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2311 North Orange Blossom Trail  Kissimmee, Florida 34744 

(407) 957-9077 office  (407) 846-8440 fax 

                                                                                 
 
PATIENT NAME 
 

DATE 
 
 
 

SS# 
 
 

DOB 
 

AGE 
 

SEX 
(    ) Male        (     ) Female  
                         

ADDRESS 
 

HOME PHONE 
 
(       ) 

CITY, STATE & ZIP CODE 
 

WORK PHONE 
 
(        ) 

EMPLOYER 
 
 

OCCUPATION 

EMPLOYER ADDRESS 
 
 

CITY,STATE, ZIP 

PLACE OF BIRTH 
 
 

BIRTH NAME (IF DIFFERENT THAN ABOVE) 

LIVES WITH 
 
 

MARITAL STATUS 
(  )  SEPARATED         (  )  MARRIED          (  )  SINGLE 
(  )  DIVORCED            (  )  WIDOWED 

PRESENTING ADDICTION 
 
 

HOW LONG?  

DESCRIBE PAST TREATMENTS ATTEMPTED (OUTPATIENT, INPATIENT)  
NAME:                                                                DATE:  

NAME:                                                                DATE:  

NAME:                                                                DATE:  

NAME:                                                                DATE:  

NAME:                                                                DATE:  
 
HAVE YOU RECEIVED PSYCHIATRIC TREATMENT BEFORE? (   ) Y  (   ) N 
 
 
HAVE YOU BEEN DISGNOSED WITH A MENTAL/EMOTIONAL 
CONDITION?  (   ) Y  (   ) N  
If yes, what were you diagnosed with:  
 
 
HAVE YOU TAKEN MEDICATION BEFORE?  (   ) Y  (   ) N 
List the names of the medication and amount (in mg):  
 

ARE YOU TAKING MEDICATION RIGHT 
NOW?  (   ) Y  (   ) N 
List the names of the medication and amount (in 
mg):  
 
 
 
 
WHO IS PRESCRIBING THE MEDICATION:  
 
____ PSYCHIATRIST  ____ OTHER 
                                           PHYSCIAN  
CONTACT INFORMATION:  
  
 
 
 

INTAKE ASSESSMENT FORM 
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DESCRIBE ANY DISABILITIES/ILLNESSES 
(PHYSICAL LIMITATIONS, DIABETES, 
LIVER PROBLEMS, ETC.):  
 
 

COLOR EYES HEIGHT WEIGHT 

ESTIMATED FAMILY SALARY  
(INCLUDE UNMARRIED PARTNER) 
 

HIGHEST GRADE 
IN SCHOOL 

VETERAN? 
 
(  )  YES    
(  )  NO   

USE TOBACCO PRODUCTS? 
 

 
Do you think that alcohol is harmful to your health?      (  )  YES    (  )  NO  (Explain:______________________________) 
 
Do you think that tobacco is harmful to your health?     (  )  YES    (  )  NO  (Explain:______________________________) 
 
Do you think that drugs are harmful to your health?      (  )  YES    (  )  NO  (Explain:______________________________) 
 

 
HAS PATIENT EVER HAD APPOINTMENT AT HOUSE OF FREEDOM BEFORE TODAY? (  )YES 
                                                                                                                                                  (  )  NO 
DESCRIBE THE REASON(S) WHY TREATMENT IS NEEDED AT THIS TIME: 
 
 
 
 
 
 
 
 
 
 
 
FAMILY MEMBER IN CHARGE  
 
 

DATE 

SS# 
 
 

DOB AGE 
 

SEX 
 
          M                F 

ADDRESS 
 
 

HOME PHONE 
 
(         ) 

CITY, STATE & ZIP CODE 
 
 

WORK PHONE 
 
(        ) 

EMPLOYER 
 
 

OCCUPATION 

EMPLOYER ADDRESS 
 
 

CITY,STATE, ZIP 

PLACE OF BIRTH 
 
 

BIRTH NAME (IF DIFFERENT THAN ABOVE) 

LIVES WITH 
 
 

MARITAL STATUS 
(  )  SEPARATED         (  )  MARRIED          (  )  SINGLE 
(  )  DIVORCED            (  )  WIDOWED 

EMERGENCY/GUARDIAN REPRESENTATIVE CONTACT 
 
 

RELATIONSHIP TO CLIENT 

ADDRESS 
 
 

PHONE 
 
(        ) 

PHOTO ID TYPE & NUMBER 
 
 

COLOR EYES HEIGHT WEIGHT 

ESTIMATED FAMILY SALARY 
(INCLUDE UNMARRIED PARTNER) 
 

HIGHEST GRADE 
IN SCHOOL 

VETERAN? USE TOBACCO PRODUCTS? 
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Do you think that alcohol is harmful to your health?      (  )  YES    (  )  NO  (Explain:______________________________) 
 
Do you think that tobacco is harmful to your health?     (  )  YES    (  )  NO  (Explain:______________________________) 
 
Do you think that drugs are harmful to your health?      (  )  YES    (  )  NO  (Explain:______________________________) 
 

 
HAS CLIENT EVER HAD APPOINTMENT AT HOUSE OF FREEDOM BEFORE TODAY? (  )YES 
                                                                                                                                                (  )  NO 
PRESENTING PROBLEMS/SERVICES REQUESTED (REASON TREATMENT NEEDED) 
 
 
 
 
 
 
 
 
 
 
 
 


