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Patient Intake Form 
 

Personal Information 
Name (Legal / Preferred / Pronouns):  _____________________________   Date: ___________ 
Gender: _______________ 
Sex Assigned at Birth: _______________ 
Current Age: _______________
Current Therapist: ______________________________________
 

Complaint 
What is your primary complaint(s)? _______________________________________________ 
When did you first notice this issue? _______________________________________________ 
Previous professional(s) seen for this complaint: ______________________________________ 
Previous treatment for complaint: _________________________________________________ 
Aggravating Factors (what makes it worse?): ________________________________________ 
Relieving Factors (what was helpful?): _____________________________________________ 

Current Psychiatric Medications: 
Name / Dose  Date Started Benefit / Side Effect 
   
   
   
   
 

Current Symptoms (Mark X on All That Apply) 

___ Anxiety   
___ Avoidance  
___ Crying Spells 
___ Depression  
___ Excessive Energy  
___ Fatigue 
___ High “highs”, Low      
       “lows”  
___ Emotional Numbness 
___ Distractibility 
___ Guilt 
___ Hallucinations  
___ Impulsivity  
___ Irritability  

___ Libido Changes 
___ Loss of Interest  
___ Panic Attacks  
___ Racing Thoughts  
___ Self-harm 
___ Suicidal Thoughts 
___ Suspiciousness 
___ Repetitive actions 
___ Inattentiveness 
___ Flashbacks 
___ Intrusive Memories  
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Other symptoms not listed above: ____________________________________________ 

Describe your sleep: _______________________________________________________ 

Describe your appetite, or your relationship with food: ___________________________ 

__________________________________________________________________________ 

Describe any history of suicidal thoughts, gestures, attempts, or self-harm behavior: 

___________________________________________________________________________

___________________________________________________________________________ 

 
Medical History 

Current height : ______________________________________ 

Current weight: ______________________________________ 

Exercise Frequency and Type: ______________________________________   

Allergies: 

___________________________________________________________________________ 

Are you currently pregnant, planning on becoming pregnant in the immediate future, or 

breastfeeding? ______________________________________________________________ 

___________________________________________________________________________ 

Previous medical conditions: ___________________________________________________ 

__________________________________________________________________________ 

Current non-psychiatric medication (including prescriptions, over-the-counter drugs, 

supplements, vitamins): 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

Previous surgeries: ______________________________________ 

Previous seizure disorders: ______________________________________ 

Previous history of traumatic brain injury or repetitive concussive injuries (If Yes, any 

change in cognitive, emotional, or memory function after?) __________________________ 

__________________________________________________________________________ 
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Previous mental health diagnoses: ______________________________________________ 

Previous outpatient psychiatric prescriber: ______________________________________ 

Previous psychiatric inpatient hospitalization, partial hospitalization program (PHP), or 

intensive outpatient program (IOP): _____________________________________________ 

___________________________________________________________________________ 

 
Past Psychiatric Medication Trials 

Name / Dose  Dates (approx.)  Benefit / Side Effect  
   
   
   
   
   
   
   
 

Family History 
Siblings and their ages: _______________________________________________________ 

__________________________________________________________________________ 

Family member medical conditions: ______________________________________ 

Family member mental conditions (diagnosis / substance / suicide / medication): __________ 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 
Early Development 

Were you adopted? If yes, at what age? ______________________________________ 

Were you aware of your birth mom being exposed to nicotine, alcohol, or other illicit 

substances while she was pregnant with you? ______________________________________ 

___________________________________________________________________________ 

Were you aware of your birth mom having any complication through the course of her 

pregnancy, labor and giving birth to you? _________________________________________ 

___________________________________________________________________________ 

Who raised you? How is your relationship with them now? ___________________________ 
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___________________________________________________________________________ 

Where did you grown up? ______________________________________ 

History of childhood neglect / trauma / abuse: _____________________________________ 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

Highest education level completed: ______________________________________ 

Date completed and location: ______________________________________ 

Have you ever served in the military? If yes, where? ______________________________ 

___________________________________________________________________________ 

Present Situation 
Occupational or student status: ______________________________________ 

Relationship Status: ______________________________________ 

Living arrangement: ______________________________________ 

Do you have children? Name and year of their birth: _______________________________ 

Current legal concerns (only if pertinent to treatment):  ______________________________ 

__________________________________________________________________________ 

Support system:  
 Have You Ever Tried the Following (Circle All That Apply) 

 If ‘yes’, list how much, how often, and dates of use 
Alcohol   
Tobacco   
Marijuana   
Hallucinogens (LSD)  
Heroin   
Methamphetamines   
Cocaine   
Stimulants (Pills)  
Ecstasy/Molly/MDMA   
Methadone/Suboxone   
Tranquilizers   
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Have you ever been treated for drug/alcohol abuse? If yes, when, where, and for which 
substances? _________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
Do you drink caffeinated beverages? If yes, how many per day? _______________________ 
Have you ever taken controlled prescription drugs that were NOT prescribed to you? If yes, 
which ones? ________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
Have you ever taken controlled prescription drugs that WERE prescribed to you, but in a 
quantity or frequency that was not consistent with the written direction? If yes, which ones?  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
What else would you like your psychiatric provider to know?  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
 
___________________________________                                                 _______________ 
Signature          Date
 

Pain Killers  
Benzodiazepines  
Other:  
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