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Amy Sutton, MA, NCC
1720 Jet Stream Drive, Suite 203

Colorado Springs, CO 80921

(719)494-5781
Intake
General Information

Full Name: _______________________________________________Name You Prefer:______________________ Date: ________________________
Age: _______________ Date of Birth: _________________________________________

Street Address: ___________________________________________________________ Suite/Apartment Number: ________________

City: _____________________________________ State: __________ Zip Code: _______________ May I Send Mail Here: □ Yes □ No

Home Phone: (__________) ___________________________________________________May I Leave a Message Here: □ Yes □ No

Cell Phone: (_________) ______________________________________________________ May I Leave a Message Here: □ Yes □ No

Work Phone: (__________) ___________________________________________________May I Leave a Message Here: □ Yes □ No

Email Address: _____________________________________________________________ May I Send Email Here: □ Yes □ No

Emergency Contact

Name: _____________________________________________________ Relationship: ______________________________________________
Home Phone: (__________) ___________________________________ Mobile Phone: (_________) _______________________________

Referral

How Did You Hear About Me? _______________________________________ 

Referred by: ___________________________________________________________
Employment and Education

Employer: ______________________________________________________ Length of Employment: _______________________________

Occupation: _____________________________________________ Average Hours Worked Per Week: __________________________

Last Year of School Completed: □ 9 □ 10 □ 11 □ 12 □ GED         College: □ 1 □ 2 □ 3 □ 4 □
Are You Currently in School: □ Yes □ No.   If Yes, What Level: _______________Degree Pursuing: ______________________

Relational Information

Current Relational Status: □ Single □ Dating □ Engaged □ Married □ Separated □ Divorced □ Widowed

Are You Content with Your Current Status: □ Yes □ No

If No, Briefly Explain: ______________________________________________

If Married, Separated, Divorced, or Widowed, How Long: ___________
Number of Previous Marriages for You: _______Your Partner: _______
Partner’s Name: _______________________________________________Age: __________ Preferred Name: ________________________

Partner’s Occupation: _____________________________________ Average Hours Worked Per Week: ______________________

What Words Would You Use to Describe Your Partner: ______________________________________________________________________
Is Your Partner Supportive of You Seeking Counseling: □ Yes □ No □ Unsure □ Partner Doesn’t Know.
With Whom Do You Currently Live? 
(Check All that Apply): □ Alone □ Spouse □ Children □ Parent(s) □ Sibling(s) □ Boyfriend □ Girlfriend 
□ Roommate(s) □ Other: _______________________
Children
List Your Children (Living or Deceased):
	Name
	Gender
	Current Age or

Year of Death
	Relationship To You
(e.g. Biological, Adopted, Step, etc.)
	Living With You?
	Describe Him/Her

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Have You Ever Placed a Child for Adoption: □ Yes □ No  If Yes, When: ____________________________________________________

Have You Ever Had a Miscarriage or Medical Abortion: □ Yes □ No 
If Yes, When: ___________________________________________

Family of Origin

List Mother, Father, Brothers, Sisters, Step Family, and Any Other Family Members Who Affected You Positively or Negatively:
	Name
	Gender
	Current Age or

Year of Death
	Relationship to You

(e.g. Mom, Dad, Sibling, etc.)
	Occupation
	Describe Him/Her

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Medical Information

Primary Physician: ____________________________________________________ Phone: (________) _____________________________

Are You Currently Receiving Medical Treatment: □ Yes □ No

If Yes, Please Specify: __________________________________________________________________________________________________
List Any Relevant Medical Conditions, Illnesses, Surgeries, Traumas or Related Treatments You Have Had (Use Back if Necessary):

______________________________________________________________________________________________________________________
Medications

List Any Current Medications You Are Taking (Use Back if Necessary):

Medication: _____________________________________________ Purpose: _________________________________________________
Medication: _____________________________________________ Purpose: _________________________________________________
Are You Taking these Medication(s) According to Your Doctor’s Recommendations: □ Yes □ No

If No, Briefly Explain: _______________________________________________________________________________________________
Are you taking any recreational drugs?  ___________

If yes, please list:______________________________________________

Do you drink alcohol?  __________

If yes, how many drinks per week?_____________________________________________
Level of Distress

Indicate How Distressed You Are by Placing an “X” on the Scale Below (1 = Very Little Distress; 10 = Extreme Distress)
__________________________________________________________________________________________

1
2
3
4
5
6
7
8
9
10
Are You Currently Experiencing Any Suicidal Thoughts: □ Yes □ No 
Have You Experienced Them in the Past: □ Yes □ No

Have You Ever Attempted Suicide: □ Yes □ No. If Yes, When and How: ____________________________________________________

Have Any of Your Friends or Family Ever Committed or Attempted Suicide: □ Yes □ No

If Yes, When and Who: ______________________________________________________________________________________________

Support System
What Words Would You Use to Describe Yourself: ________________________________________________________________________

Do You Regularly Attend a Place of Worship: □ Yes □ No.  If Yes, Where: ___________________________________________________

Do You Have a Personal Support System: □ Yes □ No.   If Yes, Who: ________________________________________________________

Previous Counseling

List Any Previous Counseling, Psychiatric Treatment, or Residential/In-Patient Care You Have Received (Use Back If Necessary):

Therapist: __________________________ Location: ______________________Dates: ___________________ Reason: ________________________
Therapist: __________________________ Location: ______________________Dates: ___________________ Reason: ________________________
Terms of Service
Accompanying this information form was a Disclosure Statement.  Please read it and sign below.  I HAVE READ AND UNDERSTAND THE DISCLOSURE STATEMENT.  I REALIZE THAT IF I DO NOT GIVE A 24 HOUR NOTICE PRIOR TO CANCELLATION OF SCHEDULED APPOINTMENTS, I WILL BE FULLY CHARGED FOR THIS APPOINTMENT.
I CONSENT TO TREATMENT WITH AMY SUTTON/MILESTONES.

Signature:__________________________________
Date:_________________________

