
	Horizons of Hope Counseling Services
	Shelly Kepler LMFT
	405-361-1993


Family Therapy Intake Form
(To be completed by each individual)

First Name: _______________________ 	 	Last Name: _____________________
Age: ____	Birth Date: _____________ 	Ethnicity: _____________ Religion: ___________
Marital Status: ___________	Sex/Gender: ____________	Number of Children: __________
Ages of Children: ________________	
Home Address: ______________________________________________________________
Who do you live with? _________________________________________________________
Cell # ________________________	Work # ___________________________
Email: _________________________________________________________
Name of Emergency Contact: _____________________________ Phone: __________________

Employment Information
Full Time ___ 		Part Time ___
	
	Student ____		
Position: ________________________________________

Psychiatric and Medical History
Please list any Psychiatric or “Mental” problems that you have been diagnosed with: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any Medical or “Physical” problems that you have been diagnosed with: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any Medications you currently take: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Mental Health Treatment History
Have you ever been hospitalized for psychological or psychiatric reasons? ____________
If yes, Please describe when and where and for what reasons…
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you received prior family counseling? _______
If Yes, please state when, where, how long and for what reasons….
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Was the outcome successful? _______________

Have you ever been in individual counseling before? __________________
If yes, please give brief summary of concerns addressed ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Habits 
Please describe your current habits in each of the following areas: 
Smoking: _____________________________________________________________________
Gambling: _____________________________________________________________________
Drinking: ______________________________________________________________________
Drug Use: _____________________________________________________________________
Caffeine intake: _________________________________________________________________
Exercise: ______________________________________________________________________
Sleeping: ______________________________________________________________________
Fun and Relaxation: _____________________________________________________________

Stressful Life Events
Please describe any current significant or stressful life events that you are experiencing:

Economic Problems: ____________________________________________________________
Difficulty Accessing Health Care: __________________________________________________
Legal Issues or Crime: __________________________________________________________
Cultural Issues: ________________________________________________________________
Family Conflict or lack of support: __________________________________________________
Social Problems: _______________________________________________________________
Educational or Occupational difficulties: _____________________________________________
Housing Problems: _____________________________________________________________
Grief or Bereavement: ___________________________________________________________
Other: ________________________________________________________________________

Questions about Your Family

How close you feel to family members: (distant)  1     2     3     4     5   (close)

How well do you get along with family members:  (poorly)   1     2     3     4      5   (great)

What are the family and/or household rules? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your expectations for counseling? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your treatment objectives: (please check all that apply)

· Improve Communication
· Conflict Resolution
· More Emotional Safety
· Resolve Individual Issues
· Power and Control Issues
· More Sharing of the Chores
· Parenting Skills
· More Physical Safety
· More Autonomy
· More Hobbies
· Help for Children’s Behavior
· Problem Solving
· More Quality Time Together
· More Respect/Understanding
· Less harsh discipline
· Other (specify)	



What have you already tried to address these difficulties? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Whose idea was it to come to therapy? ______________________________________________

Was there a prompting event that led someone to make the call to seek help now? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your biggest strengths as a family? _________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please make at least three suggestions as to something you could personally do to improve the relationship regardless of what your family members do: ________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does anyone in your family drink alcohol or take drugs to intoxication: yes____ no ____
If yes, who, how often and what drug/alcohol? ________________________________________
____________________________________________________________________________________________________________________________________________________________

												
Has anyone in your family physically restrained, harmed, or injured the other person? 
e.g. pushed, shoved, grabbed, or slapped, etc.   Yes_____	No _____
If yes, who, how often and what happened? __________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is your family at risk for splitting up?  Yes ____ 	No ____
If yes or unsure, please describe __________________________________________________
_____________________________________________________________________________

Do you perceive that anyone in your family has withdrawn or given up trying to work things out? 
Yes ____	No ____	If Yes, Who? __________________________________________

Circle your current level of stress overall?  (No stress) 1    2     3     4     5 (Extremely Stressed)
Circle your current level of stress in the family? (No stress) 1    2     3     4     5 (Extremely Stressed)

Name the top three concerns that you have in your family (#1 being the most problematic)
1. ____________________________________________
2. ____________________________________________
3. ____________________________________________ 	

How important is it to you to improve the quality of your family relationships?
(not important) 1   2   3   4   5   6   7   8   9   10  (extremely important)


How willing are you to make “working on these relationships” a priority in your life? 
(not willing)  1   2   3   4   5   6   7   8   9   10  (extremely willing)

Is there anything else you would like to mention? ______________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

