
Albuquerque Collaborative Therapeutics
301 Graceland S.E.

Albuquerque, New Mexico  87108

Phone:  505-255-1756    Fax: 505-255-1293

Web site: www.abq-act.com
INTAKE FORM

Intake Therapist Name: ___________________________________ Phone #:_________________________
Client Name: ____________________________________________________________________________
Date of Birth:______________________
Age: ________  Social Security #: _______________________

Street Address: ___________________________  City _____________  State __________ Zip: __________

Home Phone: ____________________  Work: ____________________   Cell: _______________________

Client Guardian (if applicable): ____________________________________ Phone: ___________________

Referral Source Name: ___________________________________________ Phone: ___________________

Psychiatric Diagnoses:______________________________________________________________________________
Medical Diagnoses:_______________________________________________________________
Funding Source Name: ___________________________ Member #: _______________  Auth #: _________

Primary Care Physician Name: ________________________________  Phone: _______________________

Psychiatrist Name: __________________________________________ Phone: _______________________

Emergency Contact Name: ____________________________________ Phone: _______________________
Current Medications:

Name



Dosage



Purpose











































































_____
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies: _________________________________________________________________________________

Medical Hospitalizations: 
Date:

Reason:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Psychiatric Hospitalizations:
Date:

Reason:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How many inpatient admissions in past 12 months?  ______________________________________________
Total Number of Days ______________________
Emergency Room Visits Past  12 months_________









PERSONAL and FAMILY HISTORY:

Ethnicity: __________________________  Religious/Spiritual Background: ___________________________

Highest Level of Education: ____________________________  School: ______________________________

Relationship Status: ______________ Partner’s Name: _______________Number of Years Together: _____

Client Employer Name: _____________________________________________Phone #: ________________

Client Partner’s Employer Name: ____________________________________Phone #: _________________

Children's Names and Ages:_______________________________________________________________

________________________________________________________________________________________
Are you the custodial parent?  _________   If no, who is the custodial parent? __________________________
Medical Conditions that affect psychological condition and psychotherapy treatment:  

Significant Family Medical/Psychiatric History:

Chemical History and Daily Usage:

Number of drinks per day _____    Last time you had a drink _____    DUI/DWI Dates ____________________
Other substance___________________________________ Amt Use per  day_________________________
Legal History: 
History of present mental state/life situation:
Presenting problem(s)/ Reason for referral (Include therapy goals, high risk/secondary behaviors, therapy interfering behaviors:

Previous Therapists:
Name



Dates


Reason



Reason for Discharge

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Suicidal Ideation?  If yes, explain.   

Do you engage in self harm behavior?   Yes    No 

If Yes:  How many self harm events in the past year? 
Have you experienced homicidal Ideation? 
History of Violence:
Recommendations/Referrals/Plan:

_______________________________________                    Date:
Therapist’s Signature
Client Name:                                                           Intake Form:  Page 1 of 3     Date Printed:  4/20/2010


