Karla R. Kim, MFT

	CLIENT INTAKE INFORMATION

(to be completed by client)



Please complete the following questionnaire. This information will be discussed more thoroughly in session and used to determine goals for treatment. 

Date of Intake: ____________

Name: __________________________________________   Date of Birth: __________________
Home Address: _________________________________________________________________________

_______________________________________________________________________________________
Phone: _________________  (day)   _______________  (evening)    OK to call/leave message ___ YES  __ NO   
Can you be reached by Email?   __ Yes ___ No      Email address: ________________________________
When is the best time to send Email to you?  _______________________________

Gender: M / F           Age: ________       Faith /Religious Affiliation: ___________________    

Ethnicity:______________________________

If client is a minor, name of parent / legal guardian:  ________________________________________________    

Address (if different): _________________________________________________________________________       
Phone: _________________________     (day)     _________________________  (evening)  

Education / Employment Information

Occupations:____________________________________________________________________
Employer: _____________________________________________________________________

Highest Level of Education: _______________________________________________________

How satisfied are you with your job? ______________________________________________

Marital / Children

Marital/Relationship Status (check all that apply):

__ Married                    __ Separated              __ Widowed        __ Divorced             __ Remarried

__ Single                   __ Long Term Relationship         __ Cohabitating           __ Other _______________

Current Partner’s name: ______________________________________________________

Partner’s occupation: ___________________________________________________________________
Length of relationship: __________________________________________________________________
How satisfied are you with this relationship? _________________________________________________

Do you have any children (biological, adopted, foster, step, etc.) ?         ___  Yes      ___ No

If yes, please list name and ages: _____________________________________________________________ 

Do your children currently live with you?   ___  Yes       ___   No

If no, where do they live? ____________________________________________________________________
How often do you see them? _________________________________________________________________
EMERGENCY INFORMATION 

 In case of emergency, please notify:____________________________________   Phone:_________________ 

 Relationship: _________________________________________________________________

REFERRAL INFORMATION 

      How did you learn about this service provider?  If referred, by whom? _____________________

HEALTH / MEDICAL INFORMATION

Name of Primary Care Physician: ________________________________________  Phone: _______________ 

Other Healthcare Provider: _____________________________________________  Phone: _______________

Name of Medication      Dosage       Prescribed for Condition              Taken as Prescribed ?

MENTAL HEALTH HISTORY

Have you had any history in counseling/psychotherapy, substance abuse treatment, psychiatric treatment, or hospitalization for mental health / emotional issues?   ___YES     ___ NO 

If yes, please provide the following information: 

Service Provider/Facility                               Date                      Reason                            Was it helpful? 
_____________________________________________________________________________________

_____________________________________________________________________________________
______________________________________________________________________________

PRESENT CONCERNS

Please state the reason(s) you are seeking counseling:

______________________________________________________________________

What outcome would you like to achieve from counseling? 

______________________________________________________________________

How have you attempted to deal with this problem before? 

What do you consider as your strengths or desirable qualities? ______________________________________________________________________

Please circle any of the following that presently cause you difficulty:
Assertiveness

Health Problems

Career Choices

Grieving

Parenting


Alcohol /Drug Abuse
Legal Matters

Self-Concept

Anxiety


Sexual Problems

Marriage


Religion

Sleep Problems

Loneliness

Concentration

Separation

Suicidal Thoughts

Energy


Headaches

Decision Making

Physical Abuse

Children


Parents


Self-Control

Education


Divorce


Relaxation

Flashbacks


Temper


Depression

Sexual Abuse

Eating Problems

Stress


Friends


Dating


Other_________________


Now put an * by the items that are causing you the MOST difficulty.







Client Signature: __________________________________________________________ Date: ________________

Parent/Legal Guardian Signature (if minor): ___________________________ Date: ________________
INSURANCE
Name of Policy Holder: _______________________________________________________

Date of Birth of Policy Holder: _____________________________

Home Address: _______________________________________________________________________________________

Phone: ______________ (Home)    _______________  (Work)    Relationship to Insured: _______________

Insurance Company: ____________________________________________

ID #: _____________________________________ Policy #: ________________________ Group #: _______________

Are you covered under any other insurance?  Yes ___   No___

If yes:

Insurance Company: ______________________________________________________

ID#: ____________________________________________ Policy #:_______________________ Group #:___________

Tricare:
Sponser’s Name: __________________________________________ Sponser’s ID #:_________________________

Address: ______________________________________________________________________________________________

Sponser’s Date of Birth: ________________________ Effective Date of Coverage: _____________________

Rank: __________  Active Duty __________  Retired __________ Deceased __________  Other___________

Branch (please circle):   Army      Coast Guard       Navy         Air Force           Marines

Coverage  (please circle):    Prime           Standard            Extra

I authorize the release of information with respect to me or any of my dependents, which may have a bearing on the benefits payable for services rendered.  I authorize payment to be made on my behalf by my insurance company to Karla R. Kim, MFT for services rendered.  I agree to pay all agreed upon charges for services not covered by insurance reimbursement.

Client Signature: __________________________________________________________ Date: ________________

Parent/Legal Guardian Signature (if minor): ___________________________ Date: ________________
