
Intake Form 
Salem Psychiatric Associates 

 
Name:_________________________________       Date:_______________________________ 

 

Please answer these questions to the best of  your ability before your first visit.  By completing this questionnaire you 
make more time available to discuss your treatment issues with your therapist.  All information will be kept confidential.  
If we did not leave you enough space for any of the questions use the back of the page for more space.   

                Patient writes in this column.         Therapist writes in this column 
What is the main problem for which you are hoping to get 
help? 
 
 
 
 
When did it start? 
 
 
Has your appetite, weight, or eating pattern changed since 
this problem started?  
Yes      No   If so, how? 
 
 
 
 
Has your sleeping pattern changed since this problem 
started?   
Yes      No   If so, how? 
 
 
 
 
Has your energy or interest in your usual activities changed  
since this problem started?   
Yes      No   If so, how? 
 
 
 
 
 
Have you seen a therapist about this problem? 
Yes      No  
Who? 
 
 
 
For how long? 
 
 
 

Presenting Problem / Reason for Referral   

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 

 



                Patient writes in this column.         Therapist writes in this column 
 

Patient:______________________________________ 2

Have you taken any medication for this problem? 
Yes      No  
If so, please list the ones that you recall: 
 
 
 
 
 
Did any of these medications cause especially bad side       
effects? 
 
 
 
 
Did any of these medications help, at least somewhat?   
 
 
 
 
 
What else have you tried to do to make this problem better? 
 
 
 
 
 
To what extent does this problem interfere with your usual 
activities? 
 
 
 
 
Are there other problems for which you are hoping to get 
help? 
 
 
 
Have you had a similar problem in the past?   
Yes      No   
 
 
Have you had a different sort of mental or emotional 
problem in the past? 
Yes      No  
 
Have you ever been hospitalized for a psychiatric 
condition?   
Yes      No  
Where? 
 
When? 
 
 

 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
Related Past History 
 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
 



                Patient writes in this column.         Therapist writes in this column 
 

Patient:______________________________________ 3

Have you ever attempted suicide?   
Yes      No  
 
Have you ever had a pattern of eating much more or much 
less than other people do?     
 Yes      No  
 

Do you use caffeine (coffee, tea, cola) on a daily basis?  
Yes       No       If yes, how much? 
 
Do you use tobacco?       
Yes       No          
 
Do you smoke marijuana?       
Yes       No        If yes, how often? 
 
 
Do you drink alcoholic beverages?    
Yes       No        If yes, how often?   
 
 
Was there ever a time when you were drinking more than 
was good for you?     
Yes       No        
 
Have you ever been arrested for DUII or DWI?    
Yes       No       If yes, how many times? 
 
Has a doctor, counselor or family member ever advised you 
to quit drinking?    
Yes       No       
 
Do you now or have you ever taken illicit drugs (street 
drugs)?    
Yes       No       If yes, what kind and when? 
 
 
 
 
Was there ever a time when drug use interfered with the 
rest of your life in any way?   
Yes      No      If yes, when? 
 
 
Who is your primary care physician (i.e. - family doctor)? 
 
 
If you see an alternative medical provider regularly 
(homeopath, chiropractor, naturopath, herbalist, etc.), who 
and for how long? 
 
Have you ever had surgery?     
Yes       No        What kind and when? 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 
Medical History 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
 



                Patient writes in this column.         Therapist writes in this column 
 

Patient:______________________________________ 4

 
 
Have you had a serious medical problem in the past that is 
now resolved?    
Yes       No      If yes, what? 
 
 
Do you have any allergies to medication?  
Yes       No        If yes, what? 
 
 
Are you presently taking any medications for a problem 
other than your psychiatric condition?  Be sure to include 
over the counter medications that you take regularly, and 
any herbal or homeopathic remedies that you take 
regularly. 
 
 Name of Medication  Strength 
  
1. 
 
2. 
 
3. 
 
4. 
 
5. 
 
6. 
 
 
 
 
Do you have any of the following conditions at the present 
time? 
 
 High blood pressure       Yes        No     
 Heart failure  Yes        No    
 Mitral valve prolapse  Yes        No     
 Diabetes   Yes        No    
 Cancer   Yes        No     
 Asthma   Yes        No    
 Emphysema  Yes        No     
 Migraine headaches  Yes        No    
 Thyroid problem  Yes        No     
 Ulcers   Yes        No    
 Liver problem  Yes        No     
 Arthritis   Yes        No    
 Premenstrual syndrome Yes        No     
 Anemia   Yes        No    
 Seizures   Yes        No     
 Head Injury  Yes        No    
 Fainting or blackout spells Yes        No     
 Periods of lost memory Yes        No    

 
 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 



                Patient writes in this column.         Therapist writes in this column 
 

Patient:______________________________________ 5

Do you have any ongoing health problems not listed 
above?        Yes       No               If yes, what? 
 
  
Have you noticed any recent changes in your general 
physical health?       
Yes       No        If yes, what? 
 
 
Have you done any things that put you at increased risk for 
HIV (AIDS virus) infection?         
Yes       No   
 
If you are female: 
 
What, if any, form of contraception are you using?        
 
How many times have you been pregnant? 
 
How many babies delivered?   
 
How many miscarriages?    
 
How many abortions? 
 
Were any of your pregnancies or post-partum periods complicated by 
significant psychological disturbance?  
Yes       No   
 

Where were you born? 
 
 
Where did you grow up? 
 
 
What was your childhood like? 
 
 
 
What is the highest level of education you have completed? 
 
 
What is your occupation?   
 
 
Where are you employed? 
 
 
Are you married?   
Yes       No   
 
If you are married, what is your spouse's occupation and 
place of employment? 
 
 
 
 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

Personal History 
   
____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 



                Patient writes in this column.         Therapist writes in this column 
 

Patient:______________________________________ 6

Please list everyone who lives in the same house or 
apartment with you, their ages, and their relationship to 
you: 
 Name  Age          Relationship 
   
1. 
 
2. 
 
3. 
 
4. 
 
5. 
 
6. 
 
If you have children that are not living with you please give 
their names, ages, and city of residence. 
 
 
 
 
 
If you have been previously married, how and when did 
your previous marriages end? 
 
 
 
 
If you belong to or regularly attend services of an organized 
religious faith, which one? 
 
 
Have you ever served in the armed forces?    
Yes       No           
If so, when? 
 
Type of discharge? 
 
Have you ever been arrested or been to court for any legal 
actions, either criminal or civil?  (Including divorce and 
custody actions, but not counting minor traffic violations.)       
Yes       No   
 
 
 
 
 
 
 
 
 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 



                Patient writes in this column.         Therapist writes in this column 
 

Patient:______________________________________ 7

Biological Father:  Occupation? 
Current age or age at death? 
Mental or emotional problems? 
Yes       No   
Drinking problem or substance abuse? 
Yes       No   
 
Biological Mother:  Occupation? 
Current age or age at death? 
Mental or emotional problems? 
Yes       No   
Drinking problem or substance abuse? 
Yes       No   
 
Foster, adoptive or stepfather (if any):  
Occupation? 
Current age or age at death? 
Mental or emotional problems? 
Yes       No   
Drinking problem or substance abuse? 
Yes       No   
 
Foster, adoptive or stepmother (if any): 
Occupation? 
Current age or age at death? 
Mental or emotional problems? 
Yes       No   
Drinking problem or substance abuse? 
Yes       No   
 
Please list the names and ages of your brothers and sisters: 
 
 
 
 
Have any of your relatives ever experienced: 
Symptoms like yours?    
Yes       No     
 
Serious depression or attempted suicide? 
Yes       No   
 
Seeing a psychiatrist, counselor or other mental health 
professional? 
Yes       No   
 
Abuse of alcohol or drugs? 
Yes       No   
 
Are there any other physical or mental problems that “run 
in the family” that have not already been asked about? 
Yes       No   

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 
 

_____________________________________________________ 

 
 

 


