
Jeff Adorador, LMFT  80129 

Licensed Marriage and Family Therapist 

(530) 401-3894      jadoradorlmft@gmail.com 

 

INTAKE FORM 

Date:_______________________ 

Name:_______________________________________________________Age:_______   DOB:_______________ 

Address:_________________________________________________________________________________ 

Contact Number(s):  Cell: (_____)________________________ Other:  (_____)________________________ 

E-mail address:__________________________________________________________ 

EMERGENCY CONTACT:  ____________________________________________________________________ 

Name of Additional Participates of Counseling:  _________________________________________________ 

Billing Insurance: ____ Yes   ____ No           If so, please provide name:  _______________________________  

Marital Status:    ____ Single     ____ Engaged    ____ Married    ____ Separated    ____ Divorced   

Name of Spouse:__________________________________________________________________________ 

Number of Children & Ages:  _________________________________________________________________ 

Presently Living with:    ____ Parents    ____ Spouse    ____ Roommate    ____ Alone    ____ Other 

Education:___________________________________Occupation:___________________________________ 

Currently Working:  ____ Yes   ____ No 

Do you have a distracting Medical Issue?  ____ Yes   ____ No 

If so, please explain._______________________________________________________________________   

Have you ever been diagnosed with a mental health disorder?  ____ Yes   ____ No 

If so, please explain.________________________________________________________________________ 

Are you currently on psychiatric medication?  ____ Yes   ____ No 

If so, please explain.________________________________________________________________________ 

Do you have a history of suicidal ideations, attempts or hospitalization?  ____ Yes   ____ No 

If so, please explain.________________________________________________________________________ 

Are you currently suicidal:  ____ Yes   ____ No 

Do you have a history of drug use or abuse?  ____ Yes   ____ No 

If so, please explain.________________________________________________________________________ 

 

Primary Reason for Counseling: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 
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