Welcome to Acupuncture Northwest & Associates
Mental Health Intake Form (for Diana Soto, MS, LMFT)

Please note that all information is strictly confidential.

First Name:

Middle Initial:

Last Name:

Date of Birth:
/
/
Age:

	Single   MACROBUTTON CheckIt (
	Married   MACROBUTTON CheckIt (
	Life Partner   MACROBUTTON CheckIt (
	Divorced   MACROBUTTON CheckIt (
	Widowed   MACROBUTTON CheckIt (


Address:
   
City/State/Zip:

Home Phone:


Work Phone:

Email Address:

Cell Phone:
May we correspond with you (invoices, questions, etc.) via email?     Yes  MACROBUTTON CheckIt (    No  MACROBUTTON CheckIt (
If not, how shall we correspond with you?  

Occupation:



Name of Company:

Name of Partner(if any): 
Number of Children(if any):             

Ages of Children(if any): 

In Case of Emergency Contact:

Relationship & Phone:

Referring Physician:                                
Phone: 

Identified race or ethnic group(s): 

Sexual orientation: 
Residing with:
How did you hear about us?
Insurance Information:   If Acupuncture Northwest & Associates will be billing your insurance, please fill out the following:

Name of Insurance Provider:  _________________________________________________

Name of Guarantor (Primary Plan Holder):  ____________________________________

Guarantor’s Date of Birth:  _____________

Guarantor’s Address & Phone Number:  _______________________________________

~ Please use the insurance worksheet on our website (www.acupuncturenw.com) to call your insurance and verify coverage. ~
Medical Information

Primary Care physician:__________________________Phone:______________

When was your last physical?_______________

List all current health problems or concerns:
List all current mental health problems or concerns that you are experiencing:
List all medications that you are currently taking:
List any antidepressants or psychiatric medications that you have taken in the past and dates, if possible: 

List all past medical problems and illnesses:   
How much alcohol (beer, wine, hard liquor) do you consume per week?  Have you or someone close to you ever been concerned about your use?___________________________________________

Do you smoke cigarettes?  __________ Have you ever smoked? __________ 
If yes, for how long and how often do you smoke?_______________________

How much marijuana or other non-prescribed drugs do you consume?  
Have you or anyone close to you ever been concerned about your use? 

List all counselors or mental health professionals you have seen in the past, including when, reasons for seeking counseling, benefits, concerns:
Self Care

What have you done to try and deal with your presenting problems?  How effective has this been? 
What do you do when you are feeling stressed?  What helps you to decrease stress?

Do you have any spiritual beliefs or life philosophy that helps support you?  If yes, please describe briefly.

How often do you exercise?____________________________________________

How are your eating habits? Please include sugar, fast food and caffeine intake:

Do you have a history of an eating disorder?____________________________

Any current or past addictive behaviors including food, gambling, drugs, internet, sex:

Any current or past uncontrolled spending or debt problems?

What are your current and past experiences with intimate relationships?

What is your experience with anger?  How is anger expressed in your life?

Have you experienced physical abuse? _________
Current  ___________Past__________

Have you experienced sexual abuse? ________   

Current _________Past_________
Have you experienced verbal/emotional abuse?  ________ 
Current _______ Past__________
Do you feel uncomfortable in social situations?
Who do you turn to for support?

Please check any of the following which you are currently experiencing:

__depressed mood

__Panic attacks
__memory problems

__hopeless/helpless

__phobias


__compulsions

__grief



__flashbacks

__hallucinations

__guilt



__anxiety

__pressured speech

__sleep disturbance

__restlessness

__euphoria

__appetite disturbance

__anger


__spacing out

__decreased energy

__obsessions
__impaired judgment

__poor concentration

__impulsivity


__impaired insight

__withdrawal


__social anxiety

__irritability

__low self-esteem


__unrealistic fear

__mood swings

__decreased pleasure

__nightmares




Other symptoms? 
Current Suicide Risk:  ___none   ____low  ___medium   ____high

   Comment:__________________________________________________________

Current Violence Risk:  ___none   ___low   ___medium   ____high

   Comment:___________________________________________________________

Do you feel that you are currently at risk for hospitalization, incarceration or substance abuse relapse?____________________________________________________
Is there anything else that I should know to best understand and help you?

What are your goals for therapy?

Thank you for taking the time to fill out this form thoroughly.  It will help us serve you better.

Signature: ______________________________​​​​__________ Date: _______________
