A New Day Family Counseling Standard Intake Questionnaire
Complaint
1. What is your main complaint? ___________________________________________________
____________________________________________________________________________
2. Have you suffered from this complaint before? Explain_______________________________
____________________________________________________________________________
3. Have you seen a therapist before? Describe treatment _______________________________
____________________________________________________________________________
4. What aggravates this complaint? (makes it worse) ___________________________________
____________________________________________________________________________
____________________________________________________________________________
5. What relieves this complaint? ____________________________________________________
_____________________________________________________________________________
6. Current Symptoms: (Check all that apply)


· Anxiety
· Appetite Issues
· Avoidance
· Crying Spells
· Depression
· Excessive Energy
· Fatigue
· Flashbacks
· Guilt
· Hallucinations
· Impulsivity


· Intrusive Thoughts
· Irritability
· Libido Changes
· Loss of Interest
· Nightmares
· Panic Attacks
· Racing Thoughts
· Risky Activity
· Sleep Changes
· Suspiciousness



Medical History
7. How often do you exercise? And what type of exercise do you do? _______________________________________________
____________________________________________________________________________________________________
8. Allergies: ____________________________________________________________________________________________
9. Medications: _________________________________________________________________________________________
10. Medical Diagnoses: ___________________________________________________________________________________
11. Physician Name: _____________________________________________________________________________________
12. Previous Medications: _________________________________________________________________________________
13. Previous Medical Conditions ___________________________________________________________________________
14. Previous Surgeries ___________________________________________________________________________________
Family History
15. Were you adopted? ___________________________________________________________________________________
16. How is your relationship with your mother? _________________________________________________________________
___________________________________________________________________________________________________
17. How is your relationship with your father? __________________________________________________________________ ___________________________________________________________________________________________________
18. Siblings and their Ages? _______________________________________________________________________________
19. How is your relationship with your Siblings? ____________________________________________________________________________________________________
20. Are your Parents Married? __________ Divorced? ________________ If yes, how old were you? _________________
21. Did your Parents Remarry? _______________________ If yes, how old were you? _____________
22. Who Raised You? ______________________________ Where did you Grow Up? ______________
23. Medical/Mental Conditions of Parents _____________________________________________________________________
24. Medications Taken: ____________________________________________________________________________________
Present Situation
25. Have you tried the following?  (Check all that Apply)

· Alcohol
· Cigarettes
· Prescription Drugs
· Tobacco
· Marijuana
· Hallucinogens
· Heroin
· Methamphetamines
· Cocaine
· Stimulants (pills) 
· Ectasy
· Tranquilizers
· Pain Killers

26. If you have checked yes to the above, list frequency/dates of use. _______________________________________________
____________________________________________________________________________________________________
27. Anything else you would like therapist to know, ex. Legal problems, traumas, abuse, etc. 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________



