Cynthia Benedict Goering MA, LMHCA
6817 Greenwood Ave N
Seattle, WA 98103
206.229.9114
www.cynthiagoering.com
WA State Mental Health Counselor Associate License: MC60140954

Intake Form
Date: Last Name: First Name:
Address:
City: State: Zip:
Email Address: Sex (M /F): DOB:
Home Phone: Work Phone: Mobile Phone:

At which phone number may | contact you?

May | contact you via email and / or text message for scheduling purposes?

Employer/School: Occupation/Studying:

Marital Status: Spouse/Partner's Name:

Names and ages of children:
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Briefly tell me about the concerns that have brought you to counseling.

How would you like your life to be different as a result of counseling?

Are you currently under medical care? Yes/No
If yes, then please explain/describe.

Name and Phone Number of Primary Care Physician:

Please list prescribed and over-the-counter medications (including naturopathic and homeopathic)?

Please list any psychiatric/mental health medications you have taken.


http://www.cynthiagoering.com/

Have you previously been under the care of a psychiatrist, psychologist, or counselor? Yes /No
If yes, please give the name, date, and location of the therapy and briefly explain the nature of the problem which required
attention:

Please circle any of the following struggles that pertain to you:

Anxiety Depression Fears/Phobias Eating Disorders
Sexual Problems Suicidal Thoughts Separation/Divorce Relationships
Finances Drug/Alcohol Use Career Choices Anger
Self-Control Unhappiness Insomnia Religious Matters
Work/Stress Health Problems Cutting/Self-Injury Thought Patterns
Other:

Have you ever been hospitalized for a psychiatric or emotional health reason? Yes / No
When? Where? For what reason? Outcome?

Have you ever been in a drug or alcohol treatment program? Yes / No
Where? How long? Outcome?

Please rate your overall physical condition (please circle): very good good average poor
Have you experienced recent:  weight gain weight loss?

Have you ever attempted suicide? Yes / No

Please provide circumstances as able:

Is there anything else | should know about prior to beginning your treatment?

How did you find me?
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Client’s Signature Date

Client’s Signature Date

Therapist Date



