Sherry Powers Clarke, M. A., LCMFT Date:

Clarke Counseling Center, LLC

CLIENT INTAKE FORM

FIRST NAME : LAST NAME:

HOME ADDRESS:

E-MAIL CELL PHONE

HOME PHONE: WORKIONE: OCCUPATION:
BIRTH DATE: MARAL STATUS: SEX:
SPOUSE'S NAME: BIRTHADE: OCCUPATION:

DATE OF MARRIAGE:

CHILDREN'S NAMES, SEX (M/F), & BIRTH DATES:

NEXT OF KIN: PHONE, NEXT OF KIN:

REFERRED BY:

PRIOR COUNSELOR & DATE LAST SEEN:

MAJOR MEDICAL PROBLEMS/LIST MEDICATIONS CURRENTLY AKING:

PLEASE TURN TO OTHER SIDE




PROBLEM DESCRIPTION

PLEASE CHECK THE MOST SIGNIFICANT ONE(S):

_ CHILDABUSE _____ FINANCIAL ___ HEALTRELATED ___ WORK CONFLICT
____ DOMESTICVIOLENCE ____ ELDERCARE __ ALCOHOL _____ DRUGS
__ MARITAL ___ PARENTING/FAMILY ___ EMOTIONAL

_ LEGAL _____ DEPRESSION __ STRBSXIETY ___ LOST TIME/DAY
DREAMING

EATING PROBLEM

PRESENTING PROBLEM: (WHY IS CLIENT SEEKING ASSISTWCE TODAY?)

MAJOR SYMPTOMS:

ARE THERE ANY SPECIAL CONFIDENTIALITY CONCERNS?




Thank you.




