Kelly Harvey LPC, CPCS, LLC
6595 Roswell Road, Ste G-6308
Atlanta, GA 30328
404-599-7015

INTAKE FORM

	
DATE:__________________________________________________________ 
  
NAME:_________________________________________________ MALE__  FEMALE__  non-binary ___	

DATE OF BIRTH:______________  		AGE_____ Relationship status:_________________________________

HOME ADDRESS:_________________________________________________________________________________

CITY:__________________  State/Province_____________________________________________ZIP;_____________

Cell PHONE:_________________________ Email:________________________________________________________

OTHER PHONE:_______________________EMERGENCY CONTACT #:___________________________________


Name on Card: _____________________________________________________________________________________
Card #:_______________________________________________________________________________ 
Exp Date:  _____________________    CSV# on back of Card ____________Zip Code:_______________

[image: C:\Users\jill.POM\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\S2CO8UYI\credit-cards[1].png] 
I also accept direct bank deposits through Zelle or Paypal. Account is linked to (404) 599-7015. 

Emergency contact: (email/phone number/relationship) 																							

Clinical Intake Form
1. What brings you in today? ________________________________________________________________________________________________________________________________________________________________________
2. Why now?
_______________________________________________________________________________________
Over the last 2 weeks, how often have you been bothered by any of the following problems?

Little interest or pleasure in doing things
1. [bookmark: _Hlk124157048]Not at all 
2. Several Days
3. More than half the days
4. Nearly every day


Feeling down, depressed, or hopeless
1. [bookmark: _Hlk124157107]Not at all 
2. Several Days
3. More than half the days
4. Nearly every day





Trouble falling or staying asleep, or sleeping too much
1. Not at all 
2. Several Days
3. More than half the days
4. Nearly every day
Feeling tired or having little energy
1. [bookmark: _Hlk124157192]Not at all 
2. Several Days
3. More than half the days
4. Nearly every day
Poor appetite or overeating
1.  Not at all 
2. Several Days
3. More than half the days
4. Nearly every day

Feeling bad about yourself - or that you are a failure or have let yourself or your family down
1. Not at all 
2. Several Days
3. More than half the days
4. Nearly every day
Trouble concentrating on things, such as reading the newspaper or watching television
1. Not at all 
2. Several Days
3. More than half the days
4. Nearly every day
Moving or speaking so slowly that other people could have noticed? Or the opposite - being so fidgety or restless that you have been moving around a lot more than usual
1. Not at all 
2. Several Days
3. More than half the days
4. Nearly every day
Thoughts that you would be better off dead or of hurting yourself in some way
1. Not at all 
2. Several Days
3. More than half the days
4. Nearly every day

[bookmark: _Hlk124157239]Total score: 

If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?
Not difficult at all
Somewhat difficult
Very difficult
Extremely difficult

Generalized Anxiety Disorder-7 (GAD-7) Screening
Over the last 2 weeks, how often have you been bothered by any of the following problems?	
Not at all (0)	Several Days (1)	More than half the days (2)	Nearly every day (3)
1. Feeling nervous, anxious, or on edge	 	0	 1	 2	 3
2. Not being able to stop or control worrying	 	0	 1	 2	 3
3. Worrying too much about different things	 	0	 1	 2	 3
4. Trouble relaxing	 				0	 1	 2	 3
5. Being so restless that it's hard to sit still		 0	 1	 2	 3
6. Becoming easily annoyed or irritable	 	0	 1	 2	 3
7. Feeling afraid as if something awful might happen	 0	 1	 2	 3
Total score: _________
If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?
· Not difficult at all 
· Somewhat difficult
· Very difficult
· Extremely difficult

I will be learning a great deal more about you in the first session or two, but first, is there anything else you think I should know before we begin? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I look forward to getting to know you!
Kelly
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