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Anna Kemble, RCC #2390, BC-DMT#1001 Counselling and Movement Therapy     #421-119 West Pender St, Van  BC  V6B 1S5


tel: 604 781 6040

(Confidential) Client Information Intake Form

Name:
______________________________
Date of Birth: _________________

Current Age: _____ 




Marital Status: ________________

Address: 
___________________________
Home phone: _________________          ___________________________
Work/Cell phones: ______________

Postal Code: ________________



Email: ______________________________

How do you prefer to be contacted for messages?________________________________

Profession or Employment type: _____________________________________________

What brings you here? Goals for seeking therapy:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any physical limitations or injuries that affect your range of movement or physical health? ________________________________________________________________________________________________________________________________________________

________________________________________________________________________

(Please note that there are times when prior medical and psychological records may be requested by the therapist. Please make sure that all information below is correct.)

Medical Doctor: ___________________ City: _____________Phone: _______________

Medications you currently take, and for what treating?: ___________________________

________________________________________________________________________

Have you ever been hospitalized for mental illness, if so describe why, when and where:

________________________________________________________________________

Have you ever considered or attempted suicide? Describe: ________________________ ________________________________________________________________________

Have you ever seen a therapist, psychologist or psychiatrist for therapy?  _____________

When and number of sessions: ______________________________________________

How was therapy helpful, if so: ______________________________________________

Name (phone number) of treating therapists: ___________________________________

If currently seeing a Psychiatrist, please give name and phone: _____________________

Reason you stopped seeing your previous therapist(s)?: ___________________________

________________________________________________________________________

General questions related to mental well-being:

Do you or have you had an Addiction problem?: ________________________________

_______________________________________________________________________

Do you have a mental health diagnosis?: describe what age diagnosed and what outcome. _______________________________________________________________________
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On a scale of 1-10, how do you rate your emotional/mental health right now? _________

Are your friends/family concerned? Why? _____________________________________

________________________________________________________________________

Next of kin (family) in case of emergency:_____________________ Phone:__________

Relationship to you: _______________________________________________________

Referral source to Anna Kemble: ____________________________________________

Please share any comments or questions you have at this time: ________________________________________________________________________________________________________________________________________________

The above information is true and correct to the best of my ability.

Client Signature: _____________________________  Date: ______________________

Therapist receiving Intake: ______________________ Date: ______________________


