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New Patient Intake - Adult

Date of Initial appointment: 	D ate of Birth

Patient’s Full Name:	A ge:

Were you referred by anyone?     Y     N      If yes, who? 

How did you hear about our office?

	 	Primary Care Physician	 	Website	 	Social Media
	 	Family	 	Google Search
	 	Friend	 	Insurance Company
	 	Other: 

Reason for your appointment:

Problem Areas - Stressors:

Goals you hope to accomplish:

Support system:	 Name:		 Relationship:

	 Name:		 Relationship:

	 Name:		 Relationship:

Hendrick
Counseling Services, Inc.

Office: 615-449-9611 •  FAX: 615-453-7051 • 440 Park Avenue • Lebanon, TN 37087
www.HendrickCounseling.com • counseling4you@bellsouth.net
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Community support: (AA, Church, Senior Citizens, etc. ...)

Marital Status:      M      S      D      W

Spouse’s Name (If married): 							       # of years:

Ever Divorced:     Y      N	 # of times:

Type of environment you live in:

With whom do you live?

	 Name:	 Relationship to you:

Any problem areas with any family member?   Y      N

If yes, describe.

Relationship description with your parents (past and present)

Mother:

Father:

Do you have any siblings?   Y      N

	 Name:	D escribe Current Relationship:
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Have you ever experienced any type of abuse or neglect?

	 Age:	 Experience:

Have you ever had any previous mental health care?

Outpatient counseling or psychiatric medication management:

	 Where:	 When:	 Provider:

Inpatient psychiatric hospitalization:

	W here:	W hen:	 Reason:

Prior mental health diagnosis?

Does anyone in your biological family have any history of mental health treatment (outpatient, inpatient, or 
medication management)?

	 Relationship to you:	T ype of care:

Do you currently use/abuse or have you used/abused alcohol or drugs?

	 Name:	L ast use:

Have you ever received any type of treatment for alcohol or drug misuse/abuse?

	W here:	W hen:

New Patient Intake - Adult - page 8



New Patient Intake - Adult - page 9

Does anyone in your biological family have any history of alcohol or drug misuse (including treatment)?

	 Relationship to you:	T ype of care:

Have you ever attempted to take your life or someone else’s life?       Y      N

	W hen:	 Means:	 Stressor:

Do you currently feel suicidal or homicidal?       Y      N

	I f yes, do you have a plan?

Employed:   Y      N	 Retired:   Y      N

Place of employment:	 Occupation:

Length of current employment:	

Any work related stressors?    Y      N      N/A 

If yes, please describe:

Are you disabled?    Y      N      N/A 	

If yes, date of disability approval:

Disability approval base on:

Do you have any present or past legal charges?    Y      N 

If yes, please explain:

	D ate:	 Charge:
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Name of your primary care physician:

Address:

Phone Number:

Date of Last Visit:

Current medical conditions:

Current medications:

	 Medication:	D ose:	 Frequency:	 Prescriber:

Is there any additional information that you would like to share that was not asked previously?

I hereby certify that the content disclosed within these pages is accurate and complete to the best of my 
knowledge.

Patient’s signature	D ate



This Page for Provider Use Only

Initial plan of care:

Frequency:

Referral made:

Recommendations made:

Diagnosis: 

Provider’s signature:

Date:

Kim Stroud-Hendrick, LCSW

April Bowen Harrison, MA, LSPE, HSP

Suzanne Prince, MA, LPC

Andréa McInnis, Pre-Licensed Masters Level Therapist
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Additional Information/Comments:

New Patient Intake - Adult - page 12Please bring this completed form with you to your appointment.


