CHILD INTAKE FORM
(For those ages 12 – 17)
[bookmark: _GoBack]
Please provide the following confidential information

Today’s date:  ____________________
Name:  __________________________________________________________________________________
Have you ever received mental health services? (psychotherapy, hospitalization, psychiatric services)?    Y     N
If yes, previous therapist/practitioner: __________________________________________________________
Are you currently on any prescription medication?   Y    N
Please list medications and dosages: ____________________________________________________________
Any current health issues? ____________________________________________________________________ 
Are you currently on any psychiatric medication?   Y    N
Psychiatrist (name and phone): ________________________________________________________________
Recreational drug use (type and frequency): 
Alcohol use (type and frequency):

Reason for seeking treatment (in your own words):

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Have there been any significant stressful events in your recent past?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________




What do you consider your strengths? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What do you consider your weaknesses? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What is your goal of therapy? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Anything else? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
 

THANK YOU!
Kimberly Johnson, LMFT, 50 Old King’s Highway North, Ste.204, Darien, CT  06820
203.978.3000  kimberly@kimberlyjohnsonlmft.com

