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Adult

Intake Assessment Form
PLEASE READ: 

Please complete this form and bring it with you to your first session. This form takes time to complete.  If you fail to bring the completed form to your first session, we will not have adequate time for counseling, and will need to reschedule your session. 

I.   GENERAL INFORMATION                                                          DATE:_____________ 

Name: __________________________________		__________________________________________	
	First							Last				

Date of Birth: _____________   Age: _________	    Gender: Male _____   Female _____

Address: _________________________________________________________________________________
	        Street				                               City			                State			            Zip

Phone: (___) ___________	Cell: (___) _________________ May we a leave message?  Yes___ No___

Email: _______________________________________ Parish if Catholic: _____________________________

Referred by:    Church (pastor) ___ Family ___ Friend ___ Agency___ School ___    Other___ 

EMERGENCY CONTACT:

Name: ________________________________________	Relation: ________________________________

Address: _________________________________________________________
		Street				City, State				Zip code
Phone Number: (____)______-__________	
[image: ]II. REASON FOR SEEKING COUNSELING/CHIEF COMPLAINT (Please be specific)

Please describe your main reason for seeking counseling: 
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
When did this issue begin? 
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

How often are you troubled by this issue?  ___Constantly   ___Often ___Somewhat ___ Not very much

What are you currently doing to cope with this issue?
_________________________________________________________________________________________ _________________________________________________________________________________________
_________________________________________________________________________________________

Have there been any significant life changes or stressful events that have impacted this issue? ____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________
[image: ]III. FAMILY HISTORY
Marital Status: 
Single___ Married___ Divorced___ Separated___ Cohabitating___ Other_________________________

If married, how long?  _____________             	If separated or divorced, how long? _______________
If cohabitating, how long? __________	If widowed, how long? ________________
If engaged, how long? _____________           	In a serious committed relationship, how long? ___________

Please rate your current relationship from 1-10

1------------2-----------3------------4-------------5------------6------------7------------8------------9------------10
Barely able to function	      	   								     excellent functioning
Please list ALL your children here (adult children as well)

	

Name
	

Age
	

Sex
	

Relationship
	Living with you?
yes, no, part-time
	

Mother’s name
	

Father’s name

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Please list anyone else living in your home
__________________________________________________________________________________________
Your parents are:        ___Married ____ Divorced ___ Separated ___ Remarried 


Is your mother still living?   Yes ___  No___  if deceased, how long ago? ____________________________

Is your father still living?   Yes ___  No___  if deceased, how long ago? ______________________________

What was life like for you growing up in your home? __________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________

Who did you rely on for emotional support when you were young? __________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________ 

Who do you rely on for emotional support now? ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[image: ]IV. RELATIONSHIP HISTORY
Describe your relationship with your:

Spouse
1------------2-----------3------------4-------------5------------6------------7------------8------------9------------10
Barely able to function	      severe difficulty	   moderate difficulty	       functional	     excellent functioning

Mother
1------------2-----------3------------4-------------5------------6------------7------------8------------9------------10
Barely able to function	      severe difficulty	   moderate difficulty	       functional	     excellent functioning

Father
1------------2-----------3------------4-------------5------------6------------7------------8------------9------------10
Barely able to function	      severe difficulty	   moderate difficulty	       functional	     excellent functioning

Siblings (overall)
1------------2-----------3------------4-------------5------------6------------7------------8------------9------------10
Barely able to function	      severe difficulty	   moderate difficulty	       functional	     excellent functioning

Children (overall)
1------------2-----------3------------4-------------5------------6------------7------------8------------9------------10
Barely able to function	      severe difficulty	   moderate difficulty	       functional	     excellent functioning

[image: ]V.  EDUCATION

Highest grade completed: _____________ Degree(s) earned: ______________________________________

Did you ever experience any academic or behavioral trouble in school?  Please explain:
_________________________________________________________________________________________
_________________________________________________________________________________________

VI. EMPLOYMENT

Current occupation: _______________________________________________________________________	

Employer: ______________________________________________ How long: _______________________
Has your reason for seeking counseling affected your work?  Yes___  No___  If yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


VII. SUBSTANCE USE 

Do you drink alcohol?   daily ___ weekly___ monthly ___ infrequently ___ never___   
If so, describe how this affects your life: _________________________________________________________________________________________
_________________________________________________________________________________________

Do you use illegal or un-prescribed drugs?   Yes___  No___     If so, which ones and how often? _________________________________________________________________________________________
_________________________________________________________________________________________

Do you misuse prescription drugs?  Yes___ No___   If so, which ones and how often? _________________________________________________________________________________________
_________________________________________________________________________________________

Have you done things you have regretted due to substance use?  Yes___  No___   If yes, please explain: _________________________________________________________________________________________
_________________________________________________________________________________________
Has anyone ever told you that you have a drug or alcohol problem?   Yes___ No___   If yes, please explain: ____________________________________________________________________________________________________________________________________________________________________________________




VIII. MENTAL HEALTH 

Have you ever been in counseling or therapy before?   Yes___ No___ 

What was the outcome of that therapy? __________________________________________________________________________________________
__________________________________________________________________________________________

How would you like this counseling experience to be different? 
____________________________________________________________________________________________________________________________________________________________________________________

If you have had previous mental health treatment, please explain below:

___ Psychological Testing: ___________________________________________________________________
___ Psychiatric Hospitalization: _______________________________________________________________
___ Residential Treatment: __________________________________________________________________

Have you been given any mental health diagnosis?  Yes ____ No ____

If yes, please list:___________________________________________________________________________

Have you ever taken any medications to improve your mental health (anxiety, depression, ADHD, bi-polar, etc.)?      Yes ____ No ____

If yes, please list and explain: ________________________________________________________________
________________________________________________________________________________________

Have any of these medications, past or present, been effective?    Yes ___ No ___   If yes, please explain: 
_________________________________________________________________________________________
_________________________________________________________________________________________

IX. MEDICAL HISTORY

Are you experiencing any current health challenges?  Yes___  No___   If yes, please explain:    ____________
_________________________________________________________________________________________
_________________________________________________________________________________________

Are you currently taking any prescription medication?  Yes___  No___  

Are you receiving disability?  Yes ___  No ___  What is your disability? ______________________________
Share how this disability has impacted your life:  _______________________________________________ _______________________________________________________________________________________



X. SPIRITUALITY/RELIGION

Are you currently attending church?   Yes __  No___  If so, which one? ________________________________________________________________________________________

Do you consider yourself:  Catholic___ Protestant___ Jewish___  Other:_____________________________

Did you attend church growing up?  Which one?  How did it impact you?
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

Is your faith currently a source of strength for you?   Yes___   No___   Please explain: _____________________________________________________________________________________
______________________________________________________________________________________
[image: ]XI. ABUSE/VIOLENCE

Have you ever experienced: 

Physical abuse   Yes___ No___        Sexual abuse   Yes___ No___        Emotional abuse   Yes___ No___

Are you currently involved in an abusive relationship?  Yes___  No___   

Have you ever attempted suicide?   Yes___   No___   

Have you ever used self-injury (cutting)?   Yes___  No___   


XIII. ADDITIONAL INFORMATION
What do you consider your greatest strengths? ______________________________________________________________________________________
______________________________________________________________________________________

What do you consider your greatest weaknesses? ______________________________________________________________________________________
______________________________________________________________________________________

Is there anything else you feel we should know, or that you are concerned about? ______________________________________________________________________________________
_______________________________________________________________________________________

Please carefully read the following Consent to Treatment information.  If you have any questions regarding the information, please ask your counselor.  If you agree to terms of service, sign and date the last page.  Thank you.

CONSENT TO TREATMENT

COUNSELING
The Emmaus Center offers counseling to families, individuals, couples, children, and adolescents utilizing a variety of therapeutic approaches, which includes counseling in the Catholic tradition.  Counseling in the Catholic tradition integrates effective counseling strategies with Biblical truth, sound therapeutic practices, and educational resources to meet family, individual, and marital needs.  The Emmaus Center counselors work with clients to establish appropriate therapeutic goals for counseling.  Goals may change as counseling progresses.  Client input is very important in establishing appropriate goals.  Counselors will discuss with the client the recommended frequency of treatment.

Counselors may refer a client to a medical doctor, testing facility, or another counseling agency for maximum care and counseling.  The client is responsible for any and all costs incurred in regard to the respective agency.  The Emmaus Center cannot authorize or supervise the administration of medicines.  However, knowledge of a client’s medication is important for effective counseling.

AVAILABLE SERVICES/COST
We are staffed by skilled and experienced Licensed Professional Counselors and Licensed Professional Counselor Associates which hold a master degree and are licensed by the State of Texas to provide counseling services.  We also utilize Student Interns who are completing the final portion of their Masters degree in Counseling.  Even with our experienced professionals at The Emmaus Center, our fees are substantially lower than our area.  Most therapy services in our area range from $80-$150.  In order to provide professional and Catholic-based counseling to as many people as possible, each session at The Emmaus Center is $50, but if you wish to contribute more, we welcome your donation.

The payment of fees is expected before each session.  In order to eliminate costly processing of insurance or other third-party payments only cash, checks, and debit/credit cards, and online payments through our Theranest portal are accepted. Receipts for services are available so clients may file directly with their own insurance providers.

If you need a sliding scale fee or additional financial assistance for counseling, please complete the appropriate form and bring it with you to the first session.  The form can be found on our website or requested through our receptionists. Please follow directions on each form. 

The Emmaus Center is an office of the Diocese of Victoria, however; we are not fully funded by the Diocese.  If The Emmaus Center only accepts reduced fees, or no fee clients, The Emmaus Center will not continue to grow and will not be able to serve as many people in the community.  It is our hope that in addition to your own personal growth, you want to see The Emmaus Center continue to grow and serve as many people in the community as possible, therefore Donations are always welcomed and can be made at The Emmaus Center or online at our website www.emmauscounselingcenter.com.

PHONE CONSULTATION POLICY
We understand there are times when contact with your counselor between sessions is necessary.  In order to set aside time for such consults, while maintaining our schedule for in-office sessions, we have initiated a charge for phone consultations:  $10.00 for a phone call lasting up to 15 minutes.  Any additional time will be billed at $10.00 per 15 minutes.  These charges will be due at your next in-office session.  To request a telephone consultation, call our office at 361-212-0830 and the receptionist will schedule the consultation. Email is the preferred way to contact your counselor. 

APPOINTMENTS
All clients see counselors by making an appointment.  Appointments are typically scheduled on a weekly basis and are approximately 45 minutes in length.  Regular attendance to counseling sessions will produce the maximum results.  However, it is at the counselor’s discretion to discontinue counseling at any time.  If a client is more than fifteen (15) minutes late for an appointment the counselor will not be able to see the client at that time, but the appointment can be rescheduled for another time.

APPOINTMENT CANCELLATION POLICY
A $25 fee will be required for a late cancelation or a no-show/missed appointment.  This must be received before the appointment can be rescheduled.  In the event the appointment needs to be canceled or rescheduled, we ask to be notified before 3:00 p.m. the day before the appointment.  Please inform your counselor if you decide to end your counseling treatment.  Otherwise, if you miss scheduled appointments, or if we have not heard from you within thirty (30) days, we will close out your client file.  You may return to counseling at a later date but may be placed on a Wait List.

EMERGENCIES
The Emmaus Center counselors are only available during regular business hours.  If you need to talk to your counselor, please call and leave a message or email and we will return your call as soon as possible.  If you experience a life-threatening emergency at any time during the course of your treatment, please call 911 or have someone take you to the nearest emergency room.

CONFIDENTIALITY/RECORDS
The Emmaus Center holds to the highest professional ethics to protect the confidentiality of clients.  Discussions between the counselor and client are confidential.  No information will be released without the client’s written consent unless mandated by law.

Possible exceptions to confidentiality include:  child abuse, elderly abuse, sexual exploitation, or situations where the counselor has a duty to warn.

In the event of a counselor’s death, incapacitation, or the counselor is no longer employed with our agency, The Emmaus Center will maintain custody and control of counseling records in accordance with state licensing boards.  Counseling records are kept within our agency until date of destruction as mandated by law.


You acknowledge and by signing this form agree that if an emergency occurs during your session; your emergency contact will be notified.  

ABUSE OF CHILDREN/ELDERLY
The Emmaus Center, by law, must report actual or suspected child or elder physical or sexual abuse.  If a client states or suggests that he/she is abusing a child/elderly person, or has recently (or in the past) abused a child/elderly person, or reports that a child/elderly person is in danger of abuse, the counselor is required by state law to report this information to the proper social service and/or legal authorities.

DUTY TO WARN/PROTECT
The Emmaus Center has a legal responsibility to protect any client that may threaten with violence, harmful, or dangerous actions, including those to oneself.  If my counselor believes that I (or minor client) have become a threat to myself or to any other human placing myself or them in any physical danger, I hereby specifically give consent to my counselor to contact the person listed on the Intake Form to keep myself (or someone else) safe from danger.  In addition, I give my counselor permission to contact any medical or law enforcement personnel deemed appropriate. 

Client Initials: ____________    Date: _________________



CONSENT TO TREATMENT

By signing this Consent Form, I acknowledge that I have read, understand, and agree to the terms and conditions contained in this form.  I am voluntarily agreeing to receive counseling treatment and services, and I understand that I may stop treatment and services at any time.  I understand the policies of The Emmaus Center operate under and agree to counseling under these guidelines.

I understand that by signing this form, I agree not to call on or use my therapist or his/her professional opinion in a court of law.

The address for the Texas State Board of Examiners of Professional Counselors is MC 1982, P. O. Box 141369, Austin, TX  78714-1369, phone 800-942-5540.


____________________________________________________                ____________________________
Printed Name of Client                                                                                          Date

____________________________________________________
Signature
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