
MARIN INTEGRATIVE THERAPY, LLC 
CLIENT INTAKE 

CLIENT INFORMATION 

Name: ________________________________________________ Date:_________________ 
Gender: (Circle) Male Female    Date of Birth: ___________________ Age: ______________ 
Home Address:______________________________________________________________ 
City/State: ______________________________________ Zip: ______________ 
Highest Level of Education: ___________________      Social Security #___________________ 
Occupation: ________________________________ Employer: ________________________ 
Employer Address:____________________________________________________________ 
Position/Job Title:_____________________________  Employer Telephone:______________ 
Who referred you to us? ____________________________________________________ 

CONTACT INFORMATION 

Primary Phone: _____________________ Home/Cell/Work  Check if OK to leave a message___ 
Alternate Phone: ____________________ Home/Cell/Work  Check if OK to leave a message___ 
E-mail Address: _____________________________________Check to receive newsletter)____ 

INSURANCE INFORMATION: 

Name of Insured: ______________________________  Relationship to you:___________ 
DOB of Insured:___________________  Insured’s Social Security #______________________ 
Employer (Name/Address):______________________________________________________ 
Position/Job Title:___________________________  Employer Telephone:________________ 
Insurance Company:__________________________  Ins. Co. Phone:_____________________ 
ID#:______________________________  Group #:__________________________________ 
 
GUARANTOR INFORMATION: (Person financially responsible for the bill)  
SAME AS CLIENT?  (Please circle)    Y      N     If other than client,  please complete: 
Name of Guarantor: ______________________________  Relationship to client:___________ 
DOB of Guarantor:___________________  Guarantor's Social Security #__________________ 
Employer (Name/Address):______________________________________________________ 
Position/Job Title:___________________________  Employer Telephone:________________ 
 
RELATIONSHIP INFORMATION 

Relationship Status: ____ Single ____ Separated ____ Divorced (number of times):____ Married ____ Widowed 
___Living with partner             How long with current partner? _______  
 
Children (names and ages): _____________________________________________________ 
Who lives in your household? ___________________________________________________ 
Do you wish to have any family member(s) involved in your treatment? ____Yes ___No (If yes, you will need to sign 
a written release and please provide the name and relationship here:____________________________________). 
 
PERSONAL HISTORY 

Please list any previous medical and/or mental health related hospitalizations; serious illnesses, accidents, or 
injuries; seizures, head injuries, or other medical conditions: 
______________________________________________________________________________ 
______________________________________________________________________________ 
Have you ever been hospitalized for mental illness? If yes, please describe:  
______________________________________________________________________________ 
______________________________________________________________________________ 
Have you ever attempted suicide or had serious thoughts of suicide? If yes, when and why?  
______________________________________________________________________________ 
Do you have any current thoughts of suicide/self-harm? ____ Yes  ____ No 
Do you wish to have any physician(s) involved in your treatment? ____Yes ___No (If yes, you will need to sign a 
written release and please provide the name, address, telephone number 
here:_______________________________________________________________________________________). 



 
Please list the mental health issues of immediate and extended family members, including 
Attention Deficit Disorder, learning disability, substance abuse, etc. 
_____________________________________________________________________________________________ 
CURRENT MEDICATIONS 

Medication  Dose                        Symptoms Addressed     Prescriber 
______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________ 

MEDICATION HISTORY 

Medication   Dose     How helpful did you find the medication?  
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
 
CURRENT SYMPTOMS (Please circle those that apply) 
Anxiety                   Excessive and Persistent Worry     Nightmares or Flashbacks  
Fatigue or Low Energy                      Depressed Mood                              Persistent Guilt 
Difficulty with Sleep   Difficulty Concentrating                 Unresolved Grief 
Change in Appetite/Weight  Panic Attacks                                 Irritability     
Phobias or Fears                                  Social Anxiety                                 Feeling Restless/" On Edge" 
Obsessive Thoughts                 Compulsive Behaviors                    Easily Distracted   
 
ALCOHOL & DRUG USE 

On average, how often do you use alcohol and/or other drugs? (Circle) 
Never     Less than once per month    1 to 4 times per month    1 to 5 times per week       Daily  

Substance(s) and amount(s) consumed per occasion: 
______________________________________________________________________________ 
______________________________________________________________________________ 
Has your alcohol or drug use caused problems in your life? If yes, when and how?  
______________________________________________________________________________ 
______________________________________________________________________________ 
 
SELF CARE 

What are the major stresses in your life? 
______________________________________________________________________________ 
______________________________________________________________________________ 
What do you do to relax or relieve stress? 
______________________________________________________________________________ 
Who do you have in your life for emotional support? 
______________________________________________________________________________ 
Do you exercise? How often and what type?  
______________________________________________________________________________ 
COUNSELING HISTORY 

 
Counselor   Dates      Reason(s) 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
What are your goals for counseling? 

______________________________________________________________________________ 
______________________________________________________________________________ 
_______________________________________  _________________________ 
Signature of Client     Date 
 

Reviewed by Therapist: ________________________________  Date: _____________ 



 
 

 



 
BECK DEPRESSION INVENTORY 

 
Name:_________________________________________           Date:_________________ 
 
For each item, please circle, on average, how you have felt for the last two weeks.  

 
1.   0    I do not feel sad.  
  1    I feel sad  
  2    I am sad all the time and I can't snap out of it.  
  3    I am so sad and unhappy that I can't stand it.  
 
2.  0    I am not particularly discouraged about the future.  
  1    I feel discouraged about the future.  
  2    I feel I have nothing to look forward to.  
  3    I feel the future is hopeless and that things cannot improve.  
 
3.   0    I do not feel like a failure.  
  1    I feel I have failed more than the average person.  
  2    As I look back on my life, all I can see is a lot of failures.  
  3    I feel I am a complete failure as a person.  
 
4.   0    I get as much satisfaction out of things as I used to.  
  1    I don't enjoy things the way I used to.  
  2    I don't get real satisfaction out of anything anymore.  
  3    I am dissatisfied or bored with everything.  
 
5.  0    I don't feel particularly guilty  
  1    I feel guilty a good part of the time.  
  2    I feel quite guilty most of the time.  
  3    I feel guilty all of the time.  
 
6.   0    I don't feel I am being punished.  
  1    I feel I may be punished.  
  2    I expect to be punished.  
  3    I feel I am being punished.  
 
7.   0    I don't feel disappointed in myself.  
  1    I am disappointed in myself.  
  2    I am disgusted with myself.  
  3    I hate myself.  
 
8.   0    I don't feel I am any worse than anybody else.  
  1    I am critical of myself for my weaknesses or mistakes.  
  2    I blame myself all the time for my faults.  
  3    I blame myself for everything bad that happens.  
 
9.   0    I don't have any thoughts of killing myself.  
  1    I have thoughts of killing myself, but I would not carry them out.  
  2    I would like to kill myself.  
  3    I would kill myself if I had the chance.  
 
10.   0    I don't cry any more than usual.  
  1    I cry more now than I used to.  
  2    I cry all the time now.  
  3    I used to be able to cry, but now I can't cry even though I want to.  
 
11.   0    I am no more irritated by things than I ever was.  
  1    I am slightly more irritated now than usual.  
  2    I am quite annoyed or irritated a good deal of the time.  
  3    I feel irritated all the time.  
12.   0    I have not lost interest in other people.  
  1    I am less interested in other people than I used to be.  
  2    I have lost most of my interest in other people.  
  3    I have lost all of my interest in other people.  



  
13.   0    I make decisions about as well as I ever could.  
  1    I put off making decisions more than I used to.  
  2    I have greater difficulty in making decisions more than I used to.  
  3    I can't make decisions at all anymore.  
 
14.   0    I don't feel that I look any worse than I used to.  
  1    I am worried that I am looking old or unattractive.  
  2    I feel there are permanent changes in my appearance that make me look unattractive  
  3    I believe that I look ugly.  
 
15.  0    I can work about as well as before.  
  1    It takes an extra effort to get started at doing something.  
  2    I have to push myself very hard to do anything.  
  3    I can't do any work at all.  
 
16.   0    I can sleep as well as usual.  
  1    I don't sleep as well as I used to.  
  2    I wake up 1-2 hours earlier than usual and find it hard to get back to sleep.  
  3    I wake up several hours earlier than I used to and cannot get back to sleep.  
 
17.   0   I don't get more tired than usual.  
  1    I get tired more easily than I used to.  
  2    I get tired from doing almost anything.  
  3    I am too tired to do anything.  
 
18.   0    My appetite is no worse than usual.  
  1    My appetite is not as good as it used to be.  
  2    My appetite is much worse now.  
  3    I have no appetite at all anymore.  
 
19.   0    I haven't lost much weight, if any, lately.  
  1    I have lost more than five pounds.  
  2    I have lost more than ten pounds.  
  3    I have lost more than fifteen pounds.  
 
20.   0    I am no more worried about my health than usual.  
  1    I am worried about physical problems like aches, pains, upset stomach, or constipation.  
  2    I am very worried about physical problems and it's hard to think of much else.  
  3    I am so worried about my physical problems that I cannot think of anything else.  
 
21.   0    I have not noticed any recent change in my interest in sex.  
  1    I am less interested in sex than I used to be.  
  2    I have almost no interest in sex.  
  3    I have lost interest in sex completely.  
 

 


