Sharon Kiel, M.S., L.M.F.T.
Intake Questionnaire
Name: 
Date of birth: 
Address
City, State, Zip: 

Cell phone: 
Occupation: 
Gender:

Preferred pronouns:

*Please boldface your answers where needed.
Please boldface your relational status:

Married       Domestic Partnership   Living together      Significant Other/Not living together    Divorced         Separated         Single         Widowed

If you have children, please list them below, as well as with whom they live:

Name:                                                Date of Birth                                        Child lives with:
If you are currently taking medication for anxiety or depression, please list it, along with the dosage:
Please list the name and phone number of the prescribing physician, if known:

Do I have your consent to consult with your physician if necessary?
Yes
No

How regularly do you drink alcohol?

              Every day          Every week           A few times a month          Rarely          Never
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Please list any recreational drugs you are currently using, or have used in the past:

Have you ever been in a Rehabilitation Center for drug or alcohol addiction?      Yes      No
Has there been any abuse in a current or recent past intimate relationship?

Physical              Emotional/Verbal                 Sexual      
Has your partner ever been arrested for domestic violence?       Yes       No

Do you have a restraining order?      Yes      No

What brings you to counseling at this particular time? 

If you have been in counseling before, briefly describe why you felt it was helpful or unhelpful. 
Is there anything else you would like me to know before we begin our session?
