Adrienne O'Neal ----- 9402 W. Lake Mead Blvd. Las Vegas, NV 89134 ----- (702) 243-0686

Individual Intake Form

Name: Spouse/Partner's Name:

Address:

Telephone-Home: Work: Email:

1.Sex: [ ] Male [ ] Female 2. Age: Years

3. Marital/Relationship Status: 4. Current Employment: 5. Approximate current annual household income:
[] Single (never married) [] Full-time L] $1,000-4,999 (] $40,000-49,999
[] Significant Other [] Part-time L1 $5.000-9,999 ] $50,000-74,999
[ ] Cohabitating (living together) [ ] Homemaker [ $10,000-14999 [ $75,000-99,999
[] First Marriage [] Unemployed ] $15,000-19,999 [ $100,000-149,999
[ Separated [] Full-time student [7 $20,000-20,999 [ $150,000 and above
[ Divorced L] Part-time student [T $30,000-39,999
] Widowed [] Retired

[] Remarried (after divorce)
[] Remarried (after spouse's death)

6. Children (include biological, adopted, foster, step, etc.):

Name: Sex: Age: Type (bio, step, etc.): Custody?

[JYes [INo
[JYes [INo
[JYes [INo
[JYes [INo

7. Education

[ grade school or junior high [ attending/attended college [] technical school degree

[ attending/attended high school [ college graduate [ graduate degree (Masters)

(1 high school graduate [ attending/attended graduate [] graduate degree (Doctoral)

school

8. Race/Ethnicity

L] White (European American) [] Native American [ Asian American

] Black (African American) [] Black (Other) [] Mexican American (Latino)

] Other Latin or Spanish [ Other: [] Multiracial

heritage
9. Are you presently under a physician's care? Yes No

If yes, what for?

List any current medications and amounts

Name and address of physician
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10. Please check any of the reasons listed below which resulted in your coming to the Clinical Services Center

Depression or Anxiety
Alcohol or other drug abuse
Marital problems
Communication difficulties

evaluation
Improve sexual relations
Child adjustment/parent conflict

Divorce counseling

OoOoooood

Sexual orientation questions

Psychological / Psychoeducational

Difficulty with loss or death

School learning difficulties
Family counseling
Relationship enhancement
Abuse (physical/sexual)
School adjustment problems
Individual counseling
Pre-Marital counseling

Other:

HoOoOooooooo

Thinking of harming self or others

11. As you think about the primary reason that brings you here, how would you rate its frequency and your over-all level of concern at
this point in time (note: a problem may occur rarely but be of serious concern, or occur frequently, but be of little concern)?

Concern
D No concern
1 Little concern
|:| Moderate concern
[ ] Serious concern
[ ] Very serious concern

Frequency
] No occurrence
[ ] Occurs rarely
[] Occurs sometimes
[] Occurs frequently
[] Occurs nearly always

12. Have you received prior counseling related to these problems? Yes No
If yes, was it: Outpatient Inpatient

When: Where:

by whom Length of treatment

Problem(s) treated:

Outcome: Very Somewhat ] Stayed the ] Somewhat Much

Successful Successful Same Worse Worse

Other: Outpatient Inpatient

When: Where:

by whom Length of treatment

Problem(s) treated:

Outcome: Very Somewhat ] Stayed the [] Somewhat [] Much

Successful Successful Same Worse Worse
13. Were you referred to this agency? Yes No
If yes, by whom

14. Person to contact in case of an emergency:

Name

Address

Phone: Home Work

Signature Date
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