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STUDENT INTAKE FOR PERSONAL COUNSELING
Name (please print clearly):_________________________
Date:_____________________

SSN/Student ID:_____________________________________

Local Address (with zipc ode):_________________________________________________________________

Permanent Address (with zip):_____________________________________________________
Local/Home Phone (with area code):_______________________ May we leave a message?  Y   N

Cell phone (with area code):                ____________________________May we leave a message?   Y   N

Permanent Phone (with area code):   ___________________________ May we leave a message?  Y    N

E mail Address (MC preferred):___________________________________

Marital Status:
Single___
Partnered___
Married___
Separated___
Divorced___



Widowed___

Age:________

DOB:________
Children:   Y  N 
# of Children:______

Ethnic Background:


African American (non-Hispanic)___
 American Indian___
  Asian___   Caucasian___
Hispanic___
Other___

Status: (mark two)  Full-time___ Part-time___  Traditional Age___    23+___   

Class: Freshman___
Sophomore___    Junior___
Senior___    Graduate___    Other___

Major:____________

GPA:____________

If currently employed, where?_________________________________________________

Hours per week:
____(1-10)  
 ____(11-20)  
 
____21-30)   

____(31-40)

Is this your first visit to the Counseling Center? 
Yes___    No___

Referred by:
___Self
Faculty/Staff___
Family___
Friends___
Other___

Have you received any previous counseling?
Yes___
No___

If yes, please specify when, where and for what purpose:____________________________________________________________________________________________________________________________________________________
Do you have insurance that covers counseling services?
Yes___   No___    Uncertain____

Are you currently taking medications?


Yes___
No___

If yes, what are you taking:______________________________________________________

Current prescribing physician/.psychiatrists:_______________________________________

Do you use alcohol? (mark one)
Never___   Occasionally___
Often___
 Daily___

Do you use drugs?   (mark one)
Never___   Occasionally___
Often___
 Daily___

How is your physical health?
Excellent___    Good____
 Fair____
 Poor____

Please rate all responses based on level of distress or concern.



1

2

3

4

5



None


       Moderate


         Extreme

1. Procrastination/inability 

       to complete work  _____

2. Lack of study skills ____



3. Fear of failure    _____
4. Test/performance anxiety ____

   
5. Unrealistic self-expectations
 ____
6. Poor academic performance
____
7. Dropping a class/withdrawal ____
8. Homesickness ____

9. Family Conflicts ____
10. Parent separation/divorce ____
11. Parents with alcohol/substance abuse ____

12. Lack of social contact/shyness ____
13. Conflict with roommate/friends ____
   
14. Commitment issues
   _____
15. Lack of intimate relationships  _____
16. Conflicts in intimate relationships   _____
17. Physical violence in intimate 
relationships_____

18. Loss of intimate relationships ____

19. Death or impending death of a friend,
family member or partner ____

20. Religious /Spiritual concerns ____ 

21. Multicultural issues/concerns ____

22. Financial concerns _____

23. Low self-esteem ______

24. Accident, trauma, assault _____

25. Sexual harassment _____ 

26. Sexual abuse as a minor _____

     

27. Rape/Sexual assault
    _____

28. Sexual identity concerns _____
 
                

29. Adjustment to major life changes ____            

30. Depression
 _____

31. Irritable/angry feelings ____

     

32. Anxiety/stress ____



     

33. Panic attacks ____


34. Obsessive thoughts/compulsive 

      Behavior ____   

35. Thoughts of suicide ____

36. Past attempts of suicide (yes or no)  _____

      b. # of attempts (if none, put zero)  ____            

37. Impulsive behavior ____

38. Bizarre or strange thoughts ____   

39. Self mutilation ____  

40. Legal problems ____

41. Emotional abuse ____ 

42. Feelings of extreme loneliness ____ 

43. Seeking information for someone else ____ 

44. Severe premenstrual syndrome (PMS) ____ 

45. Pregnancy/abortion concerns ____  

46. Sexually Transmitted Disease ____                   

47. AIDS/HIV issues (self, friends, family) ____    

48. Weight concerns/body image issues  ____

49. Serious illness, past or present ____


Which #’s above are of most concern?

Most important is # ____

Next important is # ____

Next important is # ____
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