POSITIVE BEHAVIORAL STRATEGIES INTAKE FORM

Please provide the following information for our records. Leave blank any question you would rather not answer. 

Name: _______________________________________________________________
(Name of parent/guardian (if you are a minor):

_____________________________________________________________________
(Last) (First) (Middle Initial)

Birth Date: ______ /______ /______ Age: ________      Gender: □ Male □ Female

SS#______-___-_________  Employer______________________________________

Insurance _________________________Name of Insured_______________________

Insured’s Birth Date_________________________ Insured’s SS#____-___-_________

Group #_______________ ID#____________________ Authorization______________

Method of Payment □Check □Cash □Credit Card #_________________________Exp____
Marital Status: □ Single □ Partnered □ Married □ Separated □ Divorced □ Widowed

Address:______________________________________________________________
City________________________ State__________ Zipcode_________________

(City) (State) (Zip)

Home Phone: (     )________________ - May we leave a message? □Yes □No

Cell/Other Phone: (     )_______________ - May we leave a message? □Yes □No

E-mail: ______________________________________ May we email you? □Yes □No

Referred by: ___________________________________________________________

Are you currently receiving professional counseling or other services? □Yes □No

Have you had previous psychotherapy? □No □Yes Therapist’s name_______________
Are you currently taking prescribed psychiatric medication (antidepressants or others)?

□Yes □No If Yes, please list: _________________________________________

If no, have you been previously prescribed psychiatric medication? □Yes □No

If Yes, please list: _________________________________________

1. How is your physical health at present? □ Poor □Satisfactory □Good □Very good

2. Please list any persistent physical symptoms or health concerns (e.g. chronic pain,

headaches, hypertension, diabetes, etc.):

______________________________________________________________________

3. Please check any of the problems that you think apply to you:

□ Sleeping too little/ too much □ Depression □ Anxiety □Drug or Alcohol □ Gambling

□Anger Problems □Attention Deficit □ Eating Disorder □ Abuse □ Relationship Issues
