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ADULT BIOGRAPHICAL INTAKE
PERSONAL INFORMATION
Name:__________________________________________________________________________
Date of Birth_______________________Age:   ________________________________________ 
Others Living in the Home:
Name __________________________ DOB ___/___/___ School/Employer: ____________________
Name __________________________ DOB ___/___/___ School/Employer: ____________________
Name __________________________ DOB ___/___/___ School/Employer: ____________________
Name __________________________ DOB ___/___/___ School/Employer: ____________________
MEDICAL INFORMATION
Primary Care Physician: ___________________________ Date of Last Visit: _________________
Address: _______________________________________________________________________ 
Physician’s Phone: _______________________________ Allergies: ________________________
Medical Issues: __________________________________________________________________
Current Medications: (Include dosage and length of usage) _______________________________________________________________________________
Adverse Reaction to Medications ____________________________________________________
History of Psychiatric Medications____________________________________________________
FAMILY HISTORY
Spouse/ Partner/ SignificantOther________________________________Age_______DOB_______
Dating/single/married/civil union/divorced/remarried_______________dates__________________
Family Medical and/or Psychological History__________________________________________
Siblings names and ages_________________________________________________________
ADULT QUESTIONAIRRE

Do you have any physical health concerns? Please list surgeries/ medical history (dates/ages). 



How often do you drink alcohol?__________Smoke_________Rec Drugs__________
Casual sex___________Gambling__________

Have you ever been treated for substance abuse, eating disorder or other addictive behaviors? YES/ NO

___________________________________________________________________________________

If so where were you in treatment?________________________________________________________

dates________________________________________________________________________________


Does your recovery feel solid?____________________________________________________________


Do you think you have a substance abuse, untreated addiction or addictive behaviors? YES/NO
Please explain______________________________________________________________________________________

____________________________________________________________________________________________


Have you ever considered or attempted suicide? __________
Did you have a plan? _______
Do you feel suicidal now?_______________________________


Have you been hospitalized for depression or other emotional distress? 



Have you been in any car accidents? Please list dates. 


Have you experienced physical abuse or sexual abuse?





Can you give me some details?






Were there other traumatic events or accidents in your life? 


 
Who is in your support network?




What do you do for self-care? 




How often do you exercise and what kind? 





Have you been in psychotherapy before?  What was beneficial? What was not helpful?








Please briefly state your reasons for seeking therapy at this time. List any specific concerns.






What are your goals for therapy?





Anything else you would like to share (hopes, fears, favorite things, hobbies, recent events, your strengths, what you life about yourself)? 
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