Client Name:

Client Information
Name:

W—
M

Centers for Motivation, Inc.

Address:

City:

State:
Zip:

Phone:

Alt. Phone:

E-mail:

Soc. Sec.#:

INTAKE QUESTIONNAIRE
Date:
DOB:
Gender: |1 Male
] Female
Marital Status: [[J Single
[0 Married how long?
I Separated how long?
0 Divorced how long?
0 Widowed how long?

‘What problem or issue would you like to change?

How long has this been a problem?

What is the first time that you remember this being an issue?

Describe what happens hours or minutes before this event occurs.

Describe your thoughts, feelings and behaviors at the time of the event.

Describe your thoughts, feelings and behaviors after the event.

Describe how your life would be, over the next few years, if you did nothing about this problem.

If you could permanently fix this issue, what value would you place on that change?
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Client Name:

Do you suffer from any of the following sympoms? (check all that apply)
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Client Name:

Career / Work Problems:

Current Career / Employment:

Other Problem Areas:

Strengths
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Client Name:

goon

independent
self-directed
emotionally stable

O academic acheiver
L1 orderly
1 helpful

hobbies/interests (list):

Current general medical conditions (check all that apply):

O ooooooggd

Has there been a history of any of the following:

L]

|
|
|

hypertension

heart disease

cardiac (other)

asthma

HIV

allergies (if yes, explain below)
hypothyroidism

other significant systemic illness (specify)

diabetes

endocrine (other)
cancer

seizure disorder
stroke

neurological (other)
chronic lung disorder

gooooon

Additional comments:

head injury L1 high fever

illness L1 loss of consciousness
surgery L1 poisoning
anethetics L] personality changes
details:

Primary Care Physician Information

Have you been on any medications for behavioral/psychiatric treatment in the past?

|
|
|
|
|

Name

Address

Phone

Medication Dosage
Previous Treatment:

Psychiatric Hospitalization If yes, date(s)

Individual Therapy If yes, date(s)

Group Therapy If yes, date(s)

Family Therapy If yes, date(s)

Residential Treatment If yes, date(s)
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Was your birth unusual in any way (premature, lack of oxygen)?
If yes, in what way?

there a family history of any of the following:
Depression
Schizophrenia

Is

O Incarceration
]

L1 Bipolar Disorder (Manic-Depression)

]

]

]

Domestic violence
Other mental illness
Suicide

Alcohol abuse
Sexual abuse

Anxiety Disorder
Drug abuse
Gambling
Who in the family has the above history?
Father

goooon

Mother

Sibling(s)

Grandfather (paternal)

Grandmother (paternal)

Uncle/Aunt (paternal)

Grandfather (maternal)

Grandmother (maternal)

Uncle/Aunt (maternal)

Your Education

L1 Some high school L1 College graduate
L1 High school graduate L1 Graduate degree
L1 Some college

Job/Profession

Learning difficulties

(specity)
Your Parents' Education:

Father Profession:
__ Mother Profession:

Do you have children? If yes, how many? Ages?

Do you have any siblings? If yes, how many? Ages?
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