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Solution and Support for

At-Risk Teens and Their Families
Intake Form

Client Name:  ___________________________________DOB:  ___/___/___  Sex:  M/F  Age:  ___________

Referred by: ______________________________________________________________________________

Address: ___________________________City: _________________ State: _____ Zipcode: _____________

Current School: ___________________________________________  Grade: _________________________

Father’s Name: _________________________________________________

   Address:  ___________________________City: ____________________ State: _____ Zipcode: ________

  Phone Number: _________________  Cell Number: _______________ E-mail: ______________________

Mother’s Name:  ________________________________________________

  Address:  ___________________________ City: ____________________State: _____  Zipcode: ________

  Phone Number:  _________________Cell Number: _________________ E-mail: ____________________

Previous Treatment:      Individual ____________     Group ___________   Testing ______________

                                     Psychiatry ______________    Outpatient _______________  Inpatient ______________

Why Now? (current situation):_________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Medications (list type & dosage):  _____________________________________________________________

Testing (If yes, type & date): _________________________________________________________________

Assessment Status:   Crisis ______
        Plan A/B ______            Inquiry _______      



         Alternative School_________      Aftercare___________
_______________________________________________________________________

History and Course of Presenting Problems (Timeline):   

0_____________6________________________12______________________current

_________________________________________________________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________________

High Risk Issues (i.e. suicidal tendencies, etc…): _________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Substance Issues: __________________________________________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Living Environment: _______________________________________________________________________

_________________________________________________________________________________________

Social Supports: __________________________________________________________________________

_________________________________________________________________________________________

__________________________________________________________________________________________

Residential and Placement History: __________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Significant Events in Client’s Development (adoption, pregnancy, birth, developmental milestones): _________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Family History of Mental Illness (include substance abuse, suicide, other abuse…indicate if treated):  _________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

__________________________________________________________________________________________

Family History/ Family Dynamics (include parents’ past and current relationships):  

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Client’s Relationship History:  _______________________________________________________________

__________________________________________________________________________________________

Ethnic/Cultural Factors (include race and immigration information): 

__________________________________________________________________________________________

__________________________________________________________________________________________

Religious/Spiritual Orientation: __________________________________________________________________________________________

__________________________________________________________________________________________

Education Status/History: __________________________________________________________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________________

__________________________________________________________________________________________

Legal Issues (custody, CPS, criminal/civil issues, court dependency): 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

	Community Resources
	Telephone Number
	If contacted, indicate below

	Therapist:
	
	

	Psychiatrist:
	
	

	Family Therapist:
	
	

	Psychologist:
	
	

	Probation, DSS, AB3632
	
	

	School:
	
	

	School/Hospital/Other:
	
	


Dynamic Formulation (address significant bio/psycho/social factors; strengths and weaknesses; obstacles to treatment):  __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Goals/Parameters: _________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Treatment Recommendations: _______________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

_______________________________________________________________________

	Plan A

Service type
	
	Not Indicated
	Has Provider
	Will Explore
	Needs Referral

	Medication Management
	
	
	
	
	

	Individual Therapy
	
	
	
	
	

	Group Therapy
	
	
	
	
	

	Family Therapy
	
	
	
	
	

	Mentoring/Coaching
	
	
	
	
	

	Tutoring
	
	
	
	
	

	Other
	
	
	
	
	

	Plan B
	Not likely
	Neutral
	Likely
	Highly Likely

	 Intervention
	
	
	
	


Consultant: ________________________



Date ___/___/___
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