Please circle
Single 		Married 	Partnered 	Separated 	Divorced 	Widowed Other:___________________ 
Social Support: _______________________________________________________________________________________
Any history of bullying/being bullied? _____________________________________________________________
Hobbies/Recreational Activities? __________________________________________________________________

Current Household 
Please list the names, ages, and, relationships of the people living in your home

	Name
	Age
	Relationship
	Comments

	
	
	
	

	
	
	
	

	
	
	
	



Current or Recent Employment
Job title or function: ________________________________ 		Company: ____________________________ 
How symptoms have interfered with employment responsibilities: ____________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Current or Most Recent Education 

Name of school: ________________________________ 		Year or grade: _______________________ 
How symptoms have interfered with school responsibilities: ___________________________________ _____________________________________________________________________________________________________________________________________ ____________________________________________________________________________ 

BOTH parents must sign below:

______________________________________________________________ 		_________________________ 
Client’s signature (age 12 and older) 				Date 

______________________________________________________________ 		_________________________ 
Parent/guardian of minor 					Date 

______________________________________________________________ 		_________________________ 
Parent/guardian of minor					Date

______________________________________________________________ 		_________________________ 
Witness signature 						Date 

e NorthSuburanCenter o Ansiety LLC
Specilsing I the esemencof aviey 0D, relteddorers

P — A ——

O

[ ———

et

[ —
ety o 0
e e M oo ke g b5




