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              INTAKE FORM
 

Please provide the following information and answer the questions below. Please note: 
information you provide here is protected as confidential information. 
 
Please fill out this form and bring it to your first session.  
 
 
Name: ______________________________________________________________   
   (Last)      (First)                           (Middle Initial) 
 
Name of parent/guardian (if under 18 years):  
 
 
____________________________________________________________________   
   (Last)      (First)                           (Middle Initial) 
 
                                              
Birth Date:  ______ /______ /______  Age:  ________  Gender:   Male   Female  
  
Marital Status:    

  Never Married     Domestic Partnership      Married      Separated 
 

 Divorced      Widowed 
 
Please list any children/age: _________________________________________________ 
   
 
Address: ________________________________________________________________  
                                                             (Street and Number)                          
 
 
________________________________________________________________________ 
   (City)              (State)            (Zip)  
 
Home Phone:  (              )                              May we leave a message?  Yes   No  
 
Cell/Other Phone: (              )                              May we leave a message?  Yes   No  
 
 
E-mail: _________________________________________ May we email you? Yes No  
*Please note: Email correspondence is not considered to be a con�dential medium of communication.  
 
 Referred by (if any): _______________________________________________________   



 

Phone: (336) 398-7898           Email: cc@DrCTherapist.com 

1301 S Capital of Texas Highway Suite B – 128 Austin, TX 78746

WWW.D R CT HERAPIST .COM  

 Have you previously received any type of mental health services (psychotherapy, psychiatric 
services, etc.)?  

  No 
  Yes, previous therapist/practitioner: ________________________________________  

 
 
Are you currently taking any prescription medication?                     

  Yes  
  No 

 
Please list: _______________________________________________________________  
 
________________________________________________________________________ 
 
Have you ever been prescribed psychiatric medication?                                                        

  Yes       
  No  

 
Please list and provide dates: _________________________________________________  
 
________________________________________________________________________ 
 
 
 
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 speci�c 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 speci�c sleep problems you are currently experiencing: 
 
 
________________________________________________________________________  
 
 
 
3.  How many times per week do you generally exercise? __________     
 
 
 What types of exercise to you participate in:  _________________________________  
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