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Adult Intake Assessment 

First Name: Last Name: 

Date of Birth: Age: Gender Identity: Today’s Date: 

Home Address: 

Cell Phone:          Home Phone: May we identify 
ourselves? 
[   ] Yes   [   ] No 

Work Phone:              Email: May we identify 
ourselves? 
[   ] Yes   [   ] No 

Coralville Family Counseling respects your right to not disclose the following information.  Please use your discretion and 
level of comfort when answering the following questions. We have provided a self-identify (Self-ID) option in each relevant 
category to allow for your unique identity to be included. 
Race/Ethnicity (check all): 
 African American/Black 
 Asian/Pacific Islander 
 Caucasian  
 Hispanic/Latino(a) 
 Native American 
 Self-ID: _______________ 

Relationship Status: 
 Single 
 Dating 
 Partnered, not married 
 Married 
 Divorced/separated 
 Widowed 
 Self-ID: ____________ 

Sexual Identity: 
 Lesbian 
 Gay 
 Heterosexual 
 Bisexual 
 Questioning 
 Self-ID: _____________ 

Cultural preferences: Language preference: Religious Affiliation/ 
Spiritual Identity: 

 Highest level of education: Current employer: Occupation: 

Hours worked per week: 

Primary Care Physician: Clinic: 

Psychiatrist’s Name Clinic: 

Are you being treated by any other behavioral health provider(s)? Clinic: 

Behavioral/Mental Health Treatment History 
Agency/ Professional’s name: Date of treatment: 
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Outcome/Response to treatment and interventions used: 

Agency/ Professional’s name: Date of treatment: 

Outcome/Response to treatment and interventions used: 

Current medications and dosages 
Medication and prescriber: Dose (per day): Date prescription initially 

started: 

Medication and prescriber: Dose (per day): Date prescription initially 
started: 

Medication and prescriber: Dose (per day): Date prescription initially 
started: 

Is the medication regime followed? [   ] YES  [   ] NO               Any problematic side effects? 
Is the medication working?    [   ] YES  [   ] NO 

List all allergies, adverse reactions/sensitivities to food, drugs, and other substances:  

List family medical history concerns/issues: 

List all previous medical and mental health diagnoses: 

List dates of diagnosis and providers of previous medical treatment: 

List current medical concerns and current treating clinicians: 

History 
 Yes No  Uncertain Explanation:  

Have you ever been in trouble 
legally, or are you experiencing 

legal concerns now? 

    

Any family history of chemical 
dependency? 

    

Any family history of mental 
illness? 
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Have you ever been physically 
abused? 

    

 Yes No Uncertain  
Have you ever been sexually 

abused? 
    

Have you ever been emotionally 
abused? 

    

Have you ever experienced a 
traumatic event? 

    

Have you been diagnosed with a 
disability?  

    

Have you ever been hospitalized 
for psychiatric issues?  

    

Have you ever been hospitalized 
for substance use issues? 

   Date(s), substance type, outcome: 

Have you ever seriously 
considered/attempted harming 

yourself?  

   Date(s), method, access: 

Have you ever seriously 
considered/attempted harming 

someone else?  

   Date(s), method, access: 

Have you ever abused another 
person?  

 
 

   

Substance use 
 Yes No Amount Have you in the past? 

Do you currently use alcohol?     

Do you currently use nicotine?     

Do you currently use caffeine?     

Do you currently abuse non-
prescription medication? 
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Do you currently abuse 
prescription medications? 

    

Do you currently use illicit drugs?      

If an active smoker, are you 
ready to quit or reduce tobacco 

use? 

    

Substance abuse treatment history/ if applicable 
Date and type of treatment(s) participated in:  

Length of current relapse, if applicable:  

Other people living in your home? 

Name: _________________________________  

Gender identity:__________ 

Age: _______________ 

Relation: ________________________ 

Name: _________________________________  

Gender identity:__________ 

Age: _______________ 

Relation: ________________________ 

Name: _________________________________  

Gender identity:__________ 

Age: _______________ 

Relation: ________________________ 

Name: _________________________________  

Gender identity:__________ 

Age: _______________ 

Relation: ________________________ 

Please answer the following questions 

Describe your relationship with your spouse/ significant other: 

 

Describe your relationship with your family and/or children: 

Personal short answer 

What event (s) prompted you to seek treatment at this time? 
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List additional family stressors or concerns at this time (Mental, physical, emotional health of other family 
members, employment, housing, financial, recent losses, etc.): 
 

What changes would you like to see in yourself?  

What changes would you like to see in your significant other and/or family?  

Please list your strengths, skills and abilities: 
 
 

What is your current motivation level? 

Are you having any educational concerns or struggles? 

What risk factors would prevent you from making changes? 
(Please check ALL that apply) 
 
[   ] Noncompliance with treatment                            [   ] Immediate risk of harm to children 
[   ] Number of multiple behavioral diagnosis           [   ] Suicidal/homicidal thoughts 
[   ] Immediate risk of harm to self                             [   ] Substance abuse 
[   ] Immediate risk to harm someone else                 [   ] Elopement potential 
[   ] Immediate risk of harm to animals                     [   ] Other, please explain: 

Resources and Referrals 
List current resources (e.g. - family, friends, non-profit organizations, support groups, social services, school 
based services, government assistance, etc.): 
 
 

Referrals needed (e.g. – housing, food, psychiatry, support groups, relapse prevention, gambling intervention, 
stress management, wellness programs, lifestyle changes, academic, etc.): 
 
 

Emergency Contact- Do Not Leave Blank 
Name: 
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Phone: 

Home address: 

Provide Insurance Information or Insurance Card(s) 
Primary insurance:                           Insurance Phone #:                          Employer of Insured: 
 

Policy holder name:                                                     DOB:  

ID# Group # 

Secondary Insurance:                                                                   Employer of Insured: 

Policy holder:                                                               DOB:   

ID# Group # 

 
In consideration of the health care services provided to the client, 

I ________________________ assign and authorize my insurance company, or other third party payor to make 

payments directly to Coralville Family Counseling.  

Specific authorization for release of information 
 
I specifically authorize Coralville Family Counseling to submit medical information regarding diagnoses, treatment, 
consultations, prescriptions, and medical history to my insurance company, or other third party payor or its authorized 
agents or representatives for the purpose of determining benefits and facilitating payment. I may revoke this specific 
consent to release information at any time by sending a written notice to Coralville Family Counseling, 2431 Coral 
Court, Suite #4, Coralville, Iowa 52241. I understand that the information to be released may include mental health 
related information unless I specifically deny the release. 

Printed Name: 

Signature: Today’s Date: 

Acknowledgment of Notice of Privacy Practices 
I acknowledge that I am aware the Provider’s Notice of Privacy Practices is available in the lobby at Coralville Family Counseling 
for me to review. The Notice of Privacy Practices describes how identifiable health information may be used and disclosed and 
states my rights with respect to my medical information. 
 
I understand that Coralville Family Counseling has the right to revise these polices and to amend the Notice of Privacy Practices. I 
understand that in the event that the notice is revised, the revised notice will be available at Coralville Family Counseling. At any 
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Print Client’s Name:                                                                 Date of Birth: 

Signature of Client /Legal Representative:  Today’s Date: 

Staff Member/ Witness: Date: 

 

time, upon request, I may obtain a copy of the Privacy Practices.  
 
If for a child, your signature indicates that you have legal guardianship to sign for this minor. 
 











Credit Card Policy and Authorization 

Our office policy is that a credit card is on file in our office as a backup for any 
unpaid charges. No charges will be made to your card if you pay in full during your 
appointment. Any charges incurred and not paid at the time of the appointment will 
result in a charge to your credit card. Additionally, if you “no show” to an 
appointment or fail to cancel two appointments with at least a twenty-four-hour 
notice, your card will be charged a fee of $50 for each missed session. You have a 
right to see a summary of charges to your account and will be provided a copy of 
the receipt upon request. 

Client Name: ___________________________________ Date of Birth: ________ 

Card Type: ____ Visa ____ Mastercard ____ Discover 
Card Number: ____________________ Expiration: ______ Security Code: _____ 
Name as it appears on card: ____________________________________________ 
Billing Address: _____________________________________________________ 
State: ______________ Zip Code: __________ Phone: ______________________ 

I (printed name) ___________________________________________ authorize 
Coralville Family Counseling to charge payments for services to the credit card 
indicated on this form.  

This charge card will be used for the unpaid balance of the client charges unless 
other payment arrangements are made. 

___________________________________________  ______________________ 
Signature of Cardholder/Responsible Party        Date 


