Heather Bedell, MA, LCPC

Licensed Clinical Professional Counselor
10925 Antioch Rd, Suite 200
Overland Park, KS 66210  (913) 213-3760
Confidential Client Intake Form

Personal Information:

        Today’s Date: _____________

Full Name______________________________________ Preferred Name/Nickname ________________________
Address: _____________________________________________________________________________________
City: _______________________________
 State______________________        Zip ______________________
Occupation _________________________________ Highest Level of Education ___________________________
Home Phone*: ________________ Work Phone*: __________________ Cell Phone*: _______________________
Email Address*: ___________________________________ *PLEASE circle preferred method of communication.
Date of Birth: ___________________
    Age: ___________            Gender:   Male ______ Female _______

How did you learn about this office? ____________________________________________________________
Marital Status:   
_____ Single 
_____ Married for ____ years.  

_____Divorced for ____years, after a marriage of _____ years.  

_____Separated/Widowed for _____ years, after a marriage of _____ years.  

Name of spouse if currently married_______________ Spouse’s Occupation________________________________
First names and ages of children, if any______________________________________________________________
_____________________________________________________________________________________________
Do you have any current legal issues/court involvement?  Yes_____  No_____   (If yes, please explain) __________ 
Medical History:  
Are you currently under medical care? ____  If yes, please indicate reason __________________________________
_____________________________________________________________________________________________
Physician’s Name _____________________________________   Phone: __________________________________

Prescription medications _________________________________________________________________________
Other significant medical history __________________________________________________________________
_____________________________________________________________________________________________
List substance usage and please include alcohol, marijuana, cocaine, and other non-prescription drug usage:
Counseling History:

Have you previously seen a counselor/therapist/psychologist/psychiatrist? __________________________

Name/Date/Location _____________________________________________________________________
_______________________________________________________________________________________
What are some things gained/learned by your counseling experience?______________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Was there anything about your experience that was not helpful?__________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
When was your last appointment with any of the above? ________________________________________

Emergency Contact:

Name: __________________________________________  Relationship:_____________________________ Phone Number:  ____________________________  Cell, home, or office? _____________________
Current Counseling Desires:

In your own words, why you are seeking counseling now? __________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
How long have these concerns been causing you distress? __________________________________________
How would you know if your problem got better?_________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
What kinds of support systems (connections) do you have in place? __________________________________
__________________________________________________________________________________________
What activities do you engage in for stress relief, coping, and enjoyment? ______________________________

__________________________________________________________________________________________

Please list major changes you and your family has experienced during the past five years (e.g. death, health, relocation, divorce, job, trauma): ______________________________________________________________
_________________________________________________________________________________________

Is there anything else you feel that is important me to know: _______________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________
