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Survive to Thrive Therapy
4251 Date St.

Colorado Springs, CO 80917

Phone: (719) 426-1499

survivetothrivetherapy@hushmail.com
Adult Individual Counseling Intake:
Today’s Date:_______________

Name:_______________________________DOB:_____________Age:____           Gender:  M  or F
ADDRESS:________________________________City:_____________State:_____Zip_________
Phone Number:___________________Cell:_____________________Work:________________ 
Initial Here__________if I can leave a message or text on cell phone.

Email Address:______________________________​​​​​​​​​​___________________________________
EMERGENCY CONTACT:

Name:________________________________________Relationship______________________
Address:______________________________________ Phone Number:____________________
Please initial giving Me permission to contact in case of emergency:________

What Brought you in Today and Date problem began:___________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
Education:

graduate from high school:        Yes        No 
Last Grade attended:____________________  Highest Degree Held:____________

Family Information:

Number of Marriages and/or cohabitations:____________

Name:_____________________________________Years (To/From)______________

Name:_____________________________________Years (To/From)______________

Current Spouse or Partner:  (years to/from)_________    Married or Cohabitating

Name:__________________________________________Date of Birth:___________

Children (Please use first and last name):

Please place an “X” next to those not living with you.
Name:                                                                           Date of Birth
 Other Parent’s name:

______________________________       _____________      _____________________
______________________________       _____________      _____________________
______________________________       _____________      _____________________
_____________________________       _____________      ______________________

Are you thinking about hurting yourself or committing suicide today?    Yes   No

Have you ever attempted suicide? Yes    No

If so When:________________
What Happened?________________________________________________________________
Do you have any medical conditions I need to be made aware of? 
Yes             No

If yes, please identify ____________________________________________________________

______________________________________________________________________________

Mental Health History:

Have you ever been diagnosed with a mental health disorder?  

Yes   
     No

If so, what?_________________________________________________________________

Have you ever sought counselor or therapy for a mental health disorder?     Yes  
      No

If so when?_________________________________________________________________

Are you taking any medication for a mental health disorder?  
Yes 

No

If so, what medication___________________________________________________________
______________________________________________________________________________
What are your goals for therapy?  ______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________
Other information you would like to share with me or would like me to know about?____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Circle any of the following, which apply to you:

Headaches

Dizziness
Vomiting
Seizures
Weight change
Eating disorder
Excessive Behaviors 
Drinking (excessive)
Computer/phone addiction
Burning yourself
Bullying
Can’t sleep
Past drug/alcohol problem
Marked mood change
Difficulty concentrating
Guilt
Past suicide attempts
Lack of motivation
Anger/frustration
Nightmares
Hypervigilant
Unwanted thoughts
Feeling detached/numb 
Feelings of despair
Fainting
FaiFFf
Heart palpitations
Tuberculosis
HIV exposure
Poor appetite
Sexual problems
Gambling (excessive)
Drugs (prescription or street)
Self-Injury
Pulling out your hair
Bed wetting
Lying
Excessive sleep
Low self-esteem
Loneliness
Confusion    

Thoughts of hurting yourself  Thoughts of hurting someone       else   
Irritability/outbursts of anger
Flashbacks
Restlessness
Racing thoughts
Avoidance behavior
Anxiety
Arguing

Fighting
Pregnancy
P
Stomach issues
Lead poisoning/exposure 
Hepatitis
Over eating
Spending (excessive)
Sex Addiction
Cutting yourself
Excessive Skin picking
Fire setting
Fighting
Drug problems
Low energy/fatigue
Memory problems
Feelings of worthlessness
Isolation/social withdrawal
Exaggerated startle response
Feeling on edge
Intense fear
Panic attacks
Shame
Fear of going crazy
Phobias/Fears
 Obsessive/compulsive behaviors
Excessive worry


Difficulty making decisions
 Delusions/Hallucinations
Depression

Paranoid thoughts/feelings
 Losing track of time
Feelings that you are not real

Problems trusting people
 Hyperactivity
Learning disorder

School problems
 Work problems
Money problems

Family problems
 Legal problems
Victim of crime

Victim of child abuse
 Victim of domestic abuse
Difficulty making friends

Divorce
 Loss of a relationship
Poor/Lack of church support

Death of a loved one/someone close to you
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