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Intake Form 

Please provide the following information and answer the questions below. Please note: information provided here is protected as 

confidential information. 

Name: ___________________________________________________________________________                                

  (Last)                       (First)               (Middle Name or Initial) 

 

Name of parent or guardian (if patient is under 18 years): 

_________________________________________________________________________________            

  (Last)                      (First)               (Middle Name or Initial) 

 

Address: __________________________________________________________________________ 

__________________________________________________________________________________          

(City)                            (State)                               (Zip)                                 

Home Phone: _____________________________  May we leave a message? __________  

Cell Phone: _______________________________  May we leave a message? __________  

Email: _______________________________________________   May we email you? __________ 

*Please note: Email correspondence is not considered to be a confidential means of communication 

Birth Date: ______________________   Age: _________    Gender: ___________ (M/F or Other) 

Marital Status: ______________  Religious Preference: __________________________________ 

Occupation: ________________________________  Highest Level of Education: ________________ 

# of Children/Ages: ____________________________  # of Siblings/Ages: ________________________ 

Height: _____________  Weight: ___________  Allergies: _____________________________ 
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Referred by: _________________________________________________________________________ 

Preferred Pharmacy Name: ____________________________ Phone: __________________________ 

 

GENERAL HEALTH AND MENTAL HEALTH INFORMATION 

Please describe your reason for seeking psychiatric care: ________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

 

Please list your current medications: (medication name, dosage, and prescriber) 

• ___________________________________________________________________________ 

• ___________________________________________________________________________ 

• ___________________________________________________________________________ 

• ___________________________________________________________________________ 

• ___________________________________________________________________________ 

 

Please circle any of the following symptoms that are creating problems for you: 

Aggressive Angry/Tense Annoyed Appetite Problems Argumentative 

Blames Others Bored Can’t wait turn Compulsions Depression 

Guilt Impulsive Interrupts Others Jealous Job Problems 

Lonely/loner Panic Procrastinates Racing thoughts Rituals 

Scared Self- Doubt Shame Short Attention Talks too much 

Tantrums Worried Self- harm Suicidal thoughts Homicidal thoughts 
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Please rate the following symptoms that currently apply to you: 

Symptom        Never  Monthly      Weekly    2-7 Days Weekly 

Sleep problems/fatigue  ______  ________ _______  ______ 

Loss of pleasure/motivation ______  ________ _______ ______ 

Helpless/hopeless  ______  ________ _______ ______ 

Guilt/shame/anxiety  ______  ________ _______ ______ 

Excessive energy  ______  ________ _______ ______ 

Poor concentration/forgetful ______  ________ _______ ______ 

Poor appetite   ______  ________ _______ ______ 

Excessive appetite  ______  ________ _______ ______ 

Anger/irritability/defiance ______  ________ _______ ______ 

Hyperactivity   ______  ________ _______ ______ 

Paranoia   ______  ________ _______ ______ 

Hallucinations   ______  ________ _______ ______ 

Drug/alcohol use  ______  ________ _______ ______ 

Suicidal/homicidal thoughts ______  ________ _______ ______ 

 

Have you previously received any type of mental health treatment? (psychotherapy, medication management, 

psychiatric hospitalization, substance abuse treatment, Intensive Outpatient, ECT/TMS or Eating Disorder treatment) 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

 

Have you ever attempted to kill yourself or someone else? _____________________________________________ 

Have you ever used any illegal drugs? ________________________________________________ 

Have you ever thought you need to cut back on your consumption of alcohol? _______________  
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Has anyone ever commented to you that you drink too much alcohol? _____________________ 

Have you ever personally felt guilty or upset about how much alcohol you drink? __________ 

Have you ever had to take a drink in order to prevent withdrawal symptoms? _____________  

How much alcohol do you drink each week? ______________________ 

Have you ever been arrested or had legal problems? ___________________________________________________ 

______________________________________________________________________________________________ 

What do you consider to be some of your strengths? ___________________________________________________ 

______________________________________________________________________________________________ 

What are the most important goals you would like to accomplish in treatment at this time? 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

Please list any medications taken in the past and describe responses to each & dates taken: 

• ___________________________________________________________________________ 

• ___________________________________________________________________________ 

• ___________________________________________________________________________ 

• ___________________________________________________________________________ 

• ___________________________________________________________________________ 

 

Please list any specific health problems you are experiencing: _______________________________ 

__________________________________________________________________________________ 

 

Primary Care Provider Name: ________________________________________________________         

Primary Care Provider Phone: ________________________  Fax: ___________________________ 

Date of Last Physical Exam: __________________  Date of Last Menstrual Cycle: _______________ 
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FAMILY MENTAL HEALTH HISTORY 

In this section please identify if there is a family history of any of the following. If yes, please indicate the family member's 

relationship to you in the space provided  

    Yes/No   Family Member Relationship to You 

Substance Abuse  _______  ________________________________ 

Anxiety    _______  ________________________________ 

Depression   _______  ________________________________ 

Bipolar Disorder  _______  ________________________________ 

Schizophrenia   _______  ________________________________ 

Eating Disorders  _______  ________________________________ 

Anger Issues   _______  ________________________________ 

OCD    _______  ________________________________ 

Suicide    _______  ________________________________ 

 

SPIRITUAL/FAITH BELIEF QUESTIONNAIRE 

We wish to honor all patients who seek care at Steeping Stones Psychiatric Services. You do not have to fill out his 

information if you are not comfortable. This information is solely used to determine what kind of care you would prefer. 

Please describe your spiritual or faith beliefs: __________________________________________________ 

_______________________________________________________________________________________ 

Do you use your spiritual or faith beliefs to help manage your life problems? ________________________ 

How do your spiritual beliefs impact your everyday life? _________________________________________ 

_______________________________________________________________________________________ 

Do you identify with a specific group or a specific faith group within your community? If yes, does your 

community provide support and encouragement and/or resources? ______________________________ 

Would you like for your provider at Stepping Stones Psychiatric Services to include a faith component (of 

your preference) into your healthcare plan?  Yes _____ No ______ 
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Stepping Stones Psychiatric Services, PLLC 

Practice Information and Agreement Form 

_____(initial) I have read and understand the Practice Information and Agreement. I agree to abide by 

its terms during my contract. 

Notice of Privacy Practice Patient's Acknowledgment 

_____(initial) By initialing here and signing below, patient hereby acknowledges that he/she was offered 

a copy of the notice of privacy practices. 

Insurance and Payment 

______(initial) I understand that Stepping Stones Psychiatric Services, PLLC does not participate in any 

insurance plans and has opted out of Medicare. If I am covered under Medicare, I agree to not 

submitting any bills related to my care at Stepping Stones Psychiatric Services, PLLC for reimbursement 

to Medicare. If I have other insurance, I understand that I will be provided an invoice suitable for 

submission to my insurance for any Out of Network benefits I may have under my medical plan. I 

understand that payment for appointments are due, in full, at the time of each appointment. 

Consent for Treatment 

______ (initial) By initialing here and signing below, patient hereby gives consent for treatment at 

Stepping Stones Psychiatric Services, PLLC. 

Consent for Medication 

______(initial) By initialing here and signing below, patient hereby acknowledges that he/she has read 

and understands the Consent for Medication Agreement. 

________________________________________________________________________        

Patient Signature       Date 

________________________________________________________________________        

Printed Name of Patient 

 

If you are signing on behalf of a patient, please indicate your relationship to the patient or capacity to 

serve as a patient's representative. 

________________________________________________________________________________       

Signature of Parent/Guardian or Representative          Date 

________________________________________________________________________ 

Relationship to Patient  
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