
 
 

Intake Assessment Questions 
 

To assist me in helping you, please fill out this form as fully and openly as possible. All 
private information is held in strictest confidence within legal limits.  

Personal History 

Name: _________________________________________ Age:    Gender: _________________  

Today’s date:    Date of birth _________________Current Age: ____________  

Occupation:   ___ Home phone:   __ Mobile phone:    

Goals for Services 

What is (are) your main reason(s) for seeking my services?  

     

     

How long has this problem persisted? When did it begin? 

     

     

Under what conditions do your problems usually get worse?  

     

     

Under what conditions are your problems usually improved?  

     

     



List any major illnesses and/or operations you have had, including as an infant: 

     

     

List any physical concerns you are having at present (e.g., high blood pressure, headaches, 
dizziness, etc.):  

     

     

List any other physical concerns you are having at present:   

     

     

On average how many hours of sleep do you get daily?   

Do you have trouble falling asleep at night, staying asleep or do you wake up prematurely?            

   Yes    ____ No 

  If Yes, describe:    

   __ 

Describe your appetite (during the past week): 

     poor appetite    average appetite    large appetite 

What medications (and dosages) are you taking at present, and for what purpose? 

   Medication Purpose 

       

       

       

       

What is your present religious or spiritual affiliation? (optional: if you want us to take into 

account your spirituality) 

  _____________________________________________________  

 



List any difficult beliefs, thoughts, emotions, or sensations you experience: 

     

     

     

     

     

     

 

When do you feel your best or most like you want to feel? Note people or places or times 
when this occurs: 

     

     

     

     

     

 

List your five greatest strengths: 

  1)    

  2)    

  3)    

  4)    

  5)    

List your five greatest weaknesses: 

  1)    

  2)    

  3)    

  4)    

  5)    

List your main relational difficulties (if applicable):  

     

List your mail professional difficulties (if applicable):  

     

List your main family difficulties (if applicable):  

     

  



   
What healing modalities have been most helpful, least helpful to you? 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Overwhelming Life Events 

List your overwhelming, painful life events and losses in the timeline below and what helped 
you cope (use shorthand statements as we can discuss details in person and how they affect  
you today): 

Ages Overwhelming Event Resources 

Pre-natal or birth   

 

 

 

0-5 years   

 

 

 

6-10 years  

 

 

 

11-15 years  

 

 

 



16-24 years  

 

 

 

25-35 years  

 

 

 

36-64  

 

 

 

65 and above  

 

 

 

 

Medical history 

Are you currently being treated for an illness? ____ yes   _____ no 
Have you experienced any major injuries to your head or neck? ____ yes   _____ no 

If yes on any, please elaborate and note any relevant ongoing symptoms, if any:  

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Current living and social environment 

Who you live with? ________________________________________________________________________________ 



How do you feel about your current living environment? Is it safe? 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Who is in your support system (e.g., family, friends, teachers)? 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Are there any activities or hobbies that help you cope and reduce your use of symptoms? 

How do you express yourself creatively? What aspects of your life give you the most 

pleasure? 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

What is the one problem you really want to resolve in the next 3-6 months? 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 

How will we measure progress to know we are moving in the right direction? 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

PLEASE FILL OUT,  SCAN AND EMAIL THIS QUESTIONNAIRE BACK TO 
embodyyourlife@gmail.com BEFORE YOUR FIRST APPOINTMENT 

mailto:embodyyourlife@gmail.com

