Margaret Schilling, MA, LPC                                                                                                                                                                        2306 NE Glisan Street Portland Oregon 97232 * Telephone: 971 222 7270

Initial Adult Intake Questionnaire 
Please complete the form below or if you prefer, we can complete this together in your first session.
Today’s Date:_________________________
I. INFORMATION ABOUT YOURSELF
Your Name:__________________________________________Age:__________   Ethnic/Racial Background______________________________________

Immigration History (If it applies): ___________________________________________________________________________________________________
Language(s) other than English___________________________________________________________________________________________________
Educational background:______________________________________  Spiritual/Religious beliefs:______________________________________
Occupation: 
 _________________________________________________________
Do you enjoy your work?      □ A lot                                          □ Moderately                                           □ Very little

Describe past experiences with therapy and/or your thoughts/concerns about therapy:

______________________________________________________________________________________________________________________________________________
II. INFORMATION ABOUT YOUR FAMILY AND RELATIONSHIPS

I am currently:  □ Dating for __  mo / yrs    □ Cohabiting for ___ mo / yrs   □ Married for __   mo / yrs    □ Separated for ___mo / yrs    □ Divorced for ____mo / yrs  □ Widowed for___mo/yrs     □ Single      □ In an open relationship for ____mo/yrs
Have you been married previously (not counting at present)?     □ Yes      □ No If yes, how many times? __________________

Who is in your family (include name and relationship)?

_____________________________________________________________________________________________________________________________________________
Describe your living situation and who lives in your home: _______________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________
III. REASONS FOR SEEKING COUNSELING

Please, check those that apply:
___ Depressed Mood                                                                                           

___ Anxiety 
___ Cultural conflict issues






___ Self-Esteem or Confidence

___ Social Difficulties                                                                                           

 ___ Stress Management 
___ Substance Abuse (Alcohol/Drugs)                                                            

___ Other Addictions (Porn, Sex, Shopping)                                           
___ Eating Disorder







___ Anger Management                                                                                       
___ Weight Management / Body Image                                                            

 ___ Spiritual Problems 

___ Bereavement/ Loss                                                                                          
 ___ Education/ Career Concerns                                                                            
___ Financial Concerns







___ Legal Concerns                                                                                                  
___ Medical Issues 







___ Traumatic loss impacting daily life                                                                             
___ Life transitioning Issues





     ___ Communication Problems/Relationship Conflict                                      

___ Sexual Intimacy Concerns






___ Emotional or Sexual Infidelity/affairs                                            
___ Emotionally disconnected from spouse/partner 



___ Other Marital/Relationship Concerns                                         
___ Separation / Divorce / Relationship Break-Up 



___ Custody Concerns                                                                            
___ Parenting








___ Blended Family Issues


___ Family Conflict                                                                                        

 ___ Other ___________________________________________________________________________________________________________________________
Circle any traumatic or difficult events you have experienced:

 Loss of loved one                                                                                                                  Accident: car, bike, natural disaster

 Community Violence/War                                                                                                   Abuse: emotional, sexual, physical

Witnessing something disturbing                                                                                      Medical procedure

Other (please specify): _______________________                                                                    Refugee/Migrant Status
Please describe how these events still impact you today:

__________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________
IV. SYMPTOM CHECKLIST

On a scale of 0-4 (0=none or not applicable, 1=a little, 2=moderate, 3=a lot, 4=extreme) rate how much you have experienced each symptom over the past two months.

1. Feeling sad, down or depressed                                                                                                         
     0    1    2    3    4

2. Avoiding certain people or places                                                                                                     
     0    1    2    3    4

3. Loss of interest in activities I normally enjoy                                                                                 
     0    1    2    3    4

4. Low energy/feeling tired                                                                                                                      
     0    1    2    3    4

5. Sleep problems (insomnia, not staying asleep, or early waking)                                                          0    1    2    3   4

6. Eating too much or too little                                                                                                                              0    1    2    3    4

7. Not able to think clearly                                                                                                                                      0    1    2    3    4

8. Feeling no pleasure or joy in life                                                                                                                       0    1    2    3    4

9. Anxiety attacks                                                                                                                                                       0    1    2    3    4

10. Worrying about things consistently                                                                                                              0    1    2    3    4

11. Angry outbursts                                                                                                                                                   0    1    2    3    4

12. Low self-esteem or low self-confidence                                                                                                       0    1    2    3    4

13. Feeling guilty                                                                                                                                                        0    1    2    3    4

14. Feeling too stressed                                                                                                                                           0    1    2    3    4

15. Thoughts of suicide                                                                                                                                             0    1    2    3    4

16. Drinking too much or abusing drugs (i.e. street drugs or prescribed medications)                       0    1    2    3    4

17. Acting out other compulsive behaviors (i.e. gambling, sex, porn, shopping, etc.)                          0    1    2    3    4

18. Not getting my work done                                                                                                                               0    1    2    3    4

19. Muscle, joint, body pain                                                                                                                  
      0    1    2    3    4
If you are in a relationship with a spouse/partner, please rate how much you have experienced each of these six symptoms in your relationship over the past two months. If you are single, rate a significant relationship, such as parent(s), sibling(s), child(ren), that impacts your wellbeing. 

 Not talking to each other                                                                                                                 
 
      0    1     2    3   4

Having bad arguments                                                                                                                        
       0    1     2     3   4

Lack of trust between us                                                                                                                                          0    1     2     3   4

Feeling lonely in the relationship                                                                                                    
       0   1    2     3    4

Lack of affection and caring between us                                                                                      

        0   1    2    3    4

Feeling unhappy about our relationship                                                                                    
 
         0   1   2    3    4
VI.  HISTORY OF PSYCHOSOCIAL /HEALTH DIFFICULTIES
At this time, how would you describe your general state of self-care, well-being and energy? ________________________________________________________________________________________________________________________________________





_______________________________________________________________________________________________________________________________________________
Do you take any Prescription Medications? □ Yes □ No  If yes, please list them:                   

	Medication/Dosage
	Prescribed by:
	Purpose              
	Since 

	
	
	
	

	
	
	
	


Describe any family history of mental health issues: _______________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________

Describe any current or past episodes of self-injurious behavior or thoughts (substance abuse, thoughts of harming oneself) ______________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________

Have you ever been psychiatrically hospitalized? If yes, when and how long?_______________________________________________________
_______________________________________________________________________________________________________________________________________________
What other types of healing modalities or therapies are you involved with/or interested in? Please, circle all that apply-

 Chiropractic        Energy work (Reiki, healing touch or other?)     Life coaching     Massage     Yoga     Meditation

Acupuncture      Feldenkraiss    Health coaching   Tai chi or Qigong    Other:__________________________________
Describe your drug and/or alcohol use:

Type

                                 Amount

            Frequency

                                Past/Present?

_______________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________
Have you ever felt you had a problem with substance use?


 Yes
  No

If yes, please describe:_____________________________________________________________________________________________________________________
Have you ever been in recovery from substance use?

                  
 Yes
 No

If yes, describe: ___________________________________________________________________________________________________________________________
Do you have a family history of drug or alcohol problems?

____________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________
What is going well in your life? _______________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________
What motivates or energizes you? _______________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________
Who do you turn to for support (e.g. for encouragement, advice, friendship, etc.)?________________________________________________
_____________________________________________________________________________________________________________________________________________


What would people say your strengths and areas for growth might be? _______________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________


What else is important for me to know before we begin working together? _______________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________
Thank you! ________________________________________________________________________________________________________________

Office Use Only
SI/RA:  Current (active/passive) – past (active/passive)  – active attempts _____________________________________________________________________________________________________________________________________________
HI/RA: Current (active/passive) – past (active/passive)  – active attempts ______________________________________________________________________________________________________________________________________________
Notes:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Diagnoses: ______________________________________________________________ 

_______________________________________________________________________________________________________________________________________________
Therapist signature







Date
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