[image: image1.emf]Trish Vernazza, M.A., MFT, ATR-BC

Licensed Marriage & Family Therapist MFC 38682

Board Certified Art Therapist #03-066

2774 Jefferson Street, Carlsbad, CA  92008

Mailing:  PO Box 4725, Oceanside, Ca 92056

760.439.8874  Fax 760.434-4789
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INTAKE AND HISTORY QUESTIONNAIRE

Name_____________________________________​​__ Referred by _______________________

Marital Status   [] Single [] Married [] Separated [] Divorced [] Widowed [] Other ______________
Home Address_________________________________________ City_________________ Zip____________
Phone (H)_____________(W)______________(C)____________Email ____________________
Client SSN # _______________ Age________ DOB__________ 

Employer’s Name __________________________________________ Phone ______________

Occupation__________________________________ # Years Education _____Degree ________
People Living in the Home and/or Children
Name                                       Date of Birth / age                                        Relationship/custody          

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

DO YOU HAVE ANY ALLERGIES/MEDICAL CONDITIONS? List history, current conditions and any medications that you are currently taking, including dosage.

______________________________________________________________________________

______________________________________________________________________________

Emergency Contact Name ___________________________________ Phone ______________

Address___________________________________________ Relationship_________________

Personal Physician Name ___________________________________ Phone ______________

Address________________________________________________ City_________________ Zip____________

When was your last physical exam? _______________________________________________

MAIN PURPOSE OF VISIT (Please give a brief summary of the main problems)
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

WHAT ARE YOUR TREATMENT GOALS

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

PRIOR ATTEMPTS TO CORRECT THE PROBLEMS (Please include contact with other professionals, medications, types of treatment etc.)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

MEDICAL HISTORY

Current medical problems/medications ____________________________________________

______________________________________________________________________________

Current supplements/vitamins/herbs ______________________________________________

Past medical problems/medications _______________________________________________

______________________________________________________________________________

Prior hospitalizations major illness&/or psychiatric reasons? (place, cause, date, outcome) 

______________________________________________________________________________

Other doctors/clinics seen regularly _______________________________________________

Any history of head trauma? (describe) _____________________________________________

Ever had a seizure or seizure like activity? __________________________________________

Prior abnormal lab tests, X-rays, EEG etc. __________________________________________

Present Height ______________ Present Weight ______________

CURRENT LIFE STRESSES (include anything that is currently stressful for you. For Example job, school, finances, children etc.) ______________________________________________________

______________________________________________________________________________

______________________________________________________________________________

PRENATAL AND BIRTH EVENTS (with regard to you)

Your parents’ attitude toward their pregnancy with you _______________________________

Pregnancy Complications (bleeding, severe morning sickness, medication, infections, smoking, drug/alcohol use, etc.) ____________________________________________________________

______________________________________________________________________________⓪  Natural Birth  ⓪  Caesarian Birth

Birth problems (trauma, forceps, complications) _______________________________________

SLEEP (sleepwalking, nightmares, recurrent dreams, current problems falling asleep or staying asleep) ________________________________________________________________________

______________________________________________________________________________

SCHOOL HISTORY

Last grade completed ___________ Last school attended _____________________________

Average grades received ________ Specific learning disabilities _______________________

Learning strengths _____________________________________________________________

Any behavior problems in school? ________________________________________________

What teachers said about you ____________________________________________________

EMPLOYMENT HISTORY

Jobs held (list from most to least favorite) ____________________________________________

______________________________________________________________________________

______________________________________________________________________________

Any work related problems? ______________________________________________________

What would your employers or supervisors say about you? ___________________________

______________________________________________________________________________

Military history _________________________________________________________________

LEGAL PROBLEMS (please give dates and descriptions) ________________________________

______________________________________________________________________________

SEXUAL HISTORY (answer only as much as you feel comfortable)

Age at the time of first sexual experience _______ Number of sexual partners ____________

Any history of sexually transmitted disease? _______ History of abortion? ______________

History of sexual abuse, molestation, or rape? ______________________________________

Current sexual problems? _______________________________________________________

ALCOHOL / DRUG HISTORY (these include alcohol (hard liquor, beer, wine), marijuana or hash, prescription tranquilizers or sleeping pills, inhalants (glue, gasoline, cleaning fluids, etc.), cocaine or crack, amphetamines r crank or ice, steroids, opiates (heroin, codeine, morphine or other pain killers), barbiturates, hallucinating drugs (LSD, mescaline, mushrooms, etc.), PCP.

	Substance
	Age started
	# yrs. used 
	Current use
	How it made you feel
	Benefits 

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Ever experience withdrawal symptoms from alcohol / drugs? __________________________

Has anyone told you they thought you had a problem with drugs / alcohol? ______________

Have you ever felt guilty about your drug / alcohol use? ______________________________

Have you ever felt annoyed when someone talked to you about your drug / alcohol use? ___

Have you ever used drugs / alcohol first thing in the morning? _________________________

Caffeine use per day (caffeine is in coffee, tea, sodas, chocolate) _________________________

Nicotine use per day, past and present (includes cigarettes, cigars, tobacco chew) __________

FAMILY HISTORY

Family Structure (who lives in your current household, please give relationship to each) _______

______________________________________________________________________________

______________________________________________________________________________

Current Marital or Relationship Satisfaction _________________________________________

______________________________________________________________________________

Significant Developmental Events (include marriages, separations, divorces, deaths, traumatic events, losses, abuse, etc.) ________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Natural Mother’s History: Age _______ Current job ___________________________________

Marriages _______ Highest grade completed _______ Learning problems ________________

Behavioral problems  ___________________________________________________________

Medical problems _______________________________________________________________

Childhood atmosphere (family position, abuse, illnesses, etc.) ___________________________

______________________________________________________________________________

Has she ever sought psychiatric treatment? ⓪  Yes ⓪  No   If yes, for what purpose? _____

______________________________________________________________________________

Mother’s alcohol/drug use history _________________________________________________

Have any of your mother’s blood relatives ever had any learning problems or psychiatric problems (alcohol/drug abuse, depression, anxiety, suicide attempts, psychiatric hospitalizations, etc.)? Specify __________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Natural Father’s History: Age _______ Current job ___________________________________

Marriages _______ Highest grade completed _______ Learning problems ________________

Behavioral problems  ___________________________________________________________

Medical problems _______________________________________________________________

Childhood atmosphere (family position, abuse, illnesses, etc.) ___________________________

______________________________________________________________________________

Has he ever sought psychiatric treatment? ⓪  Yes ⓪  No   If yes, for what purpose? ______

______________________________________________________________________________

Father’s alcohol/drug use history _________________________________________________

Have any of your father’s blood relatives ever had any learning problems or psychiatric problems (alcohol/drug abuse, depression, anxiety, suicide attempts, psychiatric hospitalizations, etc.)? Specify __________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Siblings (names, ages, problems, strengths, your relationship with them) ____________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Children (names, ages, problems, strengths, your relationship with them) ___________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Cultural/Ethnic Background ______________________________________________________

______________________________________________________________________________

Describe your relationship with friends ____________________________________________

______________________________________________________________________________

Describe yourself _______________________________________________________________

______________________________________________________________________________

Describe your strengths _________________________________________________________

______________________________________________________________________________

DATE:_______________________________________________________________________

SIGNATURE:_________________________________________________________________

DATE:_______________________________________________________________________

SIGNATURE:_________________________________________________________________
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