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All About You Counseling Center
1881 NE 26th Street, Suite 102, Wilton Manors, FL 33305
Phone: 954-601-4402   Email: JenniferBonnessLMHC@gmail.com   
______________________________________________________________________________
INTAKE FORM
Please provide the following information and answer the questions below. Please note: information you provide here is protected as confidential information and information provided will not be released to anyone without your prior consent. Please fill out this form and bring it to your first session.

Name: _______________________________________________________________________	
	(Last)				(First)					(Middle Initial)	

If under 18 years old, Name of parent/guardian: 

_____________________________________________________________________________	
	(Last)				(First)					(Middle Initial)	

Date of Birth: ______/______/______	Age: _________  Gender: ____________________
Address: ______________________________________________________________________
City: ______________________________________________ State: _____ Zip: ____________
Home Phone (_____) ____________________ May we leave a message? (please circle) Yes  No
Cell phone: (_____) ____________________ May we leave a message? (please circle) Yes  No
E-Mail Address: ________________________________________________________________
May we email you? (please circle) 	Yes	No  	*Please note: Email correspondence is not considered to be a confidential medium of communication.
Referred by (if any) : ____________________________________________________________ 

Relationship Status (please circle): 	Never Married		Married	Domestic Partnership	        Separated		Divorced 		Widowed	 	
I live with: ____________________________________________________________________
Emergency Contact: __________________________________ Phone: (_____) _____________
Are you currently employed? (please circle) 		No	Yes
Employer: ___________________ How long employed: ______ Phone: (_____) ____________
Occupation: ____________________________ Address: _______________________________
Income: ________________What is your current employment situation: ___________________
Do you enjoy your work? Is there anything stressful about your current work? ____________________________________________________________________________________________________________________________________________________________
Spouse's/Partner's Name: ________________Date of Birth: ______/______/______ Age: _____ 
Employer: ___________________ How long employed: ______ Occupation: _______________
Please list any children/age: ______________________________________________________
Do you consider yourself to be spiritual or religious? (please circle) 	No	Yes
If yes, describe your faith or belief: _________________________________________________

GENERAL HEALTH AND MENTAL HEALTH INFORMATION
Doctor/Primary Care Physician's name: ___________________Phone: (_____) _____________
Address: _______________________________ City: __________ State: _____ Zip: _________
Date of last physical: ______/______/______
Please list any medical problems/surgeries you have had in the past 5 years: ____________________________________________________________________________________________________________________________________________________________
How would you rate your current physical health? (please circle)
Poor		Unsatisfactory		Satisfactory		Good		Very Good
Please list any specific health problems you are currently experiencing: ______________________________________________________________________________
How would you rate our current sleeping habits? (please circle) 
Poor		Unsatisfactory		Satisfactory		Good		Very Good
Please list any specific sleep problems you are currently experiencing: ______________________________________________________________________________
How many times per week do you generally exercise?________________
What types of exercise do you participate in: ______________________________________________________________________________
Please list any difficulties you experience with your appetite or eating patterns: ______________________________________________________________________________
Are you currently experiencing any overwhelming sadness, grief or depression? (please circle) No	Yes	If yes, for approximately for how long?__________________________________
Are you currently experiencing any anxiety, panic attacks or have any phobias? (please circle) No	Yes	If yes, when did you begin experiencing this?_____________________________
Are you currently experiencing any chronic pain? (please circle) 	No	Yes	If yes, please describe: ______________________________________________________________________
Do you drink alcohol more than once a week? (please circle) 	No	Yes	
How often do you engage in recreational drug use? (please circle) 	Daily		Weekly Monthly		Infrequently		Never
Have you experienced any childhood trauma (physical/sexual/emotional abuse, accidents, death of a loved one)? (please circle) 	No 	Yes
If yes, please describe: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently in a romantic relationship? (please circle) 	No	Yes	
If yes, for how long? ______________________
On a scale of 1-10, how would you rate your current relationship?_______
Do you have any legal history? (please circle) 	No	Yes	
If yes, please describe/list any history or current pending case(s): ____________________________________________________________________________________________________________________________________________________________
What significant life changes or stressful events have you experienced recently? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you previously received any type of mental health services (psychotherapy psychiatric services, etc)? If yes, please list previous psychiatric, psychological, or counseling treatment:
Place, Name of Therapist/Practitioner, Year attended: ____________________________________________________________________________________________________________________________________________________________
Are you currently taking any prescription medications? If yes, please list 6 months-present; dosages; any side effects: ____________________________________________________________________________________________________________________________________________________________
Have you ever been prescribed psychiatric medication? If yes, please list and provide dates: ____________________________________________________________________________________________________________________________________________________________
PROBLEM CHECKLIST
Please circle any problem(s) listed below that you have experienced in the past 6 months:

Difficulty concentrating				Poor social skills
Confused thoughts					Legal troubles
Disturbing thoughts					Act before thinking
Seeing things that are not there			Trouble asserting myself/my needs
Hearing things						Sexual problems
Trouble with memory					Financial problems
Distrustful of others					Family problems
Unreasonable fears					Relationship problems	
Feel people don't understand				Work problems
Can't get things done/complete tasks			Eating disorder
Loss of appetite					Aches and pains
Trouble sleeping: falling asleep/staying asleep	Panic attacks
Feel sad						Feel angry
Feel like I have no control				Feel violent
The future looks grim					Grades are slipping
Feel like harming myself				Difficulty with authority
Tire easily/often					Increased isolation
Feel lonely						Increase fighting/arguing
Don't feel like myself					Crying more often
Feel useless						Missing work
Physical complaints					Marital problems
Headaches						Stomach aches
Can't control the worry				Nightmares			
Flashbacks from trauma				Other: ___________________________

FAMILY MENTAL HEALTH HISTORY
In the section below identify if there is a family history of any of the following. If yes, please indicate the family member's relationship to you in the space provided (ie, father, aunt, etc.):
__________________________________Please Circle________________List Family Member
Alcohol/Substance Use			yes/no							
Anxiety					yes/no							
Depression					yes/no							
Domestic Violence				yes/no							
Eating Disorders				yes/no							
Obesity					yes/no							
Obsessive Compulsive Disorder		yes/no							
Schizophrenia					yes/no							
Suicide Attempts				yes/no							

ADDITIONAL INFORMATION
What do you consider to be some of your strengths? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you consider to be some of your weaknesses?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Briefly describe reason(s) for coming here today: ____________________________________________________________________________________________________________________________________________________________
Length of time problem(s) existed __________________________________________________
What would you like to accomplish out of your time in therapy?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Client Signature: _______________________________________Date: ______/______/______
