Christian Counseling Associates Of Raleigh, PLLC
INTAKE INFORMATION
This form will be retained in your confidential counseling record
Please complete this section ONLY:
Today’s Date: _____________________   Referral Source: _____________________________________
Name: First Person__________________________________________ Occupation: ________________     


Last


First   
 
         MI

(Second Person) ______________________________________ Occupation: ________________



Last


First

         MI
Address: _____________________________________________________ County: _________________
City: _________________________   State: _________________   Zip:  _________________
E-mail: His __________________________________   Hers: ____________________________________
Phone:  Home/Work: _______________  Cell: His: ___________________ Hers: ___________________
Date of Birth:      His: ______/______/_____     
Hers: _____/_____/_____
Marital Status:   Single     Married ( ____years)     Separated     Divorced     Cohabitation     Widowed   



(First Marriage       Second Marriage       Third Marriage)
 
Children:  Names/Age   __________________________________________________________________
Ethnic Group:   White     Black     Hispanic     Asian    Indian     Other _____________________________
Questions: 
1. What are the primary issues that you want to address in counseling?


1.

2.

3.

2. Are you presently using medications prescribed for mental/emotional issues? Please explain:

__________________________/_____________________________


__________________________/_____________________________


__________________________/_____________________________

__________________________/_____________________________
3.  If you are going to file insurance for reimbursement:

Name of insurance company? ______________________________________________________
Who is the primary policy holder?  __________________________________________________

4. May we have a credit card to keep on confidential file for future counseling charges:

Card #_______________________________  Exp: _________ Code: ________ Zip Code: ___________

For Office Use Only:

Remarks:

DSM V:


  Therapist Signature:


                           Date:


