​​​ Rebecca Schneir, LMFT

600 N. 36th St. #309
(206) 805-9119
INTAKE INFORMATION
Name: _________________________________Today’s Date:_________________
Date of Birth:
_____ Age:
   Ethnicity:
           

Address:_____________________________________________________________

Phone number: 
 _
Occupation:  
 __________________     
  
 

Employer:  _________________________________                   
Work Phone:  _______________________________   
Home Phone:_____________________________                                     
Cell phone:  _

     

Emergency Contact (name and phone): 


What are the reasons for seeking counseling at this time?  










































Have you ever been in counseling before?    FORMCHECKBOX 
No       FORMCHECKBOX 
Yes
If yes, when and what for?
            

____________________________________________________________________            

Have you ever had a mental health diagnosis?    FORMCHECKBOX 
No       FORMCHECKBOX 
Yes
If yes, when and what was the diagnosis?
            

Are you currently having suicidal thoughts/engaging in suicidal behavior?   FORMCHECKBOX 
No       FORMCHECKBOX 
Yes
Are you currently engaging in self-harming behavior?   FORMCHECKBOX 
No       FORMCHECKBOX 
Yes       
          
Are you currently under the care of a psychiatrist/medication provider?   FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

Name of medication provider: ______________________________

 
Phone number of medication provider: ______________________________


Have you ever been hospitalized for suicidal behavior?     FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes:  Type(s) and date(s):  ____________________________________________________________________

____________________________________________________________________
Have you ever used alcohol or drugs?   FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes, age at first use: ______

Drugs/Alcohol use (include  type, frequency, amount, and effects):
Past:  










                  

____________________________________________________________________
____________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​Current: 










                  

____________________________________________________________________
___________________________________________________________________
Please list any prescribed medications you are currently taking:

	Medication
	Dosage & Frequency
	Purpose

	
	
	

	
	
	

	
	
	


Please list any non prescription medications you are currently taking:

	Medication
	Dosage & Frequency
	Purpose

	
	
	

	
	
	

	
	
	


INSURANCE INFORMATION:

Name of Insurancer:_____________________________________________________

Address:________________________________________________________________

Phone Number:____________________________________

ID#___________________

Group #______________________
