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  Part 1 - To be completed by the parent or guardian   
CLIENT INFORMATION

MOTHER’S INFORMATION


Mother’s Name ____________________  Age ______
Occupation ________________________________
Employer __________________________________
Religious Affiliation (if any) __________________________
Phone (Home) __________________ Cell _________
Mother's Marital Status: [image: ] Married  [image: ] Engaged  [image: ]Widowed  [image: ] Divorced  [image: ] Separated  [image: ] Live with Partner  Other
*If parents living apart then please fill in the address blanks below.
Mother's Address: ____________________________
City:  _________________State: _______ Zip:______


Who currently resides in the same house as the youth? Please include everyone including any half or step brothers and sisters names.
			Age                   Relationship
I.
2.
3.
4.
5.
6.
7.
8.

Today's Date: / / Referred By ________________
Child's name:
Date of Birth:    /    /	Age ______  Grade  Level:____
[bookmark: Check1]Does the child attend church  |_|   Yes      No|_|
Child's custodian/guardian(s) is/are: __________________
Child's Address: ___________________________________
City: _____________________________________________
State:   ___________                   Zip: ____________________
Phone (Home) _______________  Cell _________
Insurance Type: _____________________  ID# ________________
FATHER’S  INFORMATION


FAMILY COMPOSITION


Father's Name: _______________________   Age: ______
Father's Address: _______________________________________
City: _______________________     State: _______   Zip: _______
Phone (Home)_____________________  Cell _________________
Occupation ____________________  Employer _______________
Religious Affiliation (if any): _______________________
Father's Marital Status: -|_| Married   |_|Engaged |_| Widowed  
|_|Divorced   |_|  Separated |_| Live with Partner    |_|Other
YOUTH INTAKE FORM
____________________________________________________________________
What has already been done about your concern?
____________________________________________
____________________________________________
____________________________________________
____________________________________________
Has anyone in the family experienced similar problems?
____________________________________________
____________________________________________
What specifically do you expect your counselor to do to help with your concern?
____________________________________________
____________________________________________
____________________________________________
What is your assessment of the child's personality (strengths, weaknesses, etc.)?
____________________________________________
____________________________________________
____________________________________________
What are any current family situations of concern?
____________________________________________________________________________________________________________________________________
____________________________________________
MEDICAL AND PERSONALS



Has your child had any counseling before? |_|   Yes      NO  |_|
Counselor/Therapist Names: __________________________
Dates To / From: ____________________________________
Outcome and Diagnosis:______________________________
Date of Last Medical Exam ____/____ /____
Please rate child's health? |_|Excellent |_|Good |_|Average |_| Poor
List any of your Child’s Medical Conditions: _________________
_____________________________________________________
Is your child on medication? If yes, what kind(s)
Does your child have an addiction? |_|Yes |_|No  |_|Uncertain
Have they had any previous trauma? (Physical, Emotional, or Sexual
Abuse, Etc.)   |_|   Yes    |_|  No     |_| Uncertain
Has anyone in the family experienced similar problems?
In case of emergency, who should we notify?
Name: _________________________________________
Address: ____________________________ State _______
Zip ____BASIC INFORMATION




Briefly answer the following questions 
What concern (s) led you to bring your child in for counseling? 
_______________________________________________________

_______________________________________________________


YOUTH INTAKE
_______________________________________________________________________________________________

How do the parents relate to each other? 				Is there other information that you think we should know?
__________________________________________________		_______________________________________________
__________________________________________________		_______________________________________________
__________________________________________________		_______________________________________________
PLEASE CHECK ANYTHING YOUR CHILD HAS GONE THROUGH IN THE LAST 12 MONTHS
_______________________________________________

[image: ]	Death of Parents
[image: ]	Divorce of Parents
[image: ]	Separation of Parents
[image: ]	Remarriage of Parents	
[image: ]	Death of close family member
[image: ]	Personal injury or illness
[image: ]	Fired from work
[image: ]	Change in family member's health
[image: ]	Sexual Abuse
[image: ]	Addition to family
[image: ]	Change of financial status of parents
[image: ]	Death of close friend
[image: ]	Foreclosure of parent’s mortgage or loan
[image: ]	Change in parent’s work responsibilities
[image: ]	Brother or Sister leaving home
[image: ]	Trouble with in-laws
[image: ]	Outstanding personal achievement
[image: ]	Parent begins or ends work
[image: ]	Starting at a new school
[image: ]	Change in living conditions
[image: ]	Change In recreational activities
[image: ]	Change in social activities
[image: ]	Change in sleeping habits
[image: ]	Change in eating habits
[image: ]	Change in number of family gatherings
[image: ]	Vacation





As a parent, what is your style of discipline?  Your spouses?
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________

What are your expectations for this child?
__________________________________________________
__________________________________________________
__________________________________________________

How is your child different from other members in the family?
__________________________________________________
__________________________________________________
__________________________________________________

How does your child handle stress?
__________________________________________________
__________________________________________________
__________________________________________________

YOUTH INTAKE
_______________________________________________________________________________________________
PART 2 - TO BE COMPLETD BY YOUR CHILD
Why do you think you are coming to counseling?I’M REALLY HAPPY WHEN...
__________________________________________________
WHAT REALLY HURTS ME IS...
__________________________________________________

I FEEL SCARED ABOUT OR WHEN...
__________________________________________________

I WISH MY FATHER...
__________________________________________________

I WISH MY MOTHER....
__________________________________________________
MY FAVORITE THING TO DO IS....
__________________________________________________


If I could ask God one question, I would ask Him
__________________________________________________
__________________________________________________
I believe that ...
__________________________________________________
__________________________________________________
__________________________________________________


__________________________________________________
__________________________________________________
__________________________________________________
What has anyone done to help you with your situation or
problem?
__________________________________________________
__________________________________________________

How Do you think your counselor can help you improve the 
situation or solve your problem? 

__________________________________________________
__________________________________________________
PLEASE COMPLETE THE FOLLOWING



TODAY, I AM...
__________________________________________________
WHAT I WISH I COULD CHANGE IS....
__________________________________________________SPIRITUAL LIFE

__________________________________________________
I GET UPSET WHEN...
__________________________________________________
__________________________________________________
IF ONLY...
__________________________________________________
__________________________________________________
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