
  

 

 

 

 

INTAKE FORM 
 

Name ____________________________________________Date ____________ DOB ____________ 

Mailing Address_____________________________________________________________________ 

City________________________________________State____________________ZIP____________ 

Email: ___________________________________________ only if it is ok to communicate by this address. 

Preferred contact number _________________________________________________  

Can I call/text you here? _______________ Can I leave a message? ______________ 

 

Name of emergency contact _____________________  Relationship _______________ 

Phone number ___________________ Cell emergency number ___________________ 

Alternative emergency contact _________________________ number _______________________ 

People who support you           Relationship                              Location 

_____________________         _________________                  ____________________ 

_____________________         _________________                  ____________________ 

_____________________         _________________                  ____________________ 

_____________________         _________________                  ____________________ 

 

Medical Information 
When was your last doctor’s appointment? __________  Last dentist appointment? __________ 

Please list any past medications and their effectiveness:  

 

 

Please list any current medications, their effectiveness, and dosage (including herbal):  

 

 

Please list current medical problems or physical complaints: 

 

 

Have you ever been hospitalized for physical or mental health issues? If yes, please explain.   

weisbrodlpc.com 

weisbrodlpc@gmail.com 

480.787.1676 

 

Sheila Weisbrod, MA, LPC 

8114 E Cactus Rd, Suite 240 

Scottsdale, AZ 85260 



Please list any allergies______________________________________________________ 

How much caffeine (coffee, tea, pop) do you consume in a day? None ___1-2 ___ 3 or more ___ 

How much sleep do you generally get in a night? Less than 6___ 7-8___ more than 8___ 

Do you smoke? _______ If so, what substance?_________________ Frequency_____________  

How often do you have a drink containing alcohol?  

Never__ Monthly or less__ 2 to 4 times a month__ 2 to 3 a week__ 4 or more times a week__ (Skip 

questions 2 & 3 if you checked never) 

2. How many drinks containing alcohol do you have on a typical day when you are drinking?  

1 to 2___ 3 to 4___ 5 to 6___ 7 to 9___ 10 or more__ 

3. How often do you have five or more drinks on one occasion?  

Never___ Less than monthly___  Monthly ___ Weekly___ Daily___ or almost daily___ 

 

Please indicate any of the following struggles that pertain to you: 

Anxiety____ 

Fears/Phobias____       

Concentration____ 

Depression___ 

Grief____              

Intrusive thought 

 Patterns___ 

Suicidal Thoughts____          

Cutting/Self-harm___ 

Bingeing____ 

Excessive exercise____ 

Vomiting____ 

Anger___ 

Self-control___   

Sexual Problems___ 

Separation/Divorce___ 

Relationship 

 Problems____ 

Health problems____    

Physical Pain____ 

Unhappiness____ 

Self-esteem____ 

Poor body image____ 

Addictions____ 

Drug/alcohol use____ 

Gambling____ 

Pornography____ 

Internet/Computer____ 

Impulsivity____ 

Stealing____ 

School/Educational 

 stress____ 

Learning Disabilities____ 

Career choices____   

Inability to secure 

employment____ 

Conflicts in the 

workplace____ 

Employment changes____ 

Finances____ 

Work/Stress____    

Sleeping Problems____             

Religious matters____ 

Memory____ 

Past trauma____ 

Feeling powerless____ 

Other:____________________

Please list major life events/illnesses/traumas & the year of each:  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

What is your goal for therapy or how will your life/heart be when you no longer need therapy? 

 

 

 

 

Is there anything you would like me to know? Use the back of this page as needed. 


