


















Intake Form
General Information
Name:         Birth Date:   

Address:      City:    Zip:  

Home Phone: (           )                            Cell Phone: (           )                                   

Email:             

Primary Method of Communication: Phone Call      Email

Employer:      Position:     

Marital Status:
       
       Single     Dating   Married   Separated          Divorced         Widowed

Last Education Completed:
       
       GED  High School         Some College     Undergrad Degree         Graduate Work

Day/Time Availability During the Week to Meet With a Counselor:
      
        Monday           Tuesday          Wednesday  Thursday

Emergency Contact           

Phone (           )                            Relationship to you     

Form continues on page 2
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Marriage & Family Information
Spouse:        Birth Date:   

Anniversary:    Ages When Married:    Husband  Wife  

Spouse’s Occupation:                                     

Home Phone: (           )                            Business Phone: (           )                                  

Have either you or your spouse been divorced/separated If so, please briefly explain.

Children (Indicate names, ages, marital status, and if they are step-children or adopted):

Spiritual Background

Are you a member of Grace Baptist Church?    Yes         No

Do you attend another church?    Yes         No       If so, where?    

Church attendance Sunday morning per month (select one)         0         1          2          3         4

Are you part of an Adult Bible Fellowship, Grace Group, or another small group?

        Yes No

If yes, please also indicate who is your group leader.

                                     

Where else are you involved in the church?
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Spiritual Disciplines Assessment
1. Do you read the Bible?                Never        Occasionally    Often

2. Do you pray to God?                Never        Occasionally    Often

3. Do you share the gospel?               Never        Occasionally    Often

4. Do you support the church through  Never        Occasionally    Often
    financial offerings?

5. Do you pray with your spouse?   Never        Occasionally    Often        N/A

6. Do you pray with your children?  Never        Occasionally         Often        N/A

7. Do you have family devotions?   Never        Occasionally    Often        N/A

Theological Assessment
1. All truth can be found if I just look within myself.        Yes          No

2. God can bring peace amid life’s struggles.            Yes          No

3. I am a Christian as long as I go to church, pray, and read my Bible.     Yes          No

4. People naturally tend to do bad things.         Yes          No

5. I should trust my moral compass.          Yes          No

6. God is in control, even when bad things happen.        Yes          No

7. God loves me more when I do good things.         Yes          No

8. I should do what is right, even if it doesn’t feel good.       Yes          No

9. If God were totally good, He would never let anything bad happen.    Yes         No

10. Our emotions and senses can often fool us.         Yes         No

11. Suffering has no meaning and should be avoided whenever possible.     Yes         No

12. Good things happen to good people, bad things to bad people.      Yes         No

Form continues on page 4
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Would you describe yourself as a Christian? Please explain what that means to you.

How would you explain the gospel and the way it has changed your life to someone?

Please explain any recent changes in your spiritual life.

Form continues on page 5
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Have you received counseling at Grace Baptist Church before?     Yes        No

If so, when?            

Who was your counselor?          

Are you currently seeing, or have you ever seen, a psychiatrist, psychologist, mental

health practitioner or pastoral counseling elsewhere?        Yes          No

If so, please indicate the following:

Prior Counseling & Health Information

Counselor/Psychologist/
Psychiatrist/Pastor Duration Medication

Prescribed?
Diagnosis or

Outcome
Was it

Helpful?

Please review the following statements, and rate the issues that are most relevant to you (0 – 5) 
0 = no concerns  3 = some concerns  5 = serious concerns:

I feel depressed
I feel anxious
I feel insecure
I feel inferior
I feel hopeless
I feel fearful
I feel angry
I struggle with anger
I feel sad
I abuse alcohol
I think of suicide
I feel inadequate

I view pornography
I struggle sexually
I struggle with my sexuality
My spouse has committed adultery
My spouse is a poor communicator
I am a poor communicator
I do not attend church regularly
I strongly fear rejection
I have been sexually abused
I have been sexually abusive
I have been verbally and/or physically abused

I have been verbally and/or physically abusive

I have obsessive thoughts
I struggle with compulsive behaviors
I struggle with worry
I struggle with doubt
I struggle with bitterness
I feel worthless
I am having marital problems
I struggle with my in-laws
I struggle as a parent
I use illegal drugs
I use prescription drugs
I abuse prescription drugs
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Health:  Very Good          Good         Average          Declining

Hearing:  Very Good          Good         Average          Declining

Sight:   Very Good          Good         Average          Declining

Appetite:  Very Good          Good         Average          Declining

Energy:   Very Good          Good         Average          Declining

Primary Physician:     Date of last medical exam:   

Result of last medical exam:         

Current medications and dosages:        

List significant illnesses or injuries:        

Is there anything that would be helpful for your counselor to know regarding your health?

             

Have you ever used drugs for other than medical purposes?         Yes          No

If yes, please explain:          
 
Do you drink alcoholic beverages?           Yes          No       How often?    

Do you use tobacco or tobacco-related products?           Yes          No       How often? 

Recent weight change?          Yes          No       If so, what was the weight change?  

Average number of hours sleep per night?       

Describe any changes in your sleep patterns:       

             

Average number of hours per week watching TV:       

Average hours per week online/social media (recreational):     

Please select all the social media sites you regularly use:

Medical Assessment

Facebook  Instagram  Twitter      YouTube  TikTok     Snapchat

Pinterest  Reddit   Dating Sites     Online Chatrooms/Forums    Other:          
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Briefly answer the following questions. Please be as specific as possible

1. What is the main problem or issue that has brought you to counseling? Please include
when it began and any other significant events that occurred around the same time.

2. What have you done about the problem or issue? What has worked or not worked?

3. What are your expectations or goals in seeking counseling? What do you desire to
happen in this situation, and what do you fear may happen?

Pre-Counseling Journal
4. As you see yourself, what kind of person are you? How would you describe yourself?
How has this current situation affected the thoughts that come to your mind?

5. Is there any additional information we should know?
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Briefly answer the following questions. Please be as specific as possible

1. What is the main problem or issue that has brought you to counseling? Please include
when it began and any other significant events that occurred around the same time.

2. What have you done about the problem or issue? What has worked or not worked?

3. What are your expectations or goals in seeking counseling? What do you desire to
happen in this situation, and what do you fear may happen?

4. As you see yourself, what kind of person are you? How would you describe yourself?
How has this current situation affected the thoughts that come to your mind?

5. Is there any additional information we should know?
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