Atlanta Counseling Center
Intake Questionnaire
To facilitate your initial visit, please provide the following information. This information will be read by your therapist, and will become part of your CONFIDENTIAL record. 

Date_______________________
Therapist________________________________
Name ________________________   __________________________    ___________

           Last                                                        First                                     MI

Birthdate________________Age__________
Telephone Home #  ______________Work #______________Cell #_______________
How would you prefer to be contacted:  Hm_______     Wk_______   Cell________
Email:______________________________________
Address_________________________________________________________________             

City ________________________ State_____ Zip Code _________County___________

How long at this address? ____________
Relationship Status:______________________

Education________________ Employer_______________________________________

Address______________________________________________ How long?__________

Occupation___________________________________________ 

Name of Person responsible for Payment_____________________________________

Address (if different than above)____________________  _______________________
City__________________________ State ______Zip______ Ph #_________________
All payments are due at time of appointment.  Although ACC providers are not contracted with any insurance carriers, we will provide documentation that you can submit to your insurance company for out of network reimbursement. Should your account have a balance, a statement will be sent to your home address and you are responsible for timely payment.  
Signature__________________________________________ Date  ________________
Partner / Spouse __________________________   Age_________




Name

Education__________ Employer __________________________Work #____________ 

Partner’s address (if different)___________________________  City________________

State___________   Zip __________

 Military Service (include dates) ______________________________________

Children / Household Members

_________________________________Age______Relationship___________________

Name

_________________________________Age______ Relationship___________________

Name

_________________________________Age______ Relationship___________________

Name

_________________________________Age______ Relationship___________________

Name

Nearest Relative (not living with you) ______________________Relationship_________

Address _________________________   City ____________ State_______ Zip _______

Emergency Contact #   __________________Name _____________________________ 

Relationship __________ Telephone #____________________

Date of last physical_______________

List any medications (including over-the-counter medicines) you take

___________________    ___________________      ____________________

___________________   ___________________      ____________________

Describe any current or past physical problems you have: ________________________________________________________________________

How significant is your religion/spirituality to your everyday life?___________________ 

________________________________________________________________________

Have you ever received counseling before? ____________

When _____________________

Reason _________________________________________________________________
Reason you are seeking counseling at this time:

________________________________________________________________________

________________________________________________________________________

How did you hear about us?

Yellow Pages ____ Friend/Relative ____  Church ____  Doctor ____   Internet _____

Other_____________________

Name of Person who referred you to us:   ______________________________________

May we thank them for referring you?    Yes ____   No ____    Phone # ______________

Address_________________________________City________________State_________

Zip_________         

The following is a list of common problems.  Read each one carefully and circle the number to the right that best describes how much that problem is of concern to you.
0 – Not at all               1 – Mildly              2 – Moderately              3 – Very much             4 – Extremely

1. Feeling low in energy or slowed down.


0
1
2
3
4

2. Dissatisfied with my spiritual life.


0
1
2
3
4


3. Repeated, unwanted thoughts that won’t leave my mind.
0
1
2
3
4

4. Loss of control, or fear of losing control of my temper.
0
1
2
3
4

5. Not satisfied with my weight.



0
1
2
3
4

6. Nervousness or shakiness inside.



0
1
2
3
4

7. Troubled by sexual thoughts or behavior.


0
1
2
3
4

8. Drink when troubled or under pressure.


0
1
2
3
4







9. Unusual fears that most people don’t have
.

0
1
2
3
4

10. Thoughts of ending my life.



0
1
2
3
4

11. Sleep that is restless or disturbed.


0
1
2
3
4

12. Problems with police or legal matters.


0
1
2
3
4

13. Feel withdrawn and/or isolated.



0
1
2
3
4

14. Loss/absence of sexual desire or pleasure.

0
1
2
3
4

15. Other people being aware of my private thoughts.

0
1
2
3
4

16. Feeling hopeless about the future.


0
1
2
3
4

17. Problems with my eating.



0
1
2
3
4

18. Spells of terror or panic.



0
1
2
3
4

19. Feeling shy or uneasy with the opposite sex/same sex.
0
1
2
3
4

20. Drinking/emotional problems in my/my parent’s family.
0
1
2
3
4

21. Feeling that I am watched or talked about by others.
0
1
2
3
4

22. Things about my life are too painful to talk about.

0
1
2
3
4

23. Difficulty feeling close to another person.

0
1
2
3
4
