
IN-DEPTH THERAPY
CHILD/ADOLESCENT THERAPUETIC INTAKE

Name: _______________________________________ 

Today’s date: ____________________ 
Nickname/Name you want to be called: ____________________________________________________ 

Home Address: ________________________________________________________________________ 

City: ________________________________________________ State: _________ Zip: ______________ 

Home # ______________________________________ Cell Phone #: _____________________________
Birth Date: _____________ Age: _________ Gender: ______ 
Complete e-mail address: ________________________________________________________________

Parent’s E-mail: ​​​​​​________________________________________________________________________
Does anyone else have access to your e-mail address?     􀀀 Yes       􀀀 No
FATHER’S INFORMATION
Father’s Name: ____________________________________________________________ Age: ________
Father’s Address: _______________________________________________________________________
City: __________________________________________________ State: __________ Zip: ____________
Phone (Home) ______________________________ (Cell) _______________________________________
Occupation____________________________________Employer__________________________________ 
Father’s Marital Status: ( Married ( Engaged ( Widowed ( Divorced  ( Separated ( Live with Partner
MOTHER’S INFORMATION
Mother’s Name: ___________________________________________________________ Age: ________
Address: ______________________________________________________________________________
City: __________________________________________________ State: __________ Zip: ____________
Phone (Home)______________________________ (Cell)_______________________________________
Occupation____________________________________Employer__________________________________ 
Mother’s Marital Status: ( Married ( Engaged ( Widowed ( Divorced  ( Separated ( Live with Partner

Step-Parent(s)/Legal Guardian  ( N/A 
If applicable, please complete the following information

Name(s): _________________________________________________________________________

Address: ______________________________________________________________________________
City: __________________________________________________ State: __________ Zip: ____________
Phone (Home) ______________________________ (Cell) _______________________________________
MEDICAL& PERSONAL

Has your child had any counseling before?
 ( Yes ( No 
Counseling/Therapist Name(s): ______________________________________________________________ 
Dates To / From: ____________________Outcome and Diagnosis___________________________________ 
Child’s Physician: _____________________________________Date of Last Medical Exam ____ / ____ /____ 
Please rate child’s health? ( Excellent ( Good ( Average ( Poor 
Is your child on medication? If yes, what kind: ___________________________________________________ 
Does your child have an addiction? ( Yes ( No  ( Uncertain 
Have they had any previous trauma? (Physical, Emotional, or Sexual Abuse, Abortion, Etc.) 
( Yes ( No ( Uncertain 
Does your child have any chronic illnesses, genetic illnesses, allergies or handicaps? ( Yes  ( No

If yes, please describe: _____________________________________________________________________

________________________________________________________________________________________
Has your child ever been arrested? ( Yes ( No 
In case of emergency, who should we notify? 
Name: __________________________________________________________________________________ 
Address: ________________________________________________________________________________ 
City: ____________________________________________________ State: _______ Zip: _______________ 
Telephone (Home): ________________________________ (Work): _________________________________ 
Relation: ________________________________________________________________________________ 
FAMILY COMPOSTION
Who currently resides in the same house as the child? Please include everyone including any half or step brothers and sisters names.
Name 




Age 




Relationship 
	1. 
	
	

	2. 
	
	

	3. 
	
	

	4. 
	
	

	5. 
	
	

	6. 
	
	

	7. 
	
	

	
	
	


EDUCATION INFORMATION

Is your child currently enrolled in school/day-care?    ( Yes
(  No

Name of school/day-care: _______________________________________ Grade: _____________________

Describe your child’s academic performance over the past school year:  ( Good  ( Fair  ( Poor

If poor, please explain:______________________________________________________________________

Is your child’s behavior a problem in his/her school? ( Yes  ( No

If yes, please describe: _____________________________________________________________________

________________________________________________________________________________________
RELATIONSHIPS
Please describe the following relationships

Mother and Child: _________________________________________________________________________

Father and Child: _________________________________________________________________________

Siblings and Child: ________________________________________________________________________

Step-Parent(s)/Legal Guardian (or other significant relationships) and child: ____________________________

________________________________________________________________________________________
BEHAVIORAL INFORMATION
Have there been any significant events in your child’s life in the past 12 months?  (  Yes  (  No

If yes, please explain: ______________________________________________________________________

Does your child have difficulties with any of the following areas? (Check all the apply)

Health


Emotions

Sleep


Development

Behaviors
( weight loss/gain     
( mood swings
( bed wetting

( soils pants

( lying/exaggerating

( diet/eating

(frequent crying
( nightmares

( sucks thumb

( cruelty to animals

( uses drugs/alcohol
( depressed

(waking up

( motor skills

(fascination with fire

( caffeine/nicotine
( suicide ideations/attempts


( language skills
( sexual acting out













( nervous habits


Relationships










( truancy
( getting along with other kids


( getting along with other adults

( dating






( involvement with law enforcement

What concern has caused you to bring your child in for counseling at this time? _________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

	PLEASE CHECK ANYTHING YOUR CHILD HAS GONE THROUGH IN THE LAST 12 MONTHS

( Death of Parents 
( Divorce of Parents 
( Separation of Parents 
( Remarriage of Parents 
( Death of close family member 
( Personal injury or illness 
( Fired from work 
(Change in family member’s health 
( Pregnancy 
( Sexual Abuse 
( Addition to family 
( Change of financial status of parents 
( Death of close friend 
( Foreclosure of parent’s mortgage or loan 
( Change in work responsibilities 
( Brother or Sister leaving home 
( Trouble with in-laws 
( Outstanding personal achievement 
( Parent begins or ends work 
( Jail term 
( Starting or finishing school 
( Change in living conditions 
( Revision of personal habits 
( Change in parents work hours, conditions 
( Change in residence 
( Change in schools 
( Change in recreational habits 
( Change in church activities 
( Change in social activities 
( Change in sleeping habits 
( Change in number of family gatherings 
( Change in eating habits 
(Vacation 
( Christmas season 
( Minor violation of the law 
( Other 
________________________________________ 
________________________________________


What has been done about your concern up to this
present time? _________________________________

____________________________________________

____________________________________________

____________________________________________
Has anyone in the family experienced similar problems?

____________________________________________

____________________________________________

____________________________________________

____________________________________________

Is there any other information that you think I should know? ______________________________________

____________________________________________

____________________________________________

____________________________________________

In-Depth Therapy
2095 West 6th Ave Suite 205

Broomfield, CO 80020
www.indepththerapy.org
Fax: (303) 532-1240

Authorization to Treat Minor Children

I, _______________________________________________________, give my permission to




Name of parent or guardian

_______________________________________  to see my son/daughter

_______________________________________________________ for treatment or counseling, 




Name of Minor Child

with and/or without my being present in the same session. I/we understand that we are the holder of confidential privilege – the right to withhold disclosure of private counseling information about my child. 

As legal custodial parent, I/we understand that we have the right to information concerning our

minor child in therapy, except where otherwise stated by law. We also understand that this therapist believes in providing a minor child with a private environment in which to disclose himself/herself to facilitate therapy. We therefore give permission to this therapist to use her discretion, in accordance with professional ethics and state and federal laws and rules, in deciding what information revealed by my child is to be shared with us. This is my written consent to the mental health assessment and treatment of minor child under the terms stated above.
_______________________________________________________ _____________

Signature of Parent/Guardian 






Date

_______________________________________________________ _____________

Signature of Parent/Guardian 






Date

_______________________________________________________ _____________

Signature of Therapist/Witness 






Date


In-Depth Therapy




Devoted to the Growth 







