Glenda Cedarleaf Msw LiCsw

15911 Ridgedale Drive Suite 490
Minnetonka MN 55305 612 6951958

INTAKE FORM
Please Provicle the Fo”owing information for our records. Leave blank any qucstion you would rather
not answer. Information you Provicle here is held to the same standards of conFiclentialitg as our
tl'xcrapg‘ Please Print out this form and bring it to your first session or allow 3ourselF 30 minutes Prior to
your aPPointment to complete the form in the office. Thank you for taking the time to Provicle me with

the information that will l’]ClP me address your concerns.

Toclag’s Date Referred by:

Current reason For seeking thcrapg:

Name: Birth Date: / / /
Age: Gender: oMale o Female

Marital Status: o Never Married o Partnered o Married o ScParatcd o Divorced DWiclowecl

Address with zipcocle:
Home Phone: ( ) Cell phone ( ) Work Phone: ( )
Igive my Permission to be called at: HOME Yes/No CELL/ VYes/No WORK. VYes/No

SPccial Instructions:

I understand that if | have caller ID, the counselors name will be disclosed to others. Please Initial -

E-mail: Mag we email Qou’? oYes oNo

*Please be aware that email might not be confidential.

Emergencg Contact: Name

Phone ~Rc!ationslﬁip to you

i married, how long?




Date of Previous marriages if any

Number of Children:

Education; Higlﬂest year of schooling completed

Ages:

Please check the areas that are Problcms or concerns for you:

Fami!g/dﬁilclren_
Marital Relationslﬂip_
Other Re!ationslﬂiPs_
EmPloyment_

Finances

Livin g Situation

Scl'lool_

Legal Problems
Other (SPecify)_

Symptom/Problems List

1)
Circle any item that has been a concern or problem and indicate how long.
1)

SICCP Problcms
Fatigue/!oss of energy
Headaches

Nausea, diarrhea or other
cligestive distress

Dizziness or faintness
Shortness of breath
Trembling or slﬂal(ing

Trouble swa”owing/”lump in
throat”

Pa!Pitations/acceleratecl
heart rate
Nigl'xtmares/l:riglﬂtening

Dreams

Premenstrual or Menopausal

Issues

Over eating or binging or

excessive weigl'lt gain?

Under eating, unclcrweight

excessive weigl'lt loss?
DePressecJ mood
Loneliness

Frequent Crying
Mood Swings

Feeling of helplessness and
2 P

l’!OPC!CSSﬂCSS

Lack of interest in most

activities

Low self esteem

Suicidal Tlﬁouglﬁts/Plans
Excessive Worry
lrritabilitg

Fears inclucling Phobias
Social fears (slﬁgness)
Guiltg Feelings

Isolation

Lack of assertiveness
Aggressive behavior

Perfectionism

Memorg Prob!ems



Racing tnougnts
DiFFicultg concentrating Hallucinations Suicide AttemPt
Homicidal Tnougnts

Have you ever been abused?

Pl’xgsica”y Yes No Not Sure
Emotiona”g Yes No Not Sure
Sexua”g -Yes No Not Sure

Have you had Previous Psgcnotherapg? oNo oVYes

Previous tnerapist’s name

Are you current|9 taking Prescribccl Psgcniatric medication (antic]epressants or otl'lers)?

oYes oONo iFges) Pleaselist:

Are you current|9 taking supplements/vitamins etc? Please list

i no, have you been Previouslg Prescribccl Psgcniatric medication? Please list

Have you ever been l’]osPitalizecl for mental health reasons? oyes  oNo

nges where ?

When/Dates

Whois your current Primarg Phgsician?

Phone number and Addresss

Date of last Pngsical exam




Sign ificant oPerations and illnesses

Are you current|9 or have you had alternative thcrapics? (le. AcuPuncture, bocly worl<, l’lomeopathg,

naturoPatlﬂic medicine etc) Please list

Do you regularlg use alcohol? oNo oVYes
Ina tyPical month, how often do you have 4 or more drinks in a 24-hour Period’? -
Do you eve feel you are drinking excessivelg?
Do others see your clrinking as a Problcm?

Have you had blackouts after drinking’?

How often do you engage in recreational clrug use? O Dai!g O Week!g O Montlﬁlﬂ O Rare!g o N/A

In the last year, have you Cxperiencecl any signhcicant life changes or stressors?

OCCUPATIONAL INFORMATION:
Are you current|9 emplogecl? oNo oOVYes

ngesJ who is your current emploger/f)osition?

ngesJ are you l’lappg at your current Position?

Please list any work-related stressors, if any:

SEXUAL HEALTH HISTORY:
Are any of your current concerns related to your sexuality? oNo oOVYes

ngesJ what are your concerns?




FAMILY MENTAL HEALTH HISTORY:
Has anyone in your Familg (either immediate Familg members or rclatives) exPcriencecl difficulties with

the Fo”owing? (Circle any that applies and list ?amilg member, e.g, Sibling, Parent, Uncle, etc.):
Diﬁzicultg

DePression 3es/no Alcohol/substance Abuse ges/no
BiPo!ar Disorder 3es/no Eating Disorders ges/no
Anxictg Disorders yes/no Learning Disabilities yes/no
Panic Attacks ges/no Trauma History ges/no
Sc]ﬁizopl'xrcnia ges/ no Suicide AttemPts 365/ no

Strcngths /Resources

What gives your life meaning’?

What or whom do you have faith in?

Do you pray or meditate?

What or who do you hold to be sacred in your [ife?

Do you have a sPiritual communitg?

what do you do to nourish gourse!F?

What do you consider to be your strengths?

what do you like most about goursclp?

What are effective coping stratcgies that gou’vc learned?

What are your goa]s for therapg?




