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STRICTLY CONFIDENTIAL INFORMATION:

LCFTC 
Intake Form (Adult)

Name: _____________________________ 	  Date: ___________________

Date of Birth: __________________ 	  Gender:  (M)_______  (F) ________

CLIENT HISTORY

Partner: ___________________________________________________________ Age:  _______________________________________________________________

Children (Names):__________________________________________________	Age(s): _____________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________


Home address: _____________________________________________________________________

Home phone: _____________________________________________________________________

Mobile: ____________________________________________________________________

Email address: _____________________________________________________________________

Please list any significant family members: (Name and Age) _____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________


EMERGENCY CONTACT

GP (Name / Address / Telephone Number): _____________________________________________________________________
_____________________________________________________________________

Emergency Contact Name / Number: _____________________________________________________________________
_____________________________________________________________________

REASON FOR REFERRAL

In your own words: _____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________


PSYCHOLOGICAL / MEDICAL HISTORY

1. Please list any previous therapy client has been involved in, describing his / her general outcomes.
_____________________________________________________________________
_____________________________________________________________________

2. What year did therapy start / end? _____________________________________________________________________

3. Is therapy ongoing? Yes _____    No ______

4. Client's own descriptions of the therapeutic experience. _____________________________________________________________________
_____________________________________________________________________

5. Medications:
Current: _____________________________________________________________________
_____________________________________________________________________
Past: _____________________________________________________________________

6. Existing Medical conditions:
_____________________________________________________________________
_____________________________________________________________________

7. Consultant Diagnosis:
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________

CLIENT’S / PATIENT'S PERSPECTIVE

1. Presenting Symptoms: (Consider; sleep, mood, suicidal ideation, self-harm, appetite, concentration, self-esteem/confidence, social contact, support network)
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________



2. Adolescence: (Consider schooling, bullying, sexuality, absences, relationships)
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________

PERSONAL HABITS

1. Alcohol:
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________


2. Drug Misuse:
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________

3. Any other information that would be useful for us to know:
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
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