CENTERPOINTE THERAPISTS, LLC
CLIENT INTAKE/MENTAL HEALTH ASSESSMENT FORM

Date: __________        Provider: Anita Abelsen-Gay, MA, LPC #C4333   Phone: 503-358-6743
Provider Office Address: CenterPointe Therapists, LLC

                                         6901 SE Lake Road, Suite 27, Milwaukie, Or   97267
Please provide the following information and answer the questions below.  Information you provide is protected as confidential information.
CLIENT INFORMATION:
      Client Name: _______________________________________________________________________ 
      Date of Birth: __________________________Age:_______ Gender: Male (   )  Female (   )
      SSN: ______________________________
      Client Address: _____________________________________________________________________

                               (Street and Number)                         (City)             (State)                         (Zip)
      Home Phone: ______________________________ May we leave a message? Yes (   )   No (   )

      Cell Phone: _______________________________  May we leave a message? Yes (   )   No (   )

      E-Mail:___________________________________  May we email you? Yes (   )  No (   )

      *Please note: Email correspondence is not considered to be a confidential medium of communication.
      Living Arrangement: Own Home (   )  Bio Family (   )  Foster Family (   )  Group Home (   )
                                         SNF (   )  B&C (   )

      Ethnicity: ________________________ Language Preferred for Services: ________________________

      Culture client most identifies with: ______________________________________________________

      Problems client has had because of his/her cultural background: None (   )
       __________________________________________________________________________________

       Sexual orientation issues: None (   )
       ___________________________________________________________________________________

       Support/involvement of family in client’s life: _____________________________________________
      CONSENT TO TREAT GIVEN BY: Self (   )    Parent/Guardian (   )    Conservator (   )
      REFERRAL: Self (   )  Parent/Guardian/Conservator (   )  School (   )  Probation (   )  CPS (   )
      Court (   )  APS (   )   Access Unit (   )   Other _____________________________________________
      Emergency Contact ________________________ Relationship _________ Phone ________________
      Marital Status:  Never Married (   )    Married (   )   Domestic Partnership  (   )   

                                Separated (   )   Divorced (   )  Widowed (   )

      Please list any children/age: _____________________________________________________________
      TREATMENT HISTORY:
Are you currently receiving psychiatric services, professional counseling or psychotherapy elsewhere?  
Yes (   )  No (   ) 

Have you had previous psychotherapy?

Yes (   ) No (   )
If yes, provide previous therapist’s name: _________________________________________________
Are you currently taking prescribed psychiatric medication (Antidepressants or others)?   
 Yes (   )  No (   ) 

If yes, please list: ____________________________________________________________________
Prescribed by:  ______________________________________________________________________
Prior Outpatient Treatment: Yes (   )  No (   )  If yes, when and where? __________________________
___________________________________________________________________________________

HEALTH AND SOCIAL INFORMATION:
Do you currently have a primary physician? Yes (  ) No  (  ) 

If yes, provide name: __________________________________________________________________
Are you currently seeing more than one medical health specialist? Yes (  )  No (  ) 

If yes, please list: ____________________________________________________________________
When was your last physical? __________________________________________________________
      Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches,
      hypertension, diabetes, etc.:

     ___________________________________________________________________________________
      __________________________________________________________________________________
Are you currently on medication to manage a physical health concern?  If yes, please list: 

__________________________________________________________________________________
     Are you having any problems with your sleep habits? Yes (   )  No  (   )  

      If yes, check where applicable: Please provide the following information and answer the questions below.   
      Sleeping too little (   )    Sleeping too much (   )   Poor quality sleep (   )
      Disturbing dreams (   ) other (   )  ____________________________________________________
How many times per week do you exercise? __________________
Approximately how long each time? _____________________

Are you having any difficulty with appetite or eating habits? Yes (   )  No (   ) 

If yes, check where applicable: Eating less (   )   Eating more (   )   Binging (   )   Restricting (   )
Have you experienced significant weight change in the last 2 months? Yes (   )  No (   ) 

Do you regularly use alcohol? Yes (   )  No (   ) 

In a typical month, how often do you have 4 or more drinks in a 24 hour period?  

_________________________________________________________________________________
How often do you engage in recreational drug use?  Daily (   )  Weekly (   )  Monthly (   )






                  Rarely (   )   Never (   )
If yes, what type of drug/s: ___________________________________________________________
Do you smoke cigarettes or use other tobacco products?  Yes (    )  No (    ) 

Have you had suicidal thoughts recently?

 Frequently (   )  Sometimes (   )    Rarely(   )    Never (   )
Have you had them in the past?

 Frequently (   )    Sometimes (   )    Rarely (   )    Never (   )
      Are you currently in a romantic relationship? Yes (   )  No (   ) 

If yes, how long have you been in this relationship? _______________________

How would you rate your current relationship? ____ On a scale of 1-10 (10 being highest)

Has there been a death in family or close friend in past 3 years? Yes (   )   No (   ) _________________
___________________________________________________________________________________
 In the last year, have you experienced any significant life changes or stressors? If yes, please explain:      
___________________________________________________________________________________
Have you ever experienced any of the following?  (Please circle)
	Extreme depressed mood
	Yes  /  No

	Dramatic mood swings
	Yes  /  No

	Rapid speech
	Yes  /  No

	Extreme anxiety
	Yes  /  No

	Panic attacks
	Yes  /  No

	Phobias
	Yes  /  No

	Sleep disturbances 
	Yes  /  No

	Hallucinations 
	Yes  /  No

	Unexplained losses of time
	Yes  /  No

	Unexplained memory lapses
	Yes  /  No

	Alcohol/substance abuse
	Yes  /  No

	Frequent body complaints
	Yes  /  No

	Eating disorder
	Yes  /  No

	Body image problems
	Yes  /  No

	Repetitive thoughts (e.g. obsessions)
	Yes  /  No

	Repetitive behaviors (e.g. frequent checking, hand washing
	Yes  /  No

	Homicidal thoughts
	Yes  /  No

	Suicidal attempts
	Yes  /  No        If yes, when?


OCCUPATIONAL INFORMATION:
Are you currently employed? Yes (   )   No (   ) 

If yes, who is your currently employer/position? ______________________________________________
If yes, are you happy with your current position? ______________________________________________
Please list any work-related stressors, if any __________________________________________________
______________________________________________________________________________________
RELIGIOUS/SPIRITUAL INFORMATION:
Do you consider yourself to be religious? Yes (   ) No (   ) 

If yes, what is your faith? ____________________________

If no, do you consider yourself to be spiritual? Yes (   )  No (   ) 

FAMILY MENTAL HEALTH HISTORY:
Has anyone in your family (either immediate family members or relatives) experienced difficulties with the following?  (Circle any that apply and list family member, e.g. sibling parent, uncle, etc.)

	Difficulty
	Yes  /  No
	Family member

	Depression
	Yes  /  No
	

	Bipolar disorder
	Yes  /  No
	

	Anxiety disorder
	Yes  /  No
	

	Panic attacks
	Yes  /  No
	

	Schizophrenia
	Yes  /  No
	

	Alcohol/substance abuse
	Yes  /  No
	

	Eating disorders
	Yes  /  No
	

	Learning disabilities
	Yes  /  No
	

	Trauma history
	Yes  /  No
	

	Suicide attempts
	Yes  /  No
	

	Chronic illness
	Yes  /  No
	

	
	
	

	
	
	

	
	
	

	
	
	


OTHER INFORMATION:
What do you consider to be your strengths? ___________________________________________________
What do you consider to be your weaknesses? _________________________________________________
What are effective coping strategies that you have learned? ______________________________________
______________________________________________________________________________________
What are your goals for therapy? 

______________________________________________________________________________________
______________________________________________________________________________________

Presenting Problem: (Please list nature, history and frequency of symptoms)

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

MENTAL STATUS:
(To be completed by clinician)
Appearance:  Clean (   )     Well-groomed (   )     Dirty (   )    Disheveled (   )                   
                        Inappropriate Clothing (   ) 
Orientation:  Person (   )      Place (   )     Time (   )    Situation (   )     Disoriented (   )
Speech: Organized/Clear (   )     Coherent (   )     Rapid (   )    Slowed (   )      Mumbling (   )
Thought Process: Organized (   )    Coherent (   )  Tangential  (   )   Thought Blocking (   )
                               Flight of Ideas (   )    Poor Concentration (   )    Obsessive (   )
Thought Content: Normal (   )   Delusional (   )  Grandiose (   )    Other (   )
Perceptual Process: Normal (   )   Auditory Hallucinations (   )   Visual Hallucinations (   )   Other (   )
Insight: Good (   )   Average (   )   Poor (   )   None (   )
Judgment: Good (   )   Average (   )   Poor (   )   None (   )
Mood: Normal (   )   Hopeless (   )   Irritable (   )   Elevated (   )   Labile (   )   Depressed (   )   Anxious (   )
            Sad (   )   Manic (   )
Affect: Appropriate (   )   Inappropriate (   )  Blunted (   )   Flat (   )   Tearful (   )
Memory: Intact (   )   Immediate Memory Problem (   )   Recent Memory Problem (   )  

                 Remote Memory (   )
Estimated Intellectual 

Functioning: Average (   )   Below Average (   )    Above Average (   )
Cognitive Deficits: None (   )   Cognitive Deficits Present (   )   Concentration Deficits Present (   )
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