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Greensboro Dance and Drama Therapy
Intake Form
Name:  _____________________________________Date:  _________________________
Street Address: _____________________________________________________________
City/State/Zip: _____________________________________________________________
Home Phone: (
) 



 - May we leave a msg? ___Yes ___No

Cell/Other Phone: (

) 


 - May we leave a msg? ___Yes ___No

E-mail: ______________________________________ - May we email you? ___Yes ___No

*Please be aware that email might not be confidential.

Age:  ____________
Date of birth:  _______________ Gender:  ____________
____ Single, never married ____Committed couple ____Married, when? __________            _____Divorced, when?__________  Widowed _____ when?__________         
Number of Children: Ages, Gender and if they live with you________________________
___________________________________________________________________________Anyone else live in your home?_________________________________________________
Are you currently receiving psychiatric services, counseling or psychotherapy elsewhere? __
Do you have a current mental health diagnosis? ____ What ________________________

Are you currently taking prescribed psychiatric medication (antidepressants or others)? ____
If Yes, please list: ____________________________________________________________

___________________________________________________________________________

Who prescribes your medication:________________________________________________
Emergency contact person: 
__________________

________________

________________

Name

Phone number

           Relationship to you
HEALTH AND SOCIAL INFORMATION

1. How is your physical health at present? 

____ Poor ____ Unsatisfactory ____ Satisfactory ____ Good ____ Very good

2. Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches, hypertension, diabetes, etc.):

_____________________________________________________________________________________________________________________________________________________

3. Are you having any problems with your sleep habits? ___Yes ___No
If yes, check where applicable:

____ Sleeping too little ____Sleeping too much ____ Poor quality sleep 

____ Disturbing dreams ____Other _________________________

4. How many times per week do you exercise? __________

Approximately how long each time? __________

5. Are you having any difficulty with appetite or eating habits? ___Yes ___No
If yes, What? ____ Eating less ____ Eating more ____ Binging ____ Restricting

Have you experienced significant weight change in the last 2 months? ___Yes ___No 

6. Are you currently in a romantic relationship? ___Yes ___No 
If yes, how long have you been in this relationship? __________________

On a scale of 1-10, how would you rate the quality of your current relationship? ______

7. Have you had suicidal thoughts recently?

____ Frequently ____ Sometimes ____ Rarely ____ Never

Have you had them in the past?

____ Frequently ____ Sometimes ____ Rarely ____ Never

Have you ever attempted suicide? ___Yes ___No
FAMILY HISTORY

Tell me about your family of origin?  Are your parents married?  What was your home life like?  Do you have sisters and brothers?  What was your family environment like when you were growing up?  Were you adopted? Raised by foster parents or extended family? What is your relationship with your family now? Any Mental health Diagnosis? ___________________________________________________________________________
______________________________________________________________________________________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Have you ever experienced:
Extreme depressed mood  
 yes/no

Sleep Disturbances  

 yes/no


Suicide Attempt    
yes/no

Body Image Problems   
yes/no


Homicidal Thoughts   yes/no

Unexplained losses of time 
 yes/no


Rapid Speech  
yes/no

Unexplained memory lapses  yes/no


Hallucinations   
yes/no

Alcohol/Substance Abuse   
yes/no


Panic Attacks  
 yes/no

Frequent Body Complaints  
 yes/no


Extreme Anxiety   
yes/no

Eating Disorder  

 yes/no


Phobias   

yes/no

Repetitive Thoughts (e.g., Obsessions) yes/no
Wild Mood Swings  
yes/no

Repetitive Behaviors (e.g., Frequent Checking, Hand-Washing)

 yes/no

 

OCCUPATIONAL INFORMATION:

What is your highest level of education:  _______________________________________
Are you currently employed or attending school? ___Yes ___No
If yes, who is your current employer/position or what school do you attend? _______________________________________________________________________

If yes, how long have you been at your current position and are you happy there? _______________________________________________________________________

Please list any work or school related stressors, if any: _______________________________________________________________________

 

RELIGIOUS/SPIRITUAL INFORMATION:

Do you consider yourself to be religious? ___Yes ___No.  Spiritual? ___Yes ___No
If yes, what is your faith? ___________________________________________________
What did your religious upbringing teach you about life? __________________________

________________________________________________________________________

Emotion/symptom checklist

Check those symptoms or emotions that you are most concerned about within yourself:

___stress

___cynical attitudes

___can’t make decisions
___despair
___anxiety

___jealousy


___lack of confidence

___anger

___depression

___exhilaration


___abandonment

___fear
___fatigue

___suicidal thoughts

___shy with people

___guilt

___nausea

___negative attitude

___critical thoughts 

___hatred
___shakiness

___poor self esteem

___can’t keep a job 

___rage
___resentment

___loss of appetite

___bad moods


___grief
___constipation

___pessimism


___loneliness 


___worry
___inferiority

___perfectionism

___compulsive behavior
___shame
General questions

1. How much sleep do you get on the average night?

2. Please describe your diet and eating habits.  Do you have meals on the go, eat with others?

3. How do you relax and how often do you do this?
4. What is your concept of your body? Do you feel overweight, underweight or neither?
5. Do you have physical symptoms that seem related to stress or anxiety?

6. Do you have people upon whom you can call for support? Who are they?

7. What is your daily consumption of: 

alcohol __________________________
 caffeine__________________________

tobacco__________________________ other drugs_______________________
8. Are you currently or have you in the past struggled with addictions? If so please describe.

Anything else you would like me to know about yourself?

Life change checklist

Pleas rate events that have occurred in the past year or that you are still coping with.

Rate each event below using the following scale (add written notes if necessary):

0 Has not occurred in the past few years

1 Not stressful

2 Mildly stressful

3 Stressful, though manageable

4 Very stressful, need support

5 Extremely stressful, need immediate assistance

Personal


___
Death of a close friend or family member


___
Personal injury, illness, or hospitalization


___
Pregnancy (or pregnancy of partner)


___
Loss of self confidence


___
Outstanding achievement (graduation, promotion, etc.)


___
Change in eating habits


___
Suicidal thoughts


___
Change in religious belief and practice


___
Change in recreational time/activity


___
Trouble with the legal system


___
Problems with addiction


___
Other  ________________________________________

Relationship


___
New significant relationship


___
Change in a significant relationship, including with family members


___
Disagreements over money


___
Increased emotional distance


___
Lack of communication



___
Partner beginning or stopping work or school


___
Distress over sexual activity


___
Problems with another’s use of alcohol, drugs, or gambling


___
Other ___________________________________________

Household/community


___
Family member left home or in the process of leaving


___
Gain of a new member (birth, parents moving in, adoption)


___
Partner at home more or less than before


___
Retirement of partner


___
Injury, illness or disability of a partner


___
Change of residence


___
Change in health/attitude/behavior of a member of the household


___
Aggression/hostility/anger/yelling in the house


___
Difficulty with the children


___
Other _____________________________________________

Work


___
New job, or new line of work


___
Quit a job


___
Fired from a job


___
Retired


___
Laid off


___
Less job security


___
Promotion



___
Demotion


___
Trouble with work associates


___
Change in hours, conditions, travel, etc.


___
Changes in financial status


___
Tension between partners or family members on the use of money


___
Other _________________________________________________






