
INTAKE QUESTIONNAIRE - ADULT  
Your response to the following questions will help your therapist better understand you and your situation 
in order to provide the best possible service. Please answer all questions as completely as possible.  

Name of person completing form: _____________________________ Date:_______________________ 
IDENTIFYING INFORMATION (for individual receiving services) 

Name:________________________________________     Date of Birth: _________________________ 

Address: ______________________________________    Sex: ________________________________ 
              _______________________________________    Marital Status: _______________________ 
Home Phone: ____________________________________ Work Phone:  (      ) ______________ 
Social Security Number: ___________________________  Household Income: $ ___________________ 
Who referred you to Moving  
Forward Life Services? _________________________________________________________________ 

Race:  
� White/Caucasian � Asian  
� American Indian or Alaska Native � Black/ African American 
� Native Hawaiian or Pacific Islander             � Two or more races  
� Unknown  

Ethnicity:      Language of Choice: 
� Hispanic or Latino � English 
� Non-Hispanic or Non-Latino � Spanish  

           � French  
           � Other: _____________ 

Religious Affiliation:  
� Catholic  
� Muslim  
� Jewish  
� Christian  
� No Affiliation  
� Other: _____________ 

Disability:  
Do you have a disability? � Yes � No  If yes, please specify? ______________________________ 
If you have a disability does the office accommodate  your needs? � Yes � No  
If no, please explain: ________________________________________________________________  
If you feel that the therapist should be aware of any special treatment considerations due to gender, age, 
sexual orientation or cultural, religious, national, racial, or ethnic identity, please explain below:  
____________________________________________________________________________________ 
____________________________________________________________________________________ 



 

PRESENTING PROBLEM (current situation and history)  
1. What us the primary problem for which you are seeking help? (please circle) 

  
a. Marriage or relationship   g. Problems with children    m. Grieving  
b. Family Problems              h. Peer problems                   n. Abuse or trauma 
c. Depression                        i. Eating disorder                  o. Sexual functioning 
d. Mood swings                    j. Alcohol/drug use               p. Anger 
e. Behavior                          k. Physical problems             q. Anxiety or worry  
f. Self-Confidence              l. Work related                       r. Other (explain):  

 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
2. How long have you had this/these problem(s)? _____________________________________________ 
 
3. Have you received treatment for this problem or any other problem in the past?   � Yes   � No 
    If yes when, where and with whom? _____________________________________________________ 
    __________________________________________________________________________________ 
 
FAMILY HISTORY 
 
1. Were drugs or alcohol a problem in your family when you were growing up?     � Yes   � No  
     If yes, please explain: ______________________________________________________________ 
    ________________________________________________________________________________ 
 
2. Do you or another family member have a history of alcohol or drug problem?   � Yes  � No  
    If yes, please explain: _____________________________________________________________ 
    _______________________________________________________________________________ 
 
3. Please describe your current alcohol consumption: ______________________________________ 
    _______________________________________________________________________________ 
 
4. Was there any type of abuse (physical, sexual, domestic or emotional) in your family or home?  
    �  Yes  � No  If yes, please describe the circumstances: __________________________________ 
   _________________________________________________________________________________ 
 
5. Have you or any other family member experienced any type of abuse?  � Yes � No  
    If yes, please explain: _______________________________________________________________ 
    _________________________________________________________________________________ 
 



 

LEGAL HISTORY  
 
Please describe any involvement you have had with the legal system (arrests, convictions, probation, 
parole):  __________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
CURRENT FAMILY INFORMATION:  
 
1. Please provide the following information:  
 

              ​   Name (First and Last)       ​ Date of Birth                   ​  Lives with You? 

Spouse/Significant Other:  
 
 

          Yes             No  

Children:           Yes             No 

           Yes             No 

           Yes             No 

           Yes             No 

   

Others Living in the Household:    

 
 
2. Military service:   � Yes  � No  
 
3. Occupation: ________________________________________________________________________ 
 
4. Current employer: ___________________________________________________________________ 
 
MEDICAL HISTORY 
 
1. Primary Care physician/pediatrician: _____________________________________________________ 
 
2. Please check the appropriate box if you have experienced any of these problems:  
    � Head Injury                    � Convulsions or seizures                � Sleep Disturbances  
    � Memory Problems         � Extreme tiredness or weakness     � High blood pressure  
    � Eating Disorder             � Cancer                                            � Loss of consciousness  
     � Frequent or severe headaches            Have you had/or clear of COVID-19   � Yes   � No 



 

Please explain anything checked above: ___________________________________________________ 
___________________________________________________________________________________ 
 
3. Please provide information about medication(s), prescription or over-the-counter, which you take  
    regularly:  
 

        Medication    Dosage/Frequency    Prescribing Physician   For what condition? 

    

    

    

    

 
4. Please list significant hospitalizations, operations, injuries (including broken bones): _______________ 
_____________________________________________________________________________________ 
 
GOALS  
 
1. What are your strengths? ______________________________________________________________ 
_____________________________________________________________________________________ 
 
2. What are your weaknesses? ____________________________________________________________ 
_____________________________________________________________________________________ 
 
3. What goals would you like to see reached as a result of your involvement with Moving Forward Life 
Services?  
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
4. How will you know when these goals have been reached? 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
 

                                                                   ​Therapist Review  
Signature: _______________________________                                  Date: ____________________ 



r 

MOVING flJJsWAJUl LrFE SERVICES, LLC Date. _ ____ _ 

fl:-IANCIA\, AGRF.F.Mt:NTS, POLICES, PROCEDURES AND CO:-ISEJ\TS 

Fees 

The fees for lhe initial si:·.:ry ininutes session is $125.00. each additional fifcy-minu1e session is S80.00, which is 

payable at the time of each appointment, unJess otlwr arrangcmcnis arc made. You can make payment \Vith 

cash, check. or crcditidcbit card. 

Appointments, Cancellations and r,;o-Sbo,\ll 

At :•�e conclusion of your iniliaJ intervie,, you and �'our counselor may agree to schedule for Hdditional 

appointments. Bccfn1$e consistency is an iinponant pan of the counseling pn)cess, the appoimmem time yo\! 

schcdl1le is n:servctl fbt )·On and is not available to flt1)10ne else. If you arc. unable to keep Cl sche<lulcd 

appointment. ;ou must notify the 1--·fFLS at least 24 HOCRS in advance to avoid having to pay for the ca,,celed 

or nuss�d. appoimmenl. Ju f1ddition YlFLS allO\VS 3 limes or KO Cull or NO Show Policy to remove the chem 

off�ht: schedule. due to none compliance lO office policy. lnsuranci.! will 1101 pay for missed appoin:mems.: 

therefore you are responsible 10 p<I� a rninimum fee of S50.00 as contracted v.:i1h YlFLS. 

l.'ISURANCE INF'ORMATIOJ\ 

Primary Insurance Insured is: Self S1loose Child Othe� . -- · - -- -

Name/Oate or Birth _____ _ 

Secondary Jnsurancc- lnsured is: Self __ Spouse Child Other 

Name/Date Birth ____________________ _ 

Jft(r1ing tPec,pr.t 9riO'vt <forwa.rl in Life 
2362 9-lain S'T. Ste <B • '(uc�', (j;!I 30084 

(J>f,.oru: 77fJ.-939•5800 



MOVll'iG fvo<WARD LlFF: SERV!CES, LLC Date: 
------

I nsu ranee 

Although you nre ultima1cly respollsible for }'our fee, he.ahh insurnnce may pay a portion of the charge. /\t y0l1r 

request the MFLS office staff wilt contact your insurance company regarding the benefits for otir services and 

\\·ill also file your claims. 

If you!' MlJH1al deductible has been met it may he possible for you to pay onJ�• your po11ion of the fee and for 1tc 

msurance company to pay the baJance to the Mf7LS. [f Lhc deductible has not been me1 you \'lili be responsible 

tl)r paying the full fee until the dedu�tible has been .satisfied. Co.pays art: due �t the time of your .s<.·ssion. 

Signature _______________ _ _____ Date 

Xt{pit,e <J?topf, ;;\!Ovt 'lo,wari in £.if, 
2362 ;;\!ainS'T. Su tJl • 'T,d._er, qJI 30084

<Pnons: 170--939-5800 





As tequited by law: MFLS may use or disclose you; PH] ,.,,hen we are required to do so by law -
includi.ogjucLiciol aod adminisn-ntivc proceedings. 

MFLS may disclose your rtn to appropriate autboritie� if we re.asonably believe that �'Oll are a 
possible \'ictim of al)us� negle.ct� or domtstic violence or the possible victiiu ()f other crimes. \V{'. ma� 
also disclose your PHI to tbe extent necessary 10 avert a serious threat to your heal1b or ia(ecy or the 
htalth or stfet)' of others- includi.ng1 iJ·we bi,we good reason to bdieYe that you ate engaging io child 
abuse. 

MFLS tnay disclose to authoritcd federal ofticials PJ-11 required fo'r lawful inteUige.ntc, 
countel"inttlligc.,.1ce, a.od other national security activities. We may disclose to correc:tional instilutions 
or la,,,. cnforcemeot officials having lawful c:.ustody of l)HJ under ce11aio drc.umstanc<:� 

�•:(f'l,S mny use or disclose your PHI to pro"idc you �itb :tppointm.ent remioder.s or to :1dvi$t you tbal 
;·ou a.re at risk for program termination. Su.ch acti\'itie� may include voh::ero:1il message.Ii aud lcrters. 

By signing below you acknowledge that y<JU have read and understand the above stateroenls 
regarding Moving Forward Life Services privacy practices and that y<Ju have re(:eived a 
copy of !his ITTPP A form. 

Client Signature 

-,-----------------

c:ienl Signature 

Parent/Guardian Signature

,'fe{pirro <P(!opk w �we ff�1,ri ut Life 
.:J62 9-!amStrtet.. • $.W.e(B • 'Tu&.,r §'Jl J00M 

Office: 710-939-5800 • 'F•'(i 710-708-793.1 
wtvw.mwi."t(l/onua.rtllife.mv1-ces.co111 

Date 

Date 

Dale 
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