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ADULT INTAKE

This confidential form is designed to assist the Institute in acquiring information regarding you and/or your family’s therapeutic needs.  Your assistance in completing this form accurately and completely is greatly appreciated. 

IDENTIFICATION DATA

Full Name: 

Date of Birth: ________ /________ /________    Age: _________   Sex:   M     F     Race: 

Phone: (Home) ______ - ______ - _______        (Work) ______ - ______ - _______        (Cell) ______ - ______ - 

Social Security Number: ______ - ______ - ________    Email Address: 

Address: 


City: ___________________________ State: ___________ Zip: __________________ County: 


Occupation: 


Place of Employment: 


Can we contact you by phone, email and mail at the numbers/addresses listed above? 


If not, please list preferred or alternate means of communication: 


EDUCATION

Circle Last Year Completed:

Primary:  1  2  3  4  5  6  7  8      High School:  9  10  11  12    GED      College/University:  1  2  3  4  5  6+   

MILITARY SERVICE

Branch of Armed Services: ___________________________ Years Served: 

Rank: ____________________________________________ Wars Served: 


Specialized Training/Service: 


Honorable Discharge? ________    Dishonorable Discharge? ________

REFERRAL INFORMATION

Who referred you to the Indianapolis Institute? 


What are your concerns? 


RELATIONSHIP DATA

Current Relationship Status: 
Single _____ Significant Relationship_____ Living Together _____   Engaged _____     Married _____

Separated __________       Date _______________

Divorced   __________       Date _______________

Widowed  __________       Date _______________

If Applicable, Full Name of Current Spouse/Partner: 


Address: 


City: ____________________________________________ State: _________________ Zip: 


County: 


Telephone: ________ - ________ - _____________  (Home) ________ - _______ - ___________  (Work)

Date of Birth: ________ /________ /________   Age: ____________   

Place of Employment: 


If Married or Living Together:

Date of marriage/move-in: ________ /________ /________   Years Married/Living Together: ___________

Have either of you considered separation/divorce? __________________   Filed? 


Describe this relationship/marriage: 


Satisfactory? _____       Unsatisfactory? _____       Stable? _____      Unstable? _____

Previous Marriages/Significant Relationships:
Name of Partner            Date Married/Moved In          Date Separated/Divorced/Widowed        Reason for Divorce/Separation

EMERGENCY CONTACT

In Case of Emergency, please notify: 


Telephone: _______ - ________ - _______________ Relation to you: 


CHILDREN

List all children including step, foster and adopted.

	Name
	Biological/Step/

Adopted/Foster?
	Date of Birth
	Age
	Sex/
Gender
	With whom & where does he/she live?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Have any of your children ever been removed from your home and/or from your custody? 
 
If yes, please explain when, why, by whom, and where the children were placed: 


FAMILY HISTORY
Describe your childhood and the family you grew up in: 


Were you abused as a child? ___________ If so, by whom? 



Mental ____       Emotional ____       Physical ____       Sexual ____       Neglect ____

Describe the abuse/neglect: 


HEALTH INFORMATION

Doctor/Physician: ______________________________________________ Telephone: 


Address: 


Many insurance companies and Medicaid require us to communicate with your physican/doctor, if you are considered the primary patient and insurance/Medicaid claims will be filed under your name.  (If you are seen with your child, we may not be required to send information to your doctor.)  
I consent to the release of information to my doctor as required by my insurance/Medicaid.  Initial Here: 


I do not consent to release information to my doctor.                                                                Initial Here: 


Rate your physical health:   Excellent      Good      Fair      Poor

List any significant past or current mental and physical illnesses, injuries or handicaps: 

Please list all current medications (use back of sheet if necessary):
	Medication
	Amount Prescribed
	Prescribed By
	Prescribed For

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Describe all use/abuse of drugs/alcohol by yourself, spouse, and other family members:

Self: 


Spouse/Partner: 


Others: 


If you or a family member have previously or are currently engaged in mental health services, please complete the following: 

	Dates of Service
	Who Was Seen?
	Doctor/Therapist
	Hospital/Clinic/Agency
	Outcome

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


CONSENT
I hereby consent to the provision of mental health services by the INDIANAPOLIS INSTITUTE FOR FAMILIES, Inc.  I understand that these services shall be provided by a Licensed Clinical Social Worker, a Licensed Marriage and Family Therapist, or a Licensed Mental Health Counselor.  Diane A. Burks, LCSW, LMFT, the Executive and Clinical Director, as well as Ann H. Adinamis, M.D., the Physician Director, provide clinical/psychiatric supervision of these therapists.  Please feel free to ask your therapist about specific credentials and certifications.

Signature: _________________________________________________________ Date: 

Children & Adults ● Relationships & Families


Abuse & Trauma ● Juvenile Justice


Professional Training
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