TMCC - Client Intake Questionnaire 

Please fill in the information below & bring to your first session (or arrive early and complete the in-office form). Information is protected and confidential.
Please just leave blank or put N/A if not applicable

Date: _______________________________________   

Name(s): _____________________________________________________ 
_____________________________________________________________

Parent/Legal Guardian (if under age 18): __________________________________
_____________________________________________________________

Address:  _____________________________________________________

Phone:  _______________________________________________________
May we leave a message?    Yes         No

Email:________________________________________________________ 
May we leave an EMAIL?    Yes        No                 
May we leave a TEXT to your listed phone #?    Yes     No
Note: Email & text correspondence is not considered a confidential medium of communication

Date of Birth:   _____________________      Gender:__________________

Marital Status:  Never Married       Common Law      Married       Separated      Widow     Divorced
Are you currently in a relationship?   Yes       No
Children: _____________________________________________________

General & Mental Health Information

Have you previously received any type of mental health services?  
If yes, what type and how was your experience? __________________________________________________________________________________________________________________________

Are you currently taking any prescription medication?      Yes        No
List (if possible)______________________________________________

1. How is your current physical health? 
_____________________________________________________________
_____________________________________________________________
2. How are your current sleeping habits? 
__________________________________________________________________________________________________________________________

3. Are you currently experiencing sadness, grief or depression?      Yes      No
If yes, for approximately how long? _________________________________________
____________________________________________________________
____________________________________________________________

4. Have you been experiencing anxiety recently?      Yes          No
If yes, please describe._____________________________________________
_____________________________________________________________
_____________________________________________________________

5. Have you experienced any life changes/stressors recently?
__________________________________________________________________________________________________________________________

Additional Information 

1. Are you currently employed?    Yes        No
What is your current employment if yes?______________________________________
_____________________________________________________________

2. Do you consider yourself to be spiritual or religious?      Yes       No
If yes, describe your faith or belief: _____________________________________________________________
_____________________________________________________________

3. What do you consider to be some of your strengths & weaknesses?
__________________________________________________________________________________________________________________________
_____________________________________________________________

4. What would you like to accomplish out of your time in therapy? 
__________________________________________________________________________________________________________________________
_____________________________________________________________
_____________________________________________________________
