KRISTOL HEALING CENTER

INTAKE

(Last Name) (First Name) (SSN) (Birthdate) (today’s date)
(Address) ZIP (home phone)
E-Mail Address (work phone) (cell phone)
(Place of employment & job performed)
INSURANCE INFORMATION: COMPANY:

AUTHORIZATION #:
MEMBER ID #: GROUP #: SOCIAL SECURITY #:

1. How were you referred to us?
a. Insurance Company.

___b. Family Physician.
___C. Internet.

__d. Friend.

___e. Another patient of ours.
___f. Other

2. Acknowledgement of Limits of Confidentiality

ROUTINE USES OF DATA. The information you provide will be used primarily for the evaluation and/or treatment of your
concerns. A written summary of each visit is maintained in your medical record. Access to info in your medical record is
allowed when required by law and/or regulation, such as the following:
a. Your records may be subject to subpoena when ordered by a judge.
b. Other individuals involved with your health care have access to information in your medical record without your
written consent.
c. Medical care providers who believe that you intend to harm yourself or others are obligated to take appropriate
action to protect you and/or others.
d. Medical care providers are required to report incidents of suspected child or spouse abuse/neglect. Incidents of
suspected child abuse are reported to state authorities.

DISCLOSURE. There are no legal consequences for refusing to disclose information about your concerns. However, failure
to discuss them may adversely affect the care you receive and may prevent you from receiving proper treatment. You are
free to withdraw your consent and to discontinue your participation at any time without prejudice.

ACKNOWLEDGEMENT OR PRIVACY RIGHTS AND LIMITATIONS. 1 have read the above and understand the need
for and intended use of the information to be obtained from me. 1 voluntarily agree to their use as described.

Signature Witness Date
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(Please fill out the following Intake Worksheet as completely as possible.
Your answers help your doctor treat you more quickly and thoroughly)

DESCRIPTION OF YOUR CURRENT PROBLEM

My main problem right now could be described as:

When did it start? When did it worsen?

Check any of the following that you’ve been experiencing lately:

Depressed O Irritable O Insomnia

Low motivation 0O Forgetful O Racing thoughts
Low concentration [ Appetite change 0O Impulsive/risk-taking
Socially withdrawn 0O Low self-esteem 0O Too much energy
Excessive sleeping O Low sex drive O Tense
Nightmares O Worthless/guilty 0O Restless (pacing)
Tearful O Hopeless O Angry outbursts

Fatigue O Suicidal ideation [ Legal trouble

Check any of the following physical sensations that often apply:

Headaches O Dizziness 0O Vomiting

Tingling O Heart racing 0O Stomach problems

Muscle spasms [ Blackouts O Neck/back pain
Muscle tension O Flushing O Trouble swallowing

Itchy or burning skin O Excessive sweating O Bowel problems
Dry mouth 0O Chest pain O Chronic pain
Unabletorelax 0O Fainting spells O Migraines

ooooooao

O

ooooOooOooao

Worries or fears

Social anxiety
Obsessive thinking
Rituals to lower anxiety
Anxiety: past trauma
Feeling “numb”
Flashbacks while
awake

Avoiding people

Hear things

Visual disturbances
Tics/twitches

Odd sensations
Tremors

Don’t like being touched
Sexual problems

ooooooao

O

ooooOooOooao

What have you been trying to do to help yourself so far?

What are you hoping to get from your visit today? How would you like us to help you?

PAST PSYCHIATRIC HISTORY

Have you had previous mental health treatment/counseling? If so, when and what for?

List medications, past or current, taken for “emotional”” problems:

Have you contemplated suicide in the past or ever engaged in any kind of self-harm behavior (like a suicide attempt or self-

mutilation / cutting behavior)?

Have you ever been hospitalized on a psychiatric ward? Yes No

If yes, when and where?
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FAMILY PSYCHIATRIC & MEDICAL HISTORY

Has anyone in your family ever struggled with psychological problems? If so, explain

Does anyone in your family take medicine for emotional problems? If so, explain

Has anyone in your family had a problem with alcohol/drugs? If so, explain

Has anyone in your family ever attempted or committed suicide? If so, explain

Are there any medical problems that run in your family? If so, explain

MEDICAL HISTORY

How would you describe your current health? Excellent Good Fair Poor

Please list any current and/or chronic medical problems, surgeries, or significant injuries:

Current medications for “physical problems” (include over-the-counters and supplements):

Drug Allergies: Latex Allergies: Other:

Are you currently experiencing any physical pain? If yes, please explain:

How would you rate the pain on a 10 point scale (1=low, 10=extreme):
HABITS
How many alcoholic drinks do you have on an average weekday? On an avg weekend night?

Have you had any alcohol-related incidents? Yes No If yes, please explain:

Do you have a history of treatment/evaluation for alcohol or drug related problems? Yes  No_

Have you used illegal drugs? Yes _ No___ How much/how often/what kind:
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Average number of caffeinated drinks per day (coffee, sodas, etc.) 1 2-3_ 4-6__ More than 6

Do you smoke cigarettes? If so, how many per day:

What is your exercise routine lately?

How many hours of sleep per night do you get lately?

List any problems you’re having with sleep:

How many meals per day do you eat lately?

Have you experienced any recent changes in your weight?

SOCIAL/DEVELOPMENTAL HISTORY

Parents are (circle all that apply): never married still married separated divorced unknown

If parents divorced, how old were you? Who raised you?

Where did you grow up?

Father: Age:_ Occupation: Or, if deceased, age/date/cause of death:

My childhood relationship with him was

Mother: Age___ Occupation: Or, if deceased, age/date/cause of death :

My childhood relationship with her was

If Applicable:

Relationship to stepfather is: Close Distant Hostile

Relationship to stepmother is: Close Distant Hostile

I have brothers and sisters. | was born (circle one): 1t 2" 3" 4t other

My relationship with my siblings is/was (circle one): Close Distant Hostile
Overall, my childhood was (circle one): Very Happy Happy Okay Unhappy Very Unhappy
Have you ever been abused? If so, what kind (circle)? Sexual Verbal Physical

If applicable, who abused you?

Check any areas that applied in your childhood and/or adolescent years:

Emotional/Behavior Problems 0O Fire setting O Alcohol Abuse O
Legal Trouble O Cruelty to Animals O Drug Abuse O
Sleepwalking O Learning Disability/ADHD O School Truancy 0O
Bed Wetting 0O Stealing O Stuttering O
Frequent Fighting O Running Away 0O Anger Control Problems 0O
Family Problems O Medical Problems O School Problems
Anxiety Social Problems Depression or self-harm
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If you have children, please list names, ages, and living

arrangements:

Marital status (circle one): married separated divorced single widowed
If married, Length of marriage Length of courtship (dating):

Spouse’s Name / age: Spouse’s occupation:

Have you or your spouse been married before? If so please explain

Check all that apply with regard to your present marriage:

Close and trusting Problem trusting spouse Poor communication Alcohol abuse
Distant but loyal Sexual problems Physical/Emotional Cold and hostile
Abuse

EDUCATIONAL HISTORY

Circle all that apply:
High School Diploma  GED  College Degree Graduate Level Degree Other

What kind of grades did you get? (circle one) A’s B’s C’s D’s Other

Ever repeat a grade in school? If so, which one and why?

How did you get along with teachers? (circle one) very well OK not at all
How did you get along with peers? (circle one) very well OK not at all

Were you ever suspended or expelled from school, or arrested? If yes, please explain why and number of times:

How social were you in school? Did you have many friends?

What extracurricular activities were you involved with during school (i.e. sports, band, clubs, etc)

OCCUPATIONAL HISTORY

What kind of jobs have you had in the past?

Were you ever fired from a job? If so, please explain

(if applicable) I joined the military because

Do you like your present job?

Do you want to continue your career?

Are you currently facing any legal or disciplinary action?

What is your future plan for education and/or career?
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