Confidential For:

Lisa Dill, MA – Registered Psychotherapist

Renewed Heart Counseling, LLC
244 Washington St., Monument, CO  80132
Cell: (719) 661-8996
Email: lisa.renewedheart@gmail.com
(Please Print Clearly)

CLIENT INFORMATION

Date: _________________  Name You Prefer:
___________________________________________________________________________________

Full Name: □ Mr. □ Mrs. □ Ms. □ Miss □ Dr. □ Rev.
______________________________________________________________________________

Sex: □ Male □ Female   Age:_______________   Date of Birth: __________________________  Social Security: 
_____________________________ 

Race: □ White □ Black □Hispanic □ Asian □ Other: _________________   Referred by:
__________________________________________________

ADDRESS AND PHONE

Street address: _________________________________________________________________________  Suite/Apartment number:
______________

City: _____________________________________ State: __________ Zip Code: __________________________ 
May I send mail here? □ Yes □ No

Mailing address or Post Office Box:
_____________________________________________________________________________________________
City: _____________________________________ State: __________ Zip Code: _________________________ 
 May I send mail here? □ Yes □ No
Home Phone: (__________) ______________________________________________________________
May I leave a message here? □ Yes □ No

Mobile Phone: (_________) ______________________________________________________________
May I leave a message here? □ Yes □ No

Work Phone: (__________) ______________________________________________________________ 
May I leave a message here? □ Yes □ No

Email Address: ________________________________________________________________________
May I send email here? □ Yes □ No

"In case of an emergency I give you permission to contact the following person(s) on my behalf:"

Name(s): _______________________________________________________________  Relationship(s): 
____________________________________

Home Phone: (__________) __________________________________________     
Mobile Phone: (_________) 
_____________________________

EMPLOYMENT

Employer: ___________________________________________________________________    Length of employment:
________________________

Occupation: __________________________________________________________   Average hours worked per week:
 ________________________

Explain your job: 
___________________________________________________________________________________________________________

EDUCATION

Years/Degrees/ Majors completed: 
_____________________________________________________________________________________________ 
College: □ 1 □ 2 □ 3 □ 4 □    Other: _________________

Currently in school?  □ Yes □ No.      School name(s)/location(s): 
____________________________________________________________________

Comments about school:
_____________________________________________________________________________________________________
THE NATURE OF YOUR ISSUES AND GOALS

Why are you coming to counseling (What are your issues, problems?) 
_______________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
LEVEL OF DISTRESS

Indicate how distressed you are by placing a big “O” on the scale below  (1 = Very Little Distress    6= High Stress   10 = Way Too Extreme Distress):
  
1 
2 
3 
4 
5 
6 
7 
8    
9 
10

PREVIOUS COUNSELING

List any previous counseling, psychiatric treatment, or residential/in-patient care you have received (use another page if necessary):

Therapist: ___________________________ Location: ______________________ Dates: _________________ Reason:
_________________________

ISSUES (PAST & PRESENT)

Please check any of the following problems that pertain to you:

Stress
□ Past
□ Present 
Nervousness
□ Past
□ Present
Anxiety
□ Past
□ Present

Panic
□ Past 
□ Present
Unhappiness
□ Past 
□ Present
Depression
□ Past
□ Present

Suicidal Thoughts
□ Past
□ Present
Apathy
□ Past
□ Present
Terminal Illness
□ Past 
□ Present

Recent Death
□ Past 
□ Present
Grief
□ Past
□ Present
Hopelessness
□ Past
□ Present

Inferiority Feelings
□ Past 
□ Present
Shyness
□ Past 
□ Present
Loneliness
□ Past
□ Present

Guilt
□ Past
□ Present
Fears
□ Past
□ Present
Friends
□ Past
□ Present

Marriage
□ Past
□ Present
Communication
□ Past
□ Present
Physical
□ Past
□ Present

Emotional
□ Past
□ Present
Verbal Abuse
□ Past
□ Present
Sexual
□ Past
□ Present

Temper
□ Past
□ Present
Anger
□ Past
□ Present
Aggressiveness
□ Past
□ Present

Bad Dreams
□ Past
□ Present
Concentration
□ Past
□ Present
Racing Thoughts
□ Past
□ Present

Unwanted Thoughts
□ Past
□ Present
Memory
□ Past
□ Present
Loss of Control
□ Past
□ Present

Impulsive Behavior
□ Past
□ Present
Self-Control
□ Past
□ Present
Compulsivity
□ Past
□ Present

Sexual Problems
□ Past
□ Present
Pregnancy
□ Past
□ Present
Abortion
□ Past
□ Present

Legal Matters
□ Past
□ Present
Trauma
□ Past
□ Present
Eating Problems
□ Past
□ Present

Drug Use
□ Past
□ Present
Alcohol Use
□ Past
□ Present
Trouble with Job
□ Past
□ Present

Career Choices
□ Past
□ Present
Ambition
□ Past
□ Present
Making Decisions
□ Past
□ Present

Children
□ Past
□ Present
Being a Parent
□ Past
□ Present
Finances
□ Past
□ Present

Recent Loss
□ Past
□ Present
Disaster
□ Past
□ Present
Other_______________
□ Past
□ Present
FAMILY

Currently:      □ Single     □ Dating     □ Engaged     □ Married     □ Separated     □ Divorced     □ Widowed

Are you content with your current status: □ Yes □ No. If no, briefly explain: 
_____________________________________________________________

If married, how long: ________________________         Number of previous marriages for you: ______________ 
For your partner: _____________

If separated or divorced, how long: ______________________________________ 
If widowed, how long: ____________________________________

Partner’s name: _______________________________________  Yrs. Married: ____________  Previous Marriages/Divorces?: ____
_______________
Partner’s occupation: _________________________________________________     Average hours worked per week:
________________________

Children’s Names and ages: _____
_____________________________________________________________________________________________
MEDICAL INFORMATION 

Primary Physician: __________________________________________________________________ 
Phone:(________) ________________________

List significant past illness, surgery, hospitalization, trauma or treatments (use back if necessary): 
___________________________________________
Current or recent medications:
________________________________________________________________________________________________
Please check any of the following physiological symptoms/sensations that apply to you presently, or in the recent past:

Headaches
□ Past 
□ Present
Dizziness
□ Past
□ Present
Stomach Trouble
□ Past
□ Present

Visual Trouble
□ Past 
□ Present 
Sleep Trouble
□ Past 
□ Present
Trouble Relaxing
□ Past 
□ Present

Weakness
□ Past 
□ Present 
Tension
□ Past 
□ Present
Rapid Heart Rate
□ Past 
□ Present

Difficulty Breathing
□ Past
□ Present 
Intestinal
□ Past 
□ Present
Hearing Noises
□ Past 
□ Present

Change in Appetite
□ Past 
□ Present 
Tiredness
□ Past
□ Present
Pain
□ Past 
□ Present

Hearing Voices
□ Past 
□ Present 
Seeing Things
□ Past
□ Present
Other_______________
□ Past 
□ Present

Other Physical Symptoms:
___________________________________________________________________________________________________
RELIGOUS INFORMATION
Describe religious upbringing:
_________________________________________________________________________________________________ 

Present relationship to (or perspective of) God:
___________________________________________________________________________________
Church Name & Pastor (& your activity/frequency):
________________________________________________________________________________
IS THERE ANYTHING ELSE THAT NEEDS TO BE SAID ON THIS INTAKE FORM? (Use other paper if necessary.)
_________________________________________________________________________________________________________________________

TERMS OF SERVICE 

I understand that it is customary to pay for services when rendered. I accept full responsibility for payment of any balance incurred for services. I further understand that without 24-hour notice of intention to cancel, I will be charged the full appointment fee for service. I understand that a $20 return check policy stands. I hereby authorize release of private information needed to complete payment and claim inquiries.

Signed: _____________________________________________________________________ 
Date: ______________________________________

