
 
 

ADULT PSYCHOTHERAPY INTAKE QUESTIONNAIRE 
 

Full Name:  Sex:   

Today’s Date:  Birthdate:  Age:  

Who referred you to us?  ☐ Physician    ☐ Therapist    ☐ Self-Referred   Other: 

 

Please describe the main reason(s) or problem(s) for which you are seeking psychotherapy. 

 
 
 

 
Please provide more information about the above symptoms to the best of your ability. 
 

When did the problem(s) first begin?   

Where or in what setting(s) do the problems occur?  

Are the problem(s) or symptoms ever not present? If so, 
when? 

 

Have the symptoms gotten better, worse, or stayed the 
same since they first started? 

 

Have the problem(s) affected your work (or academic 
performance)? If so, how? 

 

Have the problem(s) affected your home life? If so, how?  

Have the problem(s) affected your relationships, such as 
marriage or friendships? If so, how? 

 

 
Please check any symptoms that are currently a problem for you: 

 

Sadness/depression Feelings of sadness, grief, guilt, loneliness, despair, or similar ☐ 

Too much energy Cannot be still for long, seem to always be on the go, are difficult to keep up with ☐ 

Relationship issues Marriage, family, friends, or others  ☐ 

Sexual issues sexual dysfunction, sexual orientation, gender identity, or other sexual issue ☐ 

Difficulty focusing overlooking or missing details, work is inaccurate, making careless mistakes ☐ 

Worry frequently Often thinking about money problems, uncertain future, fears, etc. ☐ 

Irritability Easily frustrated or angry; argumentative; are rude to others; easily annoyed ☐ 

Anxiety feel keyed up or on edge; feel nervous; difficulty relaxing or calming down ☐ 

Memory problems forgetting appointments, misplacing items, cannot remember recent events ☐ 

Lack of interest work or school no longer interesting; little enjoyment in activities you used to like ☐ 

Poor sleep difficulty falling asleep or staying asleep; difficulty getting out of bed in the morning; feel 
exhausted during the day; not getting enough hours of sleep 

☐ 

Not finishing tasks leaving your work, schoolwork, or tasks at home unfinished; not following through on 
instructions; many projects started but not finished at home 

☐ 

Lack of energy Feel tired or fatigued during the day; others seem to have more energy than you ☐ 

Physical symptoms headaches, stomachaches, heartburn, achiness, muscle tension ☐ 

Lack of positive 
feelings 

Don’t seem to feel happy lately, less loving feelings toward family or partner, less excitement 
about life 

☐ 

 



 

PERSONAL HISTORY: 
 

Where were you born?  How many siblings do you have?  

Where were you raised?  If parents divorced, how old were you?  

Who raised you?  Were you abused during childhood? ☐Yes    ☐No 

Current marital status: 
☐ Married (# years: ____) 

☐ Cohabiting (# yrs: ____) 

☐ Divorced (# years: ____) 

☐ Widowed (# years: ____) 
☐ Single     

Do you have children? ☐ Yes (ages of children:                                                             ) ☐No 

 

Did your mother have any problems during her pregnancy with you? ☐Yes    ☐No 

Were you exposed to any prenatal teratogens, such as alcohol, tobacco, drugs, poisons? ☐Yes    ☐No 

Were you born full term?      ☐Early  ☐Late   ☐On time Any problems during your birth? ☐Yes    ☐No 

Walked/talked at the normal age? ☐Yes    ☐No Did you go to daycare or preschool? ☐Yes    ☐No 

 
EDUCATIONAL HISTORY: 
 

Highest education:   In grades 1-12, were you EVER:  

☐ Less than high school diploma ☐ BS or BA  Held back or failed a grade? ☐Yes    ☐No 

☐ High school diploma or GED ☐ MS or MA  Diagnosed with a learning disability? ☐Yes    ☐No 

☐ AA or technical diploma ☐ Doctorate  In any special ed classes? ☐Yes    ☐No 

   In trouble a lot in class? ☐Yes    ☐No 

Did you begin kindergarten on time? ☐Yes    ☐No  Sent to the principal’s office? ☐Yes    ☐No 

Are you in school now? ☐Yes    ☐No  Suspended from school? ☐Yes    ☐No 

What was your high school GPA?   Bullied or teased in school? ☐Yes    ☐No 

Please list any extracurricular activities you had in middle or 
high school: 

 In a private school? ☐Yes    ☐No 

 Homeschooled? ☐Yes    ☐No 

  Identified as gifted/AIG? ☐Yes    ☐No 

 

 Elementary School Middle School High School College 

How were your grades in 
school? Complete applicable 
boxes. 

☐ Above Average 

☐ Average   

☐ Below Average 

☐ Above Average 

☐ Average   

☐ Below Average 

☐ Above Average 

☐ Average   

☐ Below Average 

☐ Above Average 

☐ Average   

☐ Below Average 

 
EMPLOYMENT: 
 

Current job title:   How long at your current job?  

Work performance: ☐Great    ☐Good    ☐Poor Ever been fired from a job? ☐Yes    ☐No 

How would your supervisor 
describe you? 

 Ever quit a job without notice? ☐Yes    ☐No 

 
PHYSICAL HEALTH: 
 

Please list any current health problems.  

Date of last physical exam:   Current hearing/vision problems?  ☐Yes    ☐No 

Date of last bloodwork:  History of kidney problems? ☐Yes    ☐No 

Ever had a stroke? ☐Yes    ☐No  Ever been exposed to lead? ☐Yes    ☐No 

 

Have you ever had a concussion or other 
head injury? If no, skip to next section. 

☐Yes    ☐No If yes, how many concussions or head 
injuries have you had in your lifetime? 

 

Did you go to a hospital or physician 
within a day or so after the injury? 

☐Yes    ☐No Did you have any diagnostic imaging 
completed such as MRI? 

☐Yes    ☐No 

Were you diagnosed with a concussion or 
traumatic brain injury by a physician? 

☐Yes    ☐No Do you have any enduring symptoms from 
your head injury such as memory loss, 
headaches, dizziness, or confusion that 
were not there before the injury? 

☐Yes    ☐No 

 



 

Please list any other serious accidents or injuries you have had and when they occurred.  

 

Please list all surgeries you have had and when they occurred. 

 

 

Please list all current medications: 

Name of Medication Strength Dose (how many you take) 

   

   

   

   

   

   

 
MENTAL HEALTH: 
 

Please feel free to write short notes next to these items to clarify your responses. Any additional details (who, 
when, what) would be helpful. 

Any major events recently (ex. a move, job change, death, divorce)?  ☐Yes    ☐No 

Have you ever had a psychological evaluation? When? ☐Yes    ☐No 

Have you ever been in counseling? When? ☐Yes    ☐No 

Have you ever been prescribed medicine for ADHD, anxiety, or any other emotional reason? When and 
what medications? 

☐Yes    ☐No 

Ever had serious suicidal thoughts or tried to harm yourself? When was the last time? ☐Yes    ☐No 

Have you ever been hospitalized for a psychiatric reason? When? ☐Yes    ☐No 

If you are married or in a relationship, is it going well?  ☐Yes    ☐No  

 
SUBSTANCE USE: 
 

How many drinks with alcohol do you have 
per month on average? 

____ drinks per 
month 

Have you ever had an alcohol abuse 
problem? 

☐Yes    ☐No 

Have you ever used a recreational drug on 
a regular basis?  

☐Yes    ☐No 
Have you ever had a drug abuse 
problem? 

☐Yes    ☐No 

Have you ever used a prescription drug not 
prescribed to you? 

☐Yes    ☐No 
Have you ever had a drug or 
prescription drug abuse problem? 

☐Yes    ☐No 

 
FAMILY HISTORY: 
 

 Mother Father Sister Brother Grand- 
mother 

Grand- 
father 

Aunt Uncle Cousin Other 
Family 

Alcohol abuse ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Drug abuse ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Depression ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Suicide attempt ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Anxiety ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Bipolar Disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Schizophrenia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

ADD/ADHD ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Dementia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Violence ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Crime ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

 


