Behavioral Psych Studio 
behavioralpsychstudio.com 
646.623.5491
Client Intake Form – Date: __________
A. 	Identification 
Partner 1:  Your name: _______________________________ Date of birth: _____________ Age: _________________	 
Nicknames or aliases: _______________________________________________	 
Home street address: ______________________________________________ Apt.: _______________________  
City: ______________________________________________ State: ____________ Zip: ___________________ 
 	 
Home Phone:  (_____) ___________________ 	 
Check all that apply:  	❑ ok to leave message     ❑ leave only name and/or meeting time     ❑ no message 
Cell Phone:  (_____) ___________________ 
Check all that apply:  	❑ ok to leave message     ❑ leave only name and/or meeting time     ❑ no message 
E-mail:  ________________________________________________   
Check all that apply: ❑ Single    ❑ Married/Committed Relationship    ❑ Divorced    ❑ Widowed  

Partner 2:  Your name: _______________________________ Date of birth: _____________ Age: _________________	 
Nicknames or aliases: _______________________________________________	 
Home street address: ______________________________________________ Apt.: _______________________  
City: ______________________________________________ State: ____________ Zip: ___________________ 
 	 
Home Phone:  (_____) ___________________ 	 
Check all that apply:  	❑ ok to leave message     ❑ leave only name and/or meeting time     ❑ no message 
Cell Phone:  (_____) ___________________ 
Check all that apply:  	❑ ok to leave message     ❑ leave only name and/or meeting time     ❑ no message 
E-mail:  ________________________________________________   
Note: Please review and sign attached email agreement if you would like to communicate via email.	 
Check all that apply: ❑ Single    ❑ Married/Committed Relationship    ❑ Divorced    ❑ Widowed  

Spouse/Partner's occupation: ____________________________________________________________________
[bookmark: _GoBack](Skip above question if seeking couples therapy)	 
Children's names and ages: ______________________________________________________________________ 	 
Who lives in your home? ________________________________________________________________________ 
  
B. 	Referral:  Who referred you to me? 
Name: ____________________________________ Phone or email: ___________________________________  
May I have your permission to contact this person regarding the referral?  	❑ Yes   ❑ No 
C. 	Your medical care: Who is your primary care provider? 
Clinic/doctor’s name: ______________________________ Phone: ________________________________ 	 
Address: ____________________________________________________________________________________	 
If you enter treatment with me, may I tell your medical doctor so that he or she can be fully informed and we can coordinate your treatment? 	❑ Yes  ❑ No 
D. 	Your current employer 
Employer: ____________________________________________________________________________________
Address: _____________________________________________________________________________________ 
Work phone: (_____) ___________________ 
Check all that apply:  ❑ ok to leave detailed message     ❑ leave only name and/or meeting time     ❑ no message 
E. 	Emergency information 
If some kind of emergency arises and I cannot reach you, or I need to reach someone close to you, whom should I call? 
Name: ___________________________________________ Relationship: ________________________________  
Primary Phone: (_____) _________________ 	Alternate Phone: (_____) _________________ 
Address: _____________________________________________________________________________________ 
F. 	Presenting Problem Information: Please briefly describe your reason for seeking therapy at this time. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
How long have you been experiencing this? __________________________________________________
Have you ever sought therapy before? Did you find it helpful? If so, how? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What have you tried to help with your current problem? Has it been helpful? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your Top 3 Goals for therapy? What would you like to see change or be different about yourself or your life?	 
1.	___________________________________________________________________________________________ 
2.	___________________________________________________________________________________________ 
3.	___________________________________________________________________________________________ 
Are you currently taking psychiatric medications or have you taken them in the past? If so, please list them here:  
Medication Name 	 	Dates Taken  	Helpful (Y/N)?	Name of Person who Prescribed 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please indicate whether or not you have experienced any of the following symptoms in the past month. If yes, please provide some details in the space provided:	 
Sadness/Low Mood		☐No ☐Yes	______________________________________________________________________________ 
Suicidal Thoughts/Impulse 	☐No ☐Yes	______________________________________________________________________________
Homicidal Thoughts/Impulses 	☐No ☐Yes 	______________________________________________________________________________
Appetite Problems 	 	☐No ☐Yes	______________________________________________________________________________
Sleep Problems 	 	 	☐No ☐Yes 	______________________________________________________________________________
Physical Complaints/Pain 	☐No ☐Yes 	______________________________________________________________________________
Anger/Irritability 	 	☐No ☐Yes 	______________________________________________________________________________
Isolation/Social Withdrawal 	☐No ☐Yes 	______________________________________________________________________________
Anxiety/Panic   			☐No ☐Yes 	______________________________________________________________________________
Phobias 	 	 	☐No ☐Yes	______________________________________________________________________________   
Binge Eating and/or Purging	☐No ☐Yes	______________________________________________________________________________
Restricting Food Intake 	 	☐No ☐Yes 	______________________________________________________________________________
Poor Impulse Control		☐No ☐Yes	______________________________________________________________________________
Violence Toward Others 	 	☐No ☐Yes	______________________________________________________________________________
Strange or Unusual Behavior	☐No ☐Yes	______________________________________________________________________________
Confused or Irrational Thinking 	☐No ☐Yes	______________________________________________________________________________
Bothersome Repetitive Behavior	☐No ☐Yes	______________________________________________________________________________
Self-Mutilation or Harm 	 	☐No ☐Yes	______________________________________________________________________________
Abuse of Alcohol/Drugs 	 	☐No ☐Yes	______________________________________________________________________________
Other Symptoms (please describe): 		______________________________________________________________________________
Have any of your biological relatives had any of the symptoms listed above, or any other mental health concerns in their lifetimes? If so, please list briefly in the space below (e.g. uncle = depression, daughter = anxiety): 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	 
Please tell me a little about your strengths and what you like about yourself:	 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.
