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Initial Intake History for Teens
Date:____________________


   ​​​
Name:_____________________________________________
Date of Birth:  ________________________
Age: _____
Sex: _____
Please circle if you are: Gay    Lesbian    Trans     Bisexual   Other

If so, please indicate what pronoun you go by: ______________
Spiritual/Religious Beliefs:  _____________________________
Description of Presenting Problem/Issue
State in your own words the nature of your problems (i.e., What brings you in today? Why now?):

____________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________
When did the problem begin?__________________________________________________________
__________________________________________________________________________________
What else was going on at the time? ____________________________________________________

__________________________________________________________________________________What solutions to your problems have been most helpful?

____________________________________________________________________________________________________________________________________________________________________

Treatment Expectations
What were you hoping to accomplish during counselling? __________________________________________________________________________________
__________________________________________________________________________________
Treatment /Medical History
Have you been in therapy before or received any prior professional assistance for your problems? 
If so, list name (s), professional title(s), and dates of treatments and results:

____________________________________________________________________________________________________________________________________________________________________

Please list all prescription medications you are currently taking. Include the dosage taken per day and the reason for taking the medication.

Medication

Dosage

Reason

____________________________________________________________________________________________________________________________________________________________________
Do you have a family physician?
_____ Yes
_____ No

If yes, please give his/her name(s) and telephone number(s)

__________________________________________________________________________________

Have you spoken to your family doctor about the nature of your difficulties?_____ Yes
_____ No
Are there any other significant health problems/accidents that have not been discussed so far?
 _____ Yes
_____ No

If yes, please describe? ______________________________________________________________

__________________________________________________________________________________

Have you ever been hospitalized for psychological problems?_____ Yes
_____ No

If yes, when and where? ______________________________________________________________

Have you ever attempted suicide?
_____ Yes
_____ No
Have you ever had a head injury?  What age and when?_____________________________________ __________________________________________________________________________________

Do you smoke cigarettes? _____ Yes
_____ No
Number per day: ______________

What are your current drinking habits? ___________________________________________________

Do you use any non-prescription drugs?, marijuana?________________________________________
If so, please list:_____________________________________________________________________
Psychological History

Have you ever considered or attempted suicide? ______Describe:_____________________________

Describe any emotionally disturbing experiences you have had: _______________________________ ____________________________________________________________________________________________________________________________________________________________________
Describe what has been stressful for you in the past year:____________________________________ ____________________________________________________________________________________________________________________________________________________________________
Have you ever been physically or sexually abused?_______If yes, at what age?__________________

Have you ever been arrested?______ If yes, what were the charges?___________________________
Are you currently  involved in a court case?________________________________________________
Symptom Checklist:

1.Please check each symptom experienced within the last two months
2. Then circle your worst symptoms

__ Depressed mood

__Hopeless or helpless

__Feel worthless

__Decreased energy

__Irritable mood

__Mood swings

__Socially withdrawn

__Increase crying

__Suicidal thoughts

__Suicidal attempts

__Memory problems

__Temper outbursts

__Insomnia

__Thoughts of death

__Low self-esteem

__Easily startled

__Easily fatigued

__Sleep too much

__Binge eating

__Stealing

__Dramatic

__Other problem_________
__Obsessive thoughts

__Compulsive behaviour

__Nightmares

__Anxiety/Worry

__Intense fear

__Short attention span

__Hyperactivity

__Impulsive

__Daydreaming more than usual

__Indecisive

__Perfectionist

__Change of appetite

__Poor concentration

__Easily distracted

__Avoid crowds

__Muscle tension

__Panic attacks

__Easily confused

__Make yourself vomit
__Fire setting

__Avoid conflict

__Exposed to life threatening event

__Hear voices

__See things that are not there

__Racing thoughts

__Increased energy

__Sexual problems

__Stomach aches

__Headaches

__Conflict with peers

__Aggressive behaviour

__Less interested in fun activities

__More talkative

__Believe others are plotting against you

__Constantly on the watch for danger

Family History

Father’s Name: _________________________

Living ___________
Deceased ___________

If living, present age? ____________________
If deceased, age at time of death? __________
How old were you at the time? _____________
Cause of death: ________________________
Occupation: ____________________________
Mother’s Name:_________________________ 
Living ___________
Deceased _____________

If living, present age?_____________________ 

If deceased, age at time of death?___________ 

How old were you at the time?______________

Cause of death: _________________________

Occupation:__________________________

Siblings:

Number of brothers ___________
Age(s) of brother(s) ______________________________________
Number of sisters ____________
Age(s) of sister(s) ________________________________________
Your place in family (e.g., 3rd of 4 children) _______________________________________________

How did you get along with your siblings? ________________________________________________

____________________________________________________________________________________________________________________________________________________________________
Were you raised by your parents?
_____ Yes_____ No

If not, who raised you and between what years? ___________________________________________

__________________________________________________________________________________

Give a description of your father’s (or father’s substitute) personality and his attitude towards you (past and present): _______________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________

Give a description of your mother’s (or mother’s substitute) personality and her attitude towards you (past and present): __________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________
Do you have your own room? __________________________________________________________
How do you get along with your parents? _________________________________________________

____________________________________________________________________________________________________________________________________________________________________

What kinds of things get you into trouble? ________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

What do your parents do when you’re in trouble? ___________________________________________ __________________________________________________________________________________

__________________________________________________________________________________

What do you do when you get in trouble? ____________________________________________________________________________________________________________________________________________________________________
In what ways were you disciplined (punished) by your parents as a child? _______________________

____________________________________________________________________________________________________________________________________________________________________
Describe the atmosphere of your home
__________________________________________________________________________________

__________________________________________________________________________________

Did you experience any significant disruptions as a child? (e.g., separation from one or both parents for an extended time, significant geographical move): __________________________________________

____________________________________________________________________________________________________________________________________________________________________
If you have a step-parent, give you age when parent remarried ________________________________

Has anyone (parents, relatives, friends) ever interfered in your life (e.g., marriage or occupation)?  __________________________________________________________________________________
Relationships:

Are you involved in a relationship now?  If so, please describe your relationship: ________________​​​​​​​​​​​​​​​​​​​​​​​​​​
___________________________________________________________________________

SCHOOL INFORMATION

What grade are you in school? __________________
Special Education? ___________________

How do you get along with your teachers? ______________________________________________
_________________________________________________________________________________
What kind of grades do you get? (Any recent changes?  If so, what do you think caused the change?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you ever cut classes? (What do you do when you skip class?) ______________________________

__________________________________________________________________________________

Have you ever been suspended from school? For what? _____________________________________

____________________________________________________________________________________________________________________________________________________________________
What is your favourite part of school?  Favourite class? ______________________________________

____________________________________________________________________________________________________________________________________________________________________

What part of school do you dislike? Why? ________________________________________________

____________________________________________________________________________________________________________________________________________________________________
Social History
Do you have a best friend?     Yes________No_______

What is his/her name? ____________________________
Why is he/she/they your best friend? ______________________________________________________________________________________________________________________________________________________
How do you get along with peers? ______________________________________________________ __________________________________________________________________________________ 

Were you ever bullied or severely teased? Describe: ________________________________________
____________________________________________________________________________________________________________________________________________________________________
Describe any relationship that gives you:


(a) Joy______________________________________________________________________

(b) Grief_____________________________________________________________________
When was the last time you laughed? __________________________________________________________________________________ 
Are you currently troubled by any past rejections of loss of a love relationship? ___________________
Work History
Do you work outside of school? __________________________________________________
Have you had any difficulty keeping jobs? (If yes, please explain) _____________________
__________________________________________________________________________________
Hobbies and Activities
How do you spend your free time? ______________________________________________________
Do you keep yourself compulsively busy? ________________________

Do you practice relaxation or meditation regularly? _________________________________________
Do you have trouble relaxing and enjoying weekends and vacations? (If yes, please explain)

__________________________________________________________________________________
Do you have any recurring dreams ____________ yes ___________ no
If yes, please describe them:___________________________________________________________
__________________________________________________________________________________
	Completed By: 
_______________________________
	Date: 
_______________________________________
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