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Counseling Adolescent Intake Form

Name_____________________________   DOB:________________________

Address______________________________________

City__________________________________  State__________  Zip__________

Phone:  ______________   Okay to leave messages?  Yes____   No____

Sex:  Male_____   Female_____

Religion ____________________

Mother’s name _________________________

Father’s name __________________________

School _________________________________   Grade _________________

Have you had previous therapy?  Yes____ No______ Dates:  ________________

Any Current symptoms? ____________________________________________________________

_____________________________________________________________

What would you like help with? ___________________________________

_______________________________________________________________

Any thoughts about wanting to hurt yourself?  _______________________

Any thoughts about wanting to hurt others?  _________________________

Any prior suicide attempts?  _______________


Are you on any current medication? _________   If so, please list name and 

dosage amount____________________________________________________

__________________________________________________________________

Are you currently using alcohol, nicotine or other non-prescription drugs?______

If so, please list how much and how often you drink and/or take drugs:   

________________________________________________________________
Have you ever felt like you should cut down on your substance use?  _________

Have you experienced any abuse in your family or relationships?  ____________If 

so, what type of abuse?  ______________________________________________

Please list your counseling goals________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________

****My goal as your counselor is to help you navigate through difficulties in your life and relationships while providing a safe place to heal, explore, develop insight, practice healthy coping tools, and integrate and take responsibility for your changes.  I facilitate a process where you are able to move toward healing, self-acceptance, and to ultimately grow and thrive in a supportive environment.  While I will meet you each step of the way with compassion and empathy, a counselor is not a cure all, a parent, a friend, or a miracle worker.  My style is collaborative, honest, challenging, and direct with solid boundaries and empathy.  I reflect, assist, encourage, and point out incongruent patterns around actions and words.  I will not work harder than my clients or accept responsibility for your choices or consequences.  I respect my client’s decisions, and do not advise or direct my clients, as I believe that you are the expert in your own life and are fully capable of creating the life that you want with support and tools.  






Client Signature Page for Informed Consent for Counseling

Confidentiality

Counseling is best experienced in an atmosphere of trust.  All counseling services are confidential and information regarding our sessions cannot be revealed without your permission.  There are exceptions to confidentiality where disclosure is required by law:  When there is a reasonable suspicion of child abuse (physical, sexual, emotional, neglect), or adult dependent care abuse, elder abuse/neglect; and where a client threatens to harm or kill other(s) (homicide), or threatens to damage another person’s property.  Legally, I am a mandated reporter of abuse or intent to harm another.  If you are homicidal and make a serious threat to hurt another person(s), I will contact 911 and make every attempt to warn the intended victim or victims.  Additionally, if I am court ordered to release records (for example, a divorce or custody hearing), I must abide by the court order and I may be compelled by court order to testify under oath and thus must answer all questions honestly.  

If you request that I speak with another professional or person (i.e., doctors, former counselors, teachers, family or anyone else outside the counseling room), I will need your written consent, and will only do so after determining this is in your best interest.

Cancellation Policy

If you find that you cannot keep your scheduled appointment, please cancel with a 24 hour advanced notice. 

I authorize Cathryn Leff, Licensed Marriage and Family Therapist (LMFT) to provide counseling services for me.

[bookmark: _GoBack]_________________________________________________________________
Client (Print Name)							Date

__________________________________________________________________
Client (Signature)								Date
_______________________________________________________________
Parent (Print Name)							Date

_______________________________________________________________
Parent (Signature)                                                                                  Date
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