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INTAKE QUESTIONNAIRE  

Your answers to this questionnaire help me get to know you better. There are a lot of questions, so 

please take your time. Don’t worry if you can’t remember some of the information, or are not sure 

exactly how to answer a question. We’ll have time to review your responses and any questions you have 

in our first meeting. I really appreciate the time you take to answer these questions.  

SECTION 1: CONTACT INFORMATION 

Name: ________________________________ Today’s Date: _______________________ 

Date of Birth:  ________________________________ Age: _______________________ 

Gender:                    Male         Female                    Handedness:         Right      Left      Both 

 

Your Contact Information  

Address:    ____________________________________________________________________________ 

Occupation (put ‘student’ if student and specific part or full-time):  _______________________________ 

School or Employer Name: ________________________________________________________________ 

Email Address:      ________________________________     Permission to Email You:              Yes  No                  

Best Phone Number:    ____________________________    Permission to Leave Message:      Yes  No 

 
 

Secondary Contact Information (e.g., parents):  

Name:       _______________________________________  Relation to You:  _______________________ 

Address (if different): ___________________________________________________________________ 

Email Address:      ________________________________     Phone Number:    ______________________     
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SECTION 2: LIVING SITUATION INFORMATION 

1. Select one choice that best describes your biological parents (or adoptive parents if adopted):  

Living together and:      Married             Domestic Partnership               Unmarried 

Living separately and:     Separated         Divorced         Widowed           Other: 

 

2. Please list all people currently living in your home, including parents and step-parents (include last names 

if different from yours), siblings, or roommates. If this you live in two homes (e.g., a dorm during the school 

year and with your parents during the summer), indicate with (1) and (2).  

  Name Relation to You Age 
Present/Highest 
Grade Level  

 

 

 

 

 

 

 

 

 

3. Please list all individuals important to you but not currently living in your home (examples might 

include your parents if you do not live with them; siblings away at college; birth parents or a non-custodial 

parent; your significant other): 

  Name Relation to You Age 
Present/Highest 
Grade Level 

Occupation 
(if applicable) 
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SECTION 3: YOUR QUESTIONS 
 

4. What questions or concerns that you are hoping an evaluation or therapy can answer or address? 

 

 

 

 

 

5. When did you first become concerned about these issues?  What have you tried already? 

 

 

 

 

6. Have you ever been diagnosed with a learning or processing issue by a physician or mental health 

professional? Examples include ADHD, reading disorder, or depression. If yes, please indicate who diagnosed 

you and what the diagnosis was. If you’ve had a previous evaluation, please provide copies if possible. 

 

 

 

 
 

7. Have you seen any other service providers? E.g., psychiatrist, psychologist, counselor, speech therapist, 

occupational or physical therapist, behavioral optometrist, allergist, chiropractor, tutor?  

Name of provider and title/job: Date(s) Seen: Reason for visit: 
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SECTION 4: MEDICAL AND DEVELOPMENTAL HISTORY 
 

8.  Who is your regular doctor (PCP)?    ___________________________________________________ 

   Doctor’s Address:   _________________________________________________________________ 

 

9. Do you currently see any other medical specialists? (e.g., neurologist; endocrinologist):  

Name of provider and degree: Date(s) Seen: Reason for visit: 

   

   

   

   
 

10. Please list all prescription medications you currently take: 

Medication Name Dosage     Reason Who prescribes (e.g., psychiatrist) 

    

    

    

    
 

11. Please list all legal or illegal substances you currently take (this information is confidential). Please 

include caffeine, nicotine/cigarettes/e-cigs, marijuana, alcohol, and “street drugs”: 

Substance Age Started Times Per Week Any Concerns? 

    

    

    

    

 

12. Are you aware of any major complications with your birth or delivery?  

 Yes   No     

 

13. Did you have any major medical or developmental problems during your first years (ages 0-5)? 

Examples might include being late to walk or talk, having sleep or feeding problems, lots of ear infections. 

 Yes   No     
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14. Past Medical History: Please describe any history of the following, indicating age at which you 
experienced the problem (or mark “Current”). Attach additional sheets if necessary. 

Check if Yes        Age                  Please Describe or List: 

 
Surgeries (inpatient/hospital  or 

outpatient/day surgery) 

 
 
 
 
 

 Other Hospitalizations  

 
 
 
 
 

 
Accidents or injuries  
(include broken bones and 
concussions/head injury) 

 
 
 
 
 

 Chronic illness 

 
 
 
 
 

 Seizures or convulsions 

 
 
 
 
 

 

Other significant issue            

(e.g, major acute illness; asthma; 
chronic ear infections; elevated 
lead levels) 

 
 
 
 
 

 

15. Do you currently experience any of the following?  

Check if Yes  Check if Yes  

 Asthma  Sleep Problems 

 Allergies:   Appetite Problems 

 Tics (e.g., eye blinking)  Muscle aches/pains 

 Hearing Problems  Fatigue 

 Vision Problems  Headaches (non-migraine) 

 Stomachaches  Migraine Headaches 

 Other Describe:  

 Other Describe:  
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16. Please indicate family history for any of the following psychiatric/learning problems: 

Check if Yes  Check if Yes  

 Anxiety  Autism/Asperger Syndrome 

 Depression  
Mental retardation or                  
significant developmental delay  

 
Schizophrenia                                    
or other thought disorder  

 Tic Disorder  

 Bipolar disorder  Attention Problems 

 
Psychiatric hospitalization,  
suicide, or “nervous breakdown” 

 Language Problems 

 Substance Abuse  Learning Problems 

 
Problems with anger, aggression, 
or impulse control 

 Trauma 

 Other problem Describe:  _____________________________ 
 

 

17. Please indicate family history for any of the following medical problems: 

Check if Yes  Check if Yes 
 
 

 Alzheimer’s Dementia  
Other Dementia (e.g., Pick’s, 

Huntington’s, Parkinson’s) 

 
Autoimmune or  
immune disorder 

 Epilepsy or seizures 

 Cancer or leukemia  Genetic/chromosomal disorder 

 Cardiac problems or heart attack  Hematological (blood) disorder 

 Chronic fatigue condition  Migraine headaches 

 Diabetes   Musculoskeletal Disorder 

 
Endocrine or metabolic disorder 
(other than diabetes) 

 Other Neurological Disorder 

 Other significant problem  Describe: ________________________________ 
 

18. Please use the space below to include any other medical history information that may be helpful 

to know about you. 

 

 

 



Adult Intake Questionnaire 
Page 7 of 8 

 

Stephanie Nelson, Ph.D., ABPP, ABPdN                   2310 130th Avenue NE, B-101  Bellevue, WA 98005  
 

SECTION 5: SCHOOL AND LEARNING 

19. List all schools you have attended. Begin with kindergarten and include current school if you are in school. 

Name of School  Grades/Years Attended  

    

    

    

    

    

 

20. Have you ever repeated a grade?                       

 Yes    No      

 

21. Did you ever receive Special Education services? For example, did you ever have an IEP or a 504 Plan?               

 Yes    No   

 

22. Do you currently receive extra help in school? For example, do you have an IEP or 504 Plan, or do 

you receive accommodations (like extra time for tests) or tutoring?                                          

 Yes    No     If yes, please describe. 

 

 
 

23. Are you currently concerned about your academic progress?                   

 Yes    No     If yes, please describe. 

 

 

 

 

24. Please describe your study habits, if applicable. For example, what do you do to study for a big test? If 

you work, describe your work habits, such as how organized or timely you are. 

 

 

 

 

25. If you currently work, please describe your job. Are you concerned about your job performance? 
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SECTION 6: FEELINGS, BEHAVIOR, AND RELATIONSHIPS 

26. Are you concerned about any of the following? Check if yes: 
 

 Attention  Anxiety  Anger 

 Impulse Control  Depression  Irritability 

 Motivation  Self-Esteem  Severe Mood Swings 

 Organization  Loneliness  Lying or stealing 

 Forgetfulness  Relationships  Gambling 

 Learning  Sexuality  Trauma 

 Test-taking  Obsessions/Compulsions  
Ability to “go with the 
flow”; Flexibility 

 

27. Please describe any major changes in your living situation or significant stresses you’ve 

experienced over the past two years (e.g., major move, starting college or new job, death of a close friend 

or family member, serious illness, family or relationship conflict,  trauma, new relationship or break-up):                     

 

 

 

 

 

28. Please describe your friendships. How do you relate to other people? Any concerns in this area? 

 

 

 

 

 

29.  Are you in a romantic relationship? Are you currently satisfied with your relationship? Please 

describe your relationship status and any concerns you have about your love life.  

 

 

 

30. Please list your extra-curricular activities, part-time jobs, sports, hobbies, and favorite pastimes.   

 

 


