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Intake Assessment

Purposeful Parenting LLC
www.PurposefulParentingLLC.com
317-455-5307
1 317-344-8561Fax

Client Name:




Date of Assessment:



Date of Birth:

______


Age:


Start time:

______


End time:


Address:




Home Base Casework Name:



Telephone:


______


Address:_________________________
_________________________________

PRESENTING PROBLEMS:

	CLIENT DEMOGRAPHICS:

The client is:

	
	Single
	
	Married
	
	Divorced
	
	Widowed

	The client is:

	
	Caucasian
	
	African American
	
	Asian
	
	Hispanic

	The client currently lives with:

	
	Self only
	
	Spouse only
	
	Children only
	
	Spouse & Children

	
	Significant Other
	
	Significant other & Children
	
	
	
	

	The Client currently:

	
	Has no legal problems
	
	Has pending legal problems
	
	Is on probation
	
	Is on house arrest

	The client:

	
	Has no history of legal problems
	
	Has history of being on probation
	
	Has history of incarceration 
	
	Legal problems related to Drugs and/or alcohol use?

	


Does client have own transportation:
YES
NO
CURRENT/PAST HOUSING:
	History of homelessness
	
	Yes
	
	No

	If yes, please explain ___________________________________________________________________________________

	History of Eviction
	
	Yes
	
	No

	If yes, please explain ___________________________________________________________________________________

	History of Housing less than 12months in one place
	
	Yes
	
	No

	If yes, please explain ____________________________________________________________________________________

	Describe living situation:_____________________________________________________________________________________


FAMILY COMPOSITION

Number of people in household (including client): ___________________

Number of people outside of the household:________________________
Children:

	Name
	School Grade
	School/Grade
	Age
	Receiving Services?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Adults:

	Name
	Relationship
	Age
	Relationship status
	Receiving Services?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Past involvement with DCS? [image: image1.png]


 Yes
  [image: image2.png]


 No (If yes, please explain)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Housing inventory completed on:



 See inventory for needs.
CURRENT/PAST EMPLOYMENT
Employed:
YES
NO




Describe current employment situation:
How long/Where employed:




















































How long unemployed and Why: 
















































EDUCATION:

High School Diploma:
YES
NO

COLLEGE:
YES
NO

Describe current Education status:
Has client served in the military?
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 Yes
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 No

If yes, what branch and type of discharge __________________________ Year ______________

MEDICAL HISTORY

Any history of mental/medical problems?   Yes    No 

If yes, explain:__________________________________________________________________

______________________________________________________________________________


______________________________________________________________________________

Do you have a mental health diagnosis:_____________________________________________
Who diagnosed you?____________________________________________________________
Last doctor’s appointment:





Reason for visit:
























Have you ever been hospitalized?__________________________________________________________
Medications:
Medications at the present time?    Yes      No

If yes, what medication, who is prescribing it, what is the dosage?_________________________

______________________________________________________________________________


______________________________________________________________________________

Medications in the past?      Yes        No

If yes, what kind of medication, who prescribed it, and what dates was it taken?______________

______________________________________________________________________________

MEDICAL HISTORY

Do you have insurance? [image: image5.png]


 Yes
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 No

Ever hospitalized for a psychiatric condition? 
[image: image7.png]


 Yes
  [image: image8.png]


 No
CONDUCT MANAGEMENT ASSESSMENT: CHECK ALL THAT APPLY

Client (answers)
	
	This Month
	Past 12 months
	History
	
	This month
	Past 12 months
	History

	Eating Problems
	
	
	
	Cruelty to animals
	
	
	

	Sleep Difficulty
	
	
	
	Encopresis (Feces)
	
	
	

	Complaints of Pain
	
	
	
	Strange/Bizarre Behavior
	
	
	

	Excessive Worrying
	
	
	
	Enuresis (Urine)
	
	
	

	Self-Injury
	
	
	
	Poor Peer Interaction
	
	
	

	Suicide (Attempts:__)
	
	
	
	Hyperactive-Impulsive Behaviors
	
	
	

	Homicide Ideation
	
	
	
	
	
	
	

	Physical Aggression
	
	
	
	Auditory/Visual Hallucinations
	
	
	

	Property Damage
	
	
	
	Attention Difficulties
	
	
	

	Theft
	
	
	
	Sexual Acting Out
	
	
	

	Sexually Abuse
	
	
	
	Truancy
	
	
	

	Violent Threats
	
	
	
	Police Contact
	
	
	

	Fire Setting
	
	
	
	Academic Problems
	
	
	

	Sad/Depressed
	
	
	
	Poor Self Esteem
	
	
	

	Delusions (Misbelief)
	
	
	
	Trauma/Emotional or Physical Abuse
	
	
	

	Poor Communication
	
	
	
	Repetitive Behavior
	
	
	

	Paranoia
	
	
	
	Obsessions
	
	
	

	Substance Abuse
	
	
	
	
	
	
	

	Other - Explain
	
	
	
	
	
	
	

	For all checked boxes, client has to explain*
	
	
	
	
	
	
	


Has your family experienced any of the above?________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL/NATURAL SUPPORTS:

Describe client’s support system:
















































Describe community resources available:















































Describe social activities past/present:
















































LEGAL:



















































Mental Status Evaluation

General Appearance

Normal_____  Older than stated age______ Younger than stated age

Neat_______Disheveled_________Other:_____________________

Facial Expressions
Appropriate_________ Sad_________ Expressionless________ Hostile___________

Worried___________Avoids Gaze________Other:____________________________
Dress

Appropriate_______Meticulous________Clothing/hygiene poor_________________

Eccentric_________Seductive_________Other:_______________________________

Attention Span
Appropriate_____________Short________________

Motor Activity

Normal_________Increased amount__________Decreased amount______Repetitive act_________

Agitation_______Tics________Tremor________Peculiar Posturing______Unsual Gait____________

Other___________________________

Orientation

Person___________Place__________Time____________

Speech Patterns

Normal______Excessive Amount______Reduced amount________Mute_______

Pressured_____Slowed________Loud_________Soft________Slurred_________

Stuttering______Monosyllable________Other_____________________________

Attitude

Cooperative_____Resistant_____Suspicious______Uncooperative_____________

Critical_______Guarded______Hostile_______Defensie________Passive_______

Sarcastic_____Manipulative_____Irritable_______Uninterested______Silly_____

Other________________________________

Affect

Appropraite_______Broad_______Blunted________Constricted____________

Incongruent_______Labile_______Flat_________Other___________________

Content of Thought
Consistent with age_______Poverty of thought________Blames others______

Sucidal thoughts______Suicical plans__________Assaultive Ideas___________

Homicidal thoughts_______Homicidal plans________Antisocial thoughts_____

Suspicious________Sexual preoccupation________Phobias________

Obsessions/Compulsions_________Feelings of unreality_______Thoughts of running away_____

Somatic complaints______Ideas of guilt________Ideas of hopelessness____________

Ideas of worthlessness__________Excessive religiosity____________Other_________

Hallucinations

None observed_______Visual_______Auditory__________Other___________

Delusions

None observed______of Grandeur_______of Persecution__________

of reference _______of Erotomanic______Bizarre__________

Other______________
Traumatic Events:

	History of Sexual abuse
	
	Yes
	
	No

	If yes, please explain ___________________________________________________________________________________

	History of Physical Abuse
	
	Yes
	
	No

	If yes, please explain ___________________________________________________________________________________

	History of Neglect
	
	Yes
	
	No

	If yes, please explain ____________________________________________________________________________________

	Recent Death of Family Member(s) and/or Friend(s):
	
	Yes
	
	No

	If yes, please explain _ __________________________________________________________________________________


Alcohol and/or Street Drug Usage (Amount, Frequency, Began Using at What Age/Date, etc.):

Alcohol




________________________________________

Marijuana



________________________________________

Sedatives (barbiturates)


________________________________________

Cocaine/Crack



________________________________________

Narcotics (morphine, heroin)

________________________________________

Amphetamines



________________________________________

Hallucinogens (LSD, PCP)

________________________________________

Other:




________________________________________

Client’s Strength: 










Client’s Needs: 











Clinical/Interpretive Summary:
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________
Recommendations:
































































___________________________________        ______________________________________________
Home base Therapist Signature    Date                Supervisor Signature (Clinical)                     Date

                                                                              (Supervisor Not Present In Intake Assessment)












______
Printed: Home Base Therapist & Credentials 
      Printed: Supervisor Name and Credentials (Clinical)                     
12
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