Journeys…A Center for Your Soul
Intake Form for children

(Parents can fill this form out for their child.)

1. PERSONAL INFORMATION                              Age                                         Today’s

                                                                                                                                               Date: _______________

 Client _____________________________                             _______                                     Date of

                                                                                                                                               Birth: _______________

                                                                                                                                               Social Security

                                                                                                                                               No.  _________________

PHONE(S):                                                                                                                 
Home (___)____________    __________________Work  (___)______________________________________________                     

Emergency Name & No. _________________________________(___)_______________________________________                    
Occupation/School: __________________________________________________________________________________                

Education ____________________________________________________________________________________________                                                                                                                         

Grades Completed:________________________________  Degree(s):_______________________________________                
Your birth order in your family (oldest son, middle daughter, etc.)

_________________________________________________________________________________________________________
Home Address: ________________________________________________________________________________________
                                            Street                                                                                                             City                                                                      Zip

Who Lives With You?  

         (Name)_______________________________                   Age:_______________

          (Name)_______________________________                   Age:_______________

           (Name)_______________________________                  Age:_______________

2. COUNSELING HISTORY
Have you ever been in counseling before?              □  Yes          □  No

If yes, with whom?_____________________________________________________________________________________

                                                                                                                 (Name of counselor, psychologist, psychiatrist, Social worker, pastor, therapist)

How long were you in counseling?____________________________________________________________________
Outcome as you see it?_________________________________________________________________________________

3. MEDICAL HISTORY
Have you ever had any major surgery, illness, accidents or hospitalizations?   □  Yes    □  No

List:_____________________________________________________________________________________________________
Taking any prescription or over the counter medication presently?       □ Yes       □ No

If yes, what? ____________________________________________________________________________________________
Any medication taken while in previous counseling?       □  Yes      □  No

If yes, what? ____________________________________________________________________________________________
For what diagnosis? ____________________________________________________________________________________

Treating Physician: _____________________________________________________________________________________

                                                         Name                                                                   Address                                                                  Phone

Have you had any weight changes recently?             □  Yes          □  No

Have you noticed ant loss of appetite or any other eating problems?          □  Yes        □ No

Do you have an ulcer?        □   Yes    □  No

Do you have any tension and/or pain in your body?  (neck, lower back, tightness, fainting spells)

 □  Yes     □  No    If yes, list:____________________________________________________________________________
Do you have nightmares/dreams that disturb you?      □  Yes     □  No

If yes, please describe: _________________________________________________________________________________
Do you have a history of headaches?       □  Yes     □  No

If yes, please describe: _________________________________________________________________________________
Do you drink alcoholic beverages?       □   Never        □   Socially     □    Occasionally      □   Moderately              □       Rarely           □   Often  

Any loss of interest in sex, social activities, exercise, purpose, etc.?          □ Yes      □ No

If yes please describe: __________________________________________________________________________________
Do you ever experience anxiety or panic attacks of any kind?     □  Yes     □  No

If yes, please describe: __________________________________________________________________________________

If a woman, any irregularity or unusual pain in your menstrual cycle?      □  Yes     □  No

If yes, please describe: __________________________________________________________________________________
Any miscarriages or abortions?      □   Yes      □  No        □  Need to discuss 

Are you unable to relax?      □  Yes     □  No     □  Need to discuss

Are you over-ambitious?      □   Yes    □  No     □  Need to discuss

Are you often “low” or depressed?        □   Yes    □  No     □  Need to discuss

Are you often fatigued or without energy?     □   Yes    □  No     _________________________________________

                                                                                                                                         Time of day
Have you ever had a severe emotional break?        □   Yes    □  No     □  Need to discuss

Have you ever had hallucinations?      □   Yes    □  No     □  Need information

Have you had suicidal thoughts?       □   Yes    □  No     □  Need to discuss

Do you feel unworthy or have low self esteem?       □   Yes    □  No     

Do you often feel guilty or regretful?       □   Yes    □  No     

4. REASON(S) FOR SEEKING COUNSELING
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Possible problems to be addressed in counseling:   (Check all that apply)

____□ Abortion / Miscarriage                                                     ____ □ Hurts and conflicts

____□ Alcohol or marijuana problems                                      ____ □ In-Laws

____□ Career transition                                                                ____ □ Marriage problems

____□ Children                                                                                ____ □ Occupational responsibilities

____□ Communication                                                                  ____ □ Personality conflicts

____□ Drugs                                                                                      ____ □ Personality development / growth

____□ Emotions                                                                               ____ □ School / education

____□ Faith                                                                                       ____ □ Sexual adjustment / issues

____□ Family issues                                                                        ____ □ Suicidal thoughts

____□ Grief & loss                                                                          ____ □ Unwanted pregnancy

____□ Guilt                                                                                       ____ □ Weight control

____□ Health (physical ailments)                                             _____ □ Other____________________

____□ Homosexuality 

Now look back over the subjects you have checked and indicate their order of priority by putting numbers next to the checked boxes.

Is there anything that has not been covered in this form that you feel may be significant, such as issues from your growing up years?  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                     

