

Melissa D. Fenton, PhD, LMHC
13500 Sutton Park Dr. S., Ste 203
Jacksonville, FL 32224


Client Intake

							Date _________________________



Personal Information

Name ____________________________________	Age _______	Sex: 	☐M	☐F
Address ________________________________________________________________	
City _____________________________	State ___________	Zip ______________
Home phone _______________________Cell phone _____________________________	
Email address: ___________________________________________________________
Date of Birth ________________	  Place of Birth _____________________________	
S.S. # ______________________________
Education (Highest grade completed) _________________________________________ 
Occupation ______________________________________________________________
Place of employment or school ______________________________________________
Hours worked per week : _____________ Years with Employer: ___________________
Are you satisfied with your job?  Yes☐   No☐   I Don’t Know☐








Relational/ Support History:

Present marital status (check one)	Single	☐	Married ☐	   Remarried ☐
					Separated☐	Divorced☐	   Widowed☐
If you are in a romantic relationship, how long have you been in this relationship? ________________________________________________________________________
Are you satisfied with your current romantic relationship? Yes☐  No☐  I Don’t Know☐
Do you feel supported by your partner/spouse?   Yes☐   No☐   I Don’t  Know☐
How would you rate the quality of your friendships?
       Very Poor☐   Unsatisfactory☐   About Average☐   Good☐   Excellent☐
Besides family, how many people can you count on right now for friendship/emotional support? ________________________________________________________________
Children’s names and ages  _________________________________________________
If married:	Spouse’s name  ______________________________________________
Number of years married  ______________________________________
		Spouse’s occupation  __________________________________________	
Spouse’s work phone  _________________________________________
If child:	Mother’s name  ______________________________________________	
Work phone  _________________________________________________
		Father’s name  _______________________________________________	
Work phone  _________________________________________________
		Parent’s marital status  _________________________________________	
I live with  __________________________________________________

 






Physical Health
How is your physical health at present?  
Poor ☐    Unsatisfactory ☐    Satisfactory ☐    Good ☐    Very good ☐
List any past health problems ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any current medications (prescribed or non-prescribed) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you having problems with your sleep habits?  Yes ☐  No  ☐
Are you having any difficulty with appetite or eating habits?  Yes ☐  No  ☐
Do you have any problems or worries about sexual functioning?  Yes ☐  No  ☐
If yes, please explain ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How many times per week do you exercise? ____________________________________
How long each time? ______________________________________________________
Physical Health problems of close family members ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Mental Health 

Have you ever been a victim of:  
Emotional abuse as a child    			Yes ☐	      No ☐
Physical abuse as a child   			Yes ☐	      No ☐
Sexual molestation/abuse as a child  		Yes ☐	      No ☐
Emotional abuse by a partner/spouse		Yes ☐	      No ☐
Physical abuse/assault by a partner/spouse	Yes ☐	      No ☐
Sexual abuse/assault as an adult		Yes ☐	      No ☐
Other trauma (Specify):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Previous Counseling Experience
Have you ever received psychological counseling before?	Yes ☐	      No ☐
If yes, when? ______________________________________________________      	For how long? _____________________________________________________	
Why? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently seeing a psychiatrist or have seen a psychiatrist in the past?
Yes ☐      No ☐
If yes, 
Where: ___________________________________________________________	
When: ____________________________________________________________  
Duration: _________________________________________________________
What was the focus of the psychiatric treatment? ________________________________________________________________________________________________________________________________________________
Do you have suicidal thoughts presently?    
Frequently ☐      Sometimes ☐       Rarely ☐        Never ☐
How often have you had suicidal thoughts in the past?    
Frequently ☐      Sometimes ☐       Rarely ☐        Never ☐
 When?  ________________________________________________________________________________________________________________________________________________
Have you ever intentionally inflicted any harm upon yourself?  Yes☐   No☐   Unsure☐
When? ________________________________________________________________________________________________________________________________________________

Have you ever attempted suicide?  Yes  ☐       No  ☐
Date(s) ________________________________________________________________________________________________________________________________________________

Have you ever been hospitalized for psychological reasons?  Yes  ☐     No  ☐
	For What Reason(s) ________________________________________________________________________________________________________________________________________________
Date(s) ________________________________________________________________________________________________________________________________________________

Mental Health Family History: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Alcohol and other Drug use:

How often do you drink alcohol?
☐  Daily    
☐  3 or more times per week   
☐  1-2 times per week   
☐  Weekly   
☐  Monthly   
☐  Less than monthly    
☐ Never

How often do you use other drugs (marijuana, cocaine, ecstasy, oxycontin, etc)?
☐  Daily    
☐  3 or more times per week   
☐  1-2 times per week   
☐  Weekly   
☐  Monthly   
☐  Less than monthly    
☐ Never

Do you or does someone else think that you may need to cut down or stop using drugs?
Yes ☐     No  ☐     Maybe  ☐
Problem Analysis:
Briefly describe the problem you most wish help with right now: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How would you rate the intensity of the problem or concern that brought you in?
   1☐  2 ☐ 3 ☐ 	 4 ☐ 5 ☐ 6☐		     7 ☐ 8 ☐ 9 ☐ 10☐
      Not intense        Moderately Intense              Extremely Intense

How much has your current problem interfered with your life in general?
     Not at all ☐       A little ☐      Somewhat ☐      Moderately ☐     To a great extent ☐

Referral Information
Who, if anyone, has referred you to our office? ________________________________________________________________________________________________________________________________________________
Symptoms
Please check any of the following symptoms you have been experiencing within the past two (2) weeks

	☐Anxiety	
	☐Depression
	☐Sadness
	☐Anger
	☐Irritability
	☐Elevated mood
	☐Headaches
	☐Nausea/Vomiting
	☐Stress
	☐Dizziness
	☐Shortness of breath
	☐Suicidal thoughts
	☐Feelings of hurting someone
	☐Low self-esteem
	☐Recent weight loss/gain
	☐Insomnia
	☐Change in appetite/eating habit

[bookmark: _GoBack]Consent and Agreement for Services

I hereby consent to psychological therapy or consultation with Melissa D. Fenton, Ph.D., LMHC.  I understand each of the following:
· It is my responsibility to cooperate with treatment.
· This is a fee for service practice.  Charges for services are due and payable at the time services are rendered.  If I choose to file a claim with my health insurance company, I understand that I have an agreement with my insurance company to reimburse me at a particular rate of the amount billed.  My therapist’s bill is an agreement between my therapist and me.  I am responsible for the payment of my bill, regardless of the status of my insurance claim and the amount to be reimbursed to me.
· Sessions are 50 minutes in length and begin on the hour unless other arrangements have been made.  The additional 10 minutes will be used to transcribe your session notes, which I am legally bound to perform.
· Since my practice is busy, all cancellations must occur by 5pm the day before your appointment.  This will allow me time to fill your slotted time.  Any cancellations after this time will be charged in full.
· I understand that Melissa D. Fenton, Ph.D., LMHC is not covered by an answering service.  I may leave a voice message at any time on the voice mail system and will be contacted as soon as possible.  I realize that Melissa D. Fenton, Ph.D., LMHC. provides outpatient services only and that I must go to a hospital if immediate treatment is required.
· I understand that psychological treatment involves the possibility of emotional distress and discomfort.  Therapy is hard work, and in order to fully benefit, there may be moments where my symptoms worsen before they improve.  I also understand that if I have questions regarding my treatment plan or progress, I am encouraged to discuss my concerns immediately.

Signature___________________________________________	Date______________

Signature of parent/guardian____________________________	Date______________

