
UNIVERSITY COUNSELING & BEHAVIORAL HEALTH SERVICES – INTAKE FORM

	First and Last Name:                                                                                                                          

	Preferred Name and Pronouns:
	Age:
	DOB:

	Local Address:
                                                                           Home Address (if different from local):

	Cell Number:
	Permission to call and leave message?         □ Y      □ N

	Work Number: 
	Permission to call and leave message?         □ Y      □ N

	Home Number:
	Permission to call and leave message?         □ Y      □ N

	Email:                                                                                                                                         Email/Text Consent?      □ Y      □ N

Preferred way to be contacted:       □ Cell      □ Text       □ Work     □ Home    □ Email

	                                                           Email correspondence is NOT considered a confidential medium of communication.


	Gender Identity (M, F, Trans, Other):
	Ethnicity: 
	Sexual Identity (heteo-, gay, queer, pan, other): 

	Relationship Status:       □ Single   □ Partnered   □ Married   □ Separated   □ Divorced   □ Widowed   □ Other ___________

	Current Partner’s Name & Length of Relationship:

	Rate Relationship Satisfaction:  

   (1 = Not at all satisfied)        1         2         3         4         5         6         7         8         9         10           (10 = Very Satisfied)

	Religion/Spirituality:                                                                
	Importance of Religion/Spirituality (Use 1 – 10 scale): 


	UTHSC College:

	UTHSC Program/Degree:
	UTHSC Grad. Year:

	Are you employed?  □ Y    □ N
	If yes, # of weekly work hours:                                 
	Employer:
	Have you served in the military?  □ Y      □ N


	Briefly describe your reason(s) for seeking therapy:





	Name 
	Age
	Relationship to you
	Substance 

Misuse History
	Suicidality

History
	Psychiatric History
	Abuse History (verbal, physical, sexual)

	
	
	
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N

	□ Y  □ N


	
	
	
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N

	
	
	
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N

	□ Y  □ N


	
	
	
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N

	□ Y  □ N


	
	
	
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N

	□ Y  □ N


	
	
	
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N

	
	
	
	□ Y  □ N
	□ Y  □ N
	□ Y  □ N

	□ Y  □ N



	PERSONAL HEALTH INFORMATION 

	Mental Health:
	Chronic/Significant Concerns or Diagnoses
	Diagnosis Date
	By Whom or Where

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Physical Health:
	Chronic/Significant illness, disabilities, medical conditions
	Diagnosis Date
	By Whom or Where

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Psychiatric Provider’s Name and Contact Information:

	Primary Care Provider’s Name and Contact Information:


	Rate Sleep, Diet, Exercise and Support-Connection using the scale:

	Current sleep habits        (1 = Poor)   1         2         3         4         5         6         7         8         9         10         (10 = Excellent)

	Current eating habits      (1 = Poor)   1         2         3         4         5         6         7         8         9         10          (10 = Excellent)

	Current exercise habits    (1 = Poor)  1         2         3         4         5         6         7         8         9         10        (10 = Excellent)

	Current social connection (1 = Poor)  1         2         3         4         5         6         7         8         9         10        (10 = Excellent)

	For ratings less than “5”, explain briefly:



	List current self-care behaviors/ hobbies/interests that you engage in and frequency per week:




	Traumatic Event Exposure

(personally, or vicariously)
	Safety
	Strengths & Supports


	___ None; Denied
	___ Thoughts of suicide, current


	___ Family support

	___ Childhood emotional abuse
	___ Thoughts of suicide, past


	___ Religious/Spirituality

	___Childhood sexual abuse
	___ Plan for suicide


	___ Social support system

	___ Sexual assault/violence
	___ Intent for suicide


	___ Exercise

	___ Physical attack
	___ Access to means for suicide
	___ Intimate Relationship stability

	___ Military combat
	___ Suicide attempt – past or recently


	___ Coping skills

	___ Domestic violence
	___ Thoughts of harming others


	___ Intellectual/cognitive skills

	___ Serious accident
	___ Acted violently towards others


	___ Socioeconomic stability

	___ Other _________________________
	___ Engaged in self-harm (cutting, etc.)
	___ Communication skills

	
	__ Arrested for a violent act
	___ Insight, maturity, judgment

	
	___ None; Denied
	___ Use of available services


	If you have received counseling or BH services at UTHSC or elsewhere in the past, specify when and with whom.



	If you are currently seeing another MH provider, specify with whom and the concern.
	If you have been to the ED or hospitalized for MH concerns, specify when, with whom and the concern.


	List All Medications (prescribed, OTC, supplements, etc.)

	Medication Name
	Dosage
	Reason taken
	Start Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Are you compliant with instructions for medication use? Yes or no   If no, explain.



	Current Substance Use:

    USE OF ILLICIT OR ILLEGALLY OBTAINED SUBSTANCES DURING CLINICAL TRAINING IS PROHIBITED AND MUST BE REPORTED.

	Substance Name
	Frequency/amount of use
	Do you or others believe misuse is an issue with this substance?
	Yes or No

	
	
	
	□ Y  □ N

	
	
	
	□ Y  □ N

	
	
	
	□ Y  □ N

	
	
	
	□ Y  □ N


	In the event of an emergency whom may we contact? (Name, relationship and phone number)



	How did you hear about UCS Counseling Services & Behavioral Health?

□ Self          □ Friend/Colleague          □ College/Program          □ Faculty/Staff          □ Student Counseling          □ Website 

□ Care Referral       □ Other __________________


Check all the issues/concerns that you believe apply to your current situation.


___ Academic Difficulty		___ Career Indecision		___ Alcohol/Drug			___ Anxiety


___ Body Image			___ Depression			___ Eating Disorder			___ Family


___ Financial			___ Grief			___ Imposter Syndrome			___ Memory 


___ Perfectionism		___ Relationship		___ Sexual Violence			___ Sexual Identity


___ Stress			___ Trauma


Rate the seriousness of the issues/concerns:  


   (1 = Not at all serious)       1         2         3         4         5         6         7         8         9         10           (10 = Very Serious)











2

