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 Date: ___________

Neena Hamamcy M.A. LPC, LMFT
1210 Parkway  Austin, TX

(512) 628-3138
INTAKE ASSESSMENT FORM

Name: _______________________________________________________________
Address: ___________________________________________________________________________
___________________________________________________________________________________
Home phone: ________________________
Alternate Phone: ______________________

Can I leave a general message with my name and phone #?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes   

DOB: _____________ Age: ______________ Gender: _______ Social Security #: ____________________

Marital Status:  FORMCHECKBOX 
Single  FORMCHECKBOX 
Divorced  FORMCHECKBOX 
Married  FORMCHECKBOX 
Widowed  FORMCHECKBOX 
Live-in partner  FORMCHECKBOX 
other
If you will be using insurance, please fill out the insurance information below:
Insurance Company (name, address & phone #): 

_______________________________________________________________
_______________________________________________________________
Patient ID:   _____________________
_     
Policy Holder Name: _______________________
Policy Holder ID:
_________________     
Policy Holder DOB: ________________________
Patient SSN: ______________________  
Policy Holder SSN: ________________________
Policy Group: _____________________
Please list name, relationship, and ages of others living in your home (other than yourself):

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Employment: _________________________________________________________

Medical Doctor and phone number: _________________________________________________________

In Case of Emergency Call: __________________________________________________________________




Name





Phone 

How did you hear about me? _______________________________________________________________

	PRIMARY CONCERN


Please give a brief description of what brought you into therapy at this time:______________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________
What are your goals for therapy? ___________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently dealing with any violence/abuse in your relationship?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes

Have you been feeling suicidal?  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes 


If yes, do you have a plan?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes and Have you attempted suicide before?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes 

Are you currently feeling like harming anyone?  FORMCHECKBOX 
No  FORMCHECKBOX 
yes

Have there been any recent changes in your support system?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes___________________________________

Is there anything else I should know about you and/or your current situation? ________________________

______________________________________________________________________________________
	RELATED HEALTH CONCERNS


Please, if applicable, describe any health problem you have: _______________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________

What medication(s) are you currently taking (include vitamins, herbs and other natural remedies):_________________

________________________________________________________________________________________________________________________________________________________________________________________________

Have you been in counseling before?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes, if yes than with whom?___________________________________

Any previous psychiatric diagnosis? What and when?_____________________________________________________

________________________________________________________________________________________________

Have you been hospitalized for any psychiatric conditions?  FORMCHECKBOX 
No           FORMCHECKBOX 
Yes, date_______________ 
Location__________________________________ Treating Psychiatrist_____________________________________

Is there a history of psychiatric/mental conditions within your family?  FORMCHECKBOX 
No        FORMCHECKBOX 
Yes

                     If yes, were any close relatives (parents, siblings, aunts or uncles)  FORMCHECKBOX 
No  FORMCHECKBOX 
 Yes

	DRUG AND ALCOHOL USE


Please list substances currently used, including how much and how often used (alcohol, marijuana, cocaine, LSD, etc.):

________________________________________________________________________________________________

________________________________________________________________________________________________
Do you think you may have a problem with drugs or alcohol?  FORMCHECKBOX 
No       FORMCHECKBOX 
Yes

Have you been involved with the legal system because of your drug and/or alcohol use?  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes

Please list your daily caffeine intake (coffee, tea, etc.) and what you use: _________________________________

________________________________________________________________________________________________
Do you feel you have a problem with caffeine?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes AND/OR with nicotine?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes

	SOCIAL HISTORY


Please list any significant life events that have taken place in your life: _______________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

How would other people describe you? ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

Do you feel that you may have some social difficulties?  FORMCHECKBOX 
No       FORMCHECKBOX 
Yes

Please list your legal history (convictions, legal charges, etc.):______________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

Have any of your legal issues affected your ability to obtain work or other social necessities?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes

Thank you for taking the time to complete this form.
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