Athena Consulting & Psychological Services, LLC

INTAKE INFORMATION

Patient   _________________________________________________________________________________________________



Last




First




Middle

Gender            FORMCHECKBOX 
  Male
     FORMCHECKBOX 
  Female        
 Age:   _________

 SS#  _______________________________________    
DOB  ________/__________/___________

Ethnicity:   FORMCHECKBOX 
Caucasian
 FORMCHECKBOX 
African American
 FORMCHECKBOX 
Asian

 FORMCHECKBOX 
Latino
/Hispanic
 FORMCHECKBOX 
Pacific Islander

Education:  _________ yrs.
Marital Status:  
 FORMCHECKBOX 
  Single   


 FORMCHECKBOX 
  Divorced  









 FORMCHECKBOX 
  Married    Yrs.:  ______
 FORMCHECKBOX 
  Widowed
Address:  __________________________________________________________________________Apt. #_____________________


________________________________________________________________  County  FORMCHECKBOX 
 Davidson  FORMCHECKBOX 
 Other: __________



City



State 

Zip

Home Phone:  (        )  ___________________________
May we contact you at Home?        FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No


Work Phone:  (        )  _____________________________       May we contact you at Work?       FORMCHECKBOX 
  Yes         FORMCHECKBOX 
 No

Cell Phone or Pager:  (        )  _____________________
May we contact you at this number?     FORMCHECKBOX 
  Yes         FORMCHECKBOX 
 No

Email Address:  ______________________________________ May we contact you at this address?     FORMCHECKBOX 
  Yes         FORMCHECKBOX 
 No

(Note: address is never shared and this is voluntary and intended for future patient satisfaction surveys to improve our service)

Name of Employer:  __________________________________________  Occupation:  _____________________________________

Name of Insured if Different:  _______________________________________________  Relationship:  ________________________

Insured’s Social Security Number:  _________________________________________  DOB:  ________ / _________ / ____________

Insured Address if Different:  ____________________________________________________________________________________

Insured Employer:  _______________________________________________________  Phone:  (       )  _______________________

Who Referred You:  ____________________________________________________  Phone#  ______________________________

In Case of Emergency, contact:  __________________________________________ Relation to you:  ________________________

                   






         Phone#  ______________________________

Primary Care Physician:  ________________________________________________  Phone #  ______________________________

Pharmacy  __________________________________________     Phone#  __________________________________

Presenting Problem: _________________________________________________________________________________________

Do you have any current or long term medical conditions?  __________________________________________________

_________________________________________________________________________________________________

Have you ever received treatment from a mental health professional or physician before?  (if yes, when and where)

Have you ever been hospitalized for a mental illness?  (if Yes, when and where)

Are Your currently taking any medications?  (Please List)

	Medication
	Prescribed by:
	Dosage
	Purpose

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Do You Have any Medication or Food Allergies?  (Please List)

If the Patient is a Child Please Complete This Section:

Legal Guardian:  _____________________________________________________________  Relationship  _____________________



       Last



First


Middle

Mother’s Name:  ______________________________
Father’s Name:  ______________________________


Phone:  (        )   ______________________________
Phone: (        )   ______________________________
School:  ______________________________________________________________________________
Grade:  ______________

School Contact:  ______________________________________________________________  Phone:  _______________________

School Performance:  __________________________________________________________________________________________

Special Education:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
           Behavior Problems @ School:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No       Behavior Problems @ Home   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If you have children, please complete the following:

	NAME
	AGE
	SEX
	Living with you?
	Yours?
	Spouses?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Do you use alcohol or Drugs? ( If Yes, Please complete the following)

Today (type/amount):  _______________________________________________________________________________

Yesterday (type/amount):  ___________________________________________________________________________

	Substance
	Type
	Frequency/Amount
	Last Use

	Nicotine
	
	
	

	Alcohol
	
	
	

	Cocaine
	
	
	

	Cannabis
	
	
	

	Hallucinogens
	
	
	

	Pills
	
	
	

	Other
	
	
	


History of Withdrawal:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, describe:  ____________________________________________________
Longest Period of Sobriety:  __________________________________________________________________________

