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PATIENT INTAKE FORM 
  

  

PATIENT INFORMATION 
  

 

Client Name 

_______________________________________________________________________  

   Last Name                First Name                                  

 

   Home Address       Apartment/Unit #: 

   _____________________________________  _______________________________ 

  

   City ______________________ State _____________ Zip _______ 

  

 

Sex      M     F    Other   

  

Age __________    Birth date ____________     

 

Social Security Number/Driver’s License ID#:________________________________ 
Positive Pathways will be making copies of your ID upon initial intake 

 

MARITAL STATUS:  

  

Single        Married        Widowed      Separated          Divorced  

 

Client’s place of Employment/Source of Income 

_________________________________________________________________ 

 

Occupation/School Involvement 

_________________________________________________________________ 

 

Home Phone ____________________________________ 

 

Work/Mobile phone ______________________________   

 

Email Address___________________________________ 

 

May we text you appointment reminders?   YES     NO 

 

May we email you information regarding you treatment? Positive Pathways email is 

encrypted, however we’re cannot be responsible for the security of others’ email 

accounts.   

 

I’d Prefer: (1) Emailed statements  (2) Statements provided in office each session  

 

Whom may we thank for referring you to Positive Pathways Counseling?  

 

_______________________________________________________________________  

 

In case of emergency, whom should be notified? _____________________________  

 

Phone ________________________________  Relationship _______________________ 
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Psychiatric/Medical/Family History 
  

Please answer these questions as best as you can to help facilitate a more thorough 

evaluation.  

 

What is the primary issue(s) bringing you in to therapy today?   

___________________________________________________________________ 

___________________________________________________________________ 

 

Are there any other goals you would like to discuss during our therapeutic sessions 

___________________________________________________________________________________

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

 

 THERAPY & PSYCHIATRIC HISTORY 

  

Currently seeing a psychiatric practitioner?     YES            NO   

      

   If YES, whom are you currently seeing? ________________________________ 

   May we have permission to contact your psychiatrist for coordination:  Y   N 

 

Have you seen a therapist in the past?        YES        NO 

 

Was this a positive experience for you?           YES         NO 

 

Do you have any previous Mental Health diagnosis? _______________________________ 

 
Please List dates and Providers/Hospitals for Mental Health, Fuel Diagnosis Programs, or Chemical 

Dependency Treatment/Residential Care that you have revirve in the past: 
Dates of 

Treatment 
Type of Facility 
(IP, PHP, OP) 

Reason for 
Hospital/OP 

Care 

Provider/Facility 
where treated 

Diagnosis for 
Treatment 
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Client MEDICAL HISTORY 

 
Indicate which of the following you have experienced or are currently experiencing:  

∆ Heart 

surgery/attack   

∆ Liver disease 

(inc. jaundice) 

∆ Paralysis, stroke 

∆ muscular/skeletal 

disorder  

∆   STD                                    

∆ History of 

Seizures/Epilepsy  

∆ Diabetes                

∆ Kidney Disease or 

on dialysis  

∆ Neurological    

disorder  

∆ Thyroid disease   

∆ Currently nursing 

or pregnant  

∆ Stomach problems         

∆ High Blood 

Pressure  

∆ Sleep Apnea     

∆Visual impairment   

∆Cancer                    

∆ Respiratory 

problem   

∆ Hearing 

impairment  

∆ Hepatitis       

∆Migraines/headache   

  

∆ Heart Disease  

  

If you checked any of these conditions, or are experiencing others, please 

indicate the specific nature here:  

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

____________________________________________________________________ 

  

If you have a family history of these conditions, or similar conditions, please 

indicate the specific nature here:   

_______________________________________________________________________________  

_______________________________________________________________________________  

_______________________________________________________________________________

_______________________________________________________________________________ 

 

 

CURRENT MEDICAL STATUS 
  

  Height: __________________ Weight: _________________  

Please indicate any prescribed and/or over-the-counter medications that 

you are currently taking.  
 

MEDICATION DOSAGE (mg) FREQUENCY PRESCRIBER  

 

Medication Prescribed/Taken (mg) Dosage Frequency   Prescribing Psychiatrist

 Meds taken correctly? 

   

 

 

 

 

 

 

Have you seen a physician in the past two years?     Yes    No    

Date of last physical exam: _____________ 

Primary Care Physician __________________ PCP Telephone ______________ 
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Treatment Focus Inventory 
  

In the past month, have you experienced any of the following to a 

point where it was effecting your ability to function properly? 

(Please check all that apply): 

 

∆ How many hours do 

you sleep on 

average per night? 

________ HOURS 

∆ Marital problems  

∆ Physical abuse  

If so, by Whom? 

___________________

____ 

When was the last 

time that the abuse 

occurred? 

___________________

____ 
∆ Job Stress or 

Career 

dissatisfaction 
∆ Losing someone or 

something close 

tome (person, job, 

pet, moving, etc.)  
∆ Problems with 

children  
∆ Sexual abuse  
∆Current problems 

from past sexual 

abuse  
∆Alcohol abuse  
∆Drug abuse? 

Substance, 

Frequency 

___________________ 

___________________ 

___________________ 
∆ Feeling guilty 

about past misdeeds  
∆ Feeling worthless 
∆ Feeling 

Tired/sleepy 
∆ Lost pleasure in 

daily activities  

∆ Difficulty 

Sleeping 

____ Staying Asleep 

____ Going to Sleep 

____ Waking                 

∆ Feeling irritable  

∆Self-Harming  

∆ Behaviors or 

Impulses to harm 

yourself 

If so, is this 

currently a 

problem? 

___________                           

∆ Thoughts of not 

wanting to be alive 

anymore. 

∆ Thoughts of 

suicide 

∆ Low Self-Esteem 

∆ Shame or guilt 
∆ Difficulty 

concentrating 
∆ Feelings of 

sadness or 

depression   

∆ Changes in 

Appetite 

____ Eating more 

____ Eating less 

∆ Recent weight 

changes (the past 

six months) 

______ Lbs.  
Lost Or Gained (circle) 

 

∆ Thoughts of 

hurting others  

∆ Aggression 

towards others 

If so, how do you 

feel you have 

aggression towards 

others? (For 

example: yelling, 

screaming, throwing 

things, name 

calling, hitting, 

kicking, etc.) 

___________________

___________________ 

How frequently is 

this behavior 

occurring? 

___________________ 

∆ Do you often feel 

as though it is not 

that you have a 

problem, but feel 

it is those around 

you who need to 

make a change? 
∆ Preoccupation 

with sexual 

thoughts or urges  
∆ Needing less 

sleep than usual  
∆ Spending sprees 

∆ Risky/Reckless  

Behavior If so, 

please list 

specific behaviors 

and how often they 

occur: 

________________ 

________________ 

________________ 

________________ 
∆ Rapid/cycling 

thoughts  

∆ Isolation from 

friends and/or 

family 

∆ Anxiety or worry 

∆ Fear of crowds or 

public places  

∆ Avoiding public 

places or social 

events to where you 

feel it has a 

negative effect on 

your life 
∆ Specific Phobias 

you feel are 

current problem: 

___________________ 

∆ Panic Attacks  
∆ Heart 

palpitations  
∆ Chest pain or 

discomfort  
∆ Feeling dizzy  
∆ Hot/cold flashes  
∆ Difficulty 

breathing 
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∆ Fainting Spells  
∆ Shaking/trembling 
∆ Persistent Fear 

of dying 

∆ Fear of rejection 

from others 
∆ Feeling the urge 

to avoid certain 

places or 

situations  
∆ Feeling nervous  
∆ Persistent worry  

∆ Feeling compelled 

to conduct 

repetitive actions 

(hand washing, 

hair-pulling, hand 

washing, counting) 
∆ Feeling as though 

there are people 

following you or 

someone is out to 

get you 

∆ Feeling as though 

people can read 

your thoughts 
∆ Hearing voices or 

noises that no one 

else hears 

∆ Seeing things 

that no one sees 
∆ Feeling as if 

thoughts are being 

put into your mind 

or are making you 

do things  

∆ Feel that there 

are messages 

speaking directly 

to you coming from 

TV or radios  
∆ Feeling 

emotionally “numb”  
∆ Recurring 

nightmares  

∆ Reliving 

traumatic events 

from past 

∆ Easily startled 

∆ Troubled by 

painful memories 

from your past 

∆ Feeling aches and 

pains in body and 

joints 
∆ Often feeling 

weak or ill 
∆ Forgetfulness 

∆ Confusion 

∆ Grandiose or 

unrealistic 

thoughts 
∆ Having trouble 

remembering your 

past 
∆ Feeling of 

loosing time; 

blacking out for 

periods of time  

∆ Lack of 

confidence 

∆ Urge to set fires  

∆ Easily Angered 

∆ Loosing Temper 

∆ Feeling 

resentment  

∆ Taking laxatives 

to control your 

weight  

∆ Food Bingeing 

and/or purging  

  

∆ Excessive 

exercise    

If so, how often do 

you exercise and 

what type of 

activity do you 

participate in? 

___________________

___________________

___________________ 
∆ Skipping Meals  
∆ Feeling helpless 

about ability to 

control eating 

habits  
∆ Extreme Worry 

about weight or 

body size 

If so, what is it 

that you feel is 

your main concern 

about your weight?  

___________________

___________________

___________________

___________________

___________________ 

∆ Is there anything 

else you feel that 

I should know about 

you or what you 

hope to gain from 

treatment?_________

___________________

___________________

___________________

___________________  

  
Any other problems not mentioned above  

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

 

Family History of Mental Illness/Substance Abuse: 

Relation    Mental health diagnosis  &/or Drug Use/Addiction 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 
 

Whitney L. Scheef, MA, LPC 

Bedford, TX 76021   

 Contact: (469)-331-5627 


