New Client Intake Questionnaire

Intake Questionnaire
	Person completing this form
	

	Relationship to client (or self)
	

	Date completed
	


1. Client and contact information
	Client full name
	

	Date of birth, Age
	

	Phone
	

	Email
	

	Home address
	

	Preferred contact method
	☐ Phone    ☐ Text    ☐ Email  


Emergency and referral contacts
	Emergency contact name
	

	Relationship to client
	

	Emergency contact phone
	

	Referred by
	

	Primary care physician / pediatrician
	

	Psychiatrist or medication prescriber
	


Minor client only
	Parent / guardian 1 name
	

	Relationship to client
	

	Phone / email
	

	Parent / guardian 2 name
	

	Relationship to client
	

	Phone / email
	

	Who has legal custody / decision-making authority?
	

	Any court orders or custody agreements relevant to treatment?
	☐ Yes    ☐ No    If yes, please provide details or documents.


2. What brings you in now?
Briefly, what concerns brought you to The Wise Institute right now?
__________________________________________________________________________________________
__________________________________________________________________________________________
Why are you seeking help now, as opposed to earlier or later?
__________________________________________________________________________________________
How long have these concerns been affecting you or your child?
__________________________________________________________________________________________
What have you already tried? What helped, and what did not help?
__________________________________________________________________________________________
__________________________________________________________________________________________


Areas most affected right now
	☐ Home routines
	☐ School performance

	☐ Work performance
	☐ Relationships

	☐ Sleep
	☐ Daily mood

	☐ Anxiety / worry
	☐ Attention / focus

	☐ Organization / time management
	☐ Task initiation

	☐ Transitions / flexibility
	☐ Family conflict

	☐ Self-esteem
	☐ Social confidence

	☐ Stress tolerance
	☐ Health habits

	☐ Other: ______________________
	



Current symptoms or concerns (check all that apply)
	☐ Anxiety or excessive worry
	☐ Panic or physical anxiety symptoms

	☐ Sadness or low mood
	☐ Irritability or anger

	☐ Attention or distractibility
	☐ Forgetfulness / working memory issues

	☐ Procrastination
	☐ Difficulty starting tasks

	☐ Emotional outbursts / shutdowns
	☐ Perfectionism

	☐ Sensory overwhelm
	☐ School refusal / avoidance

	☐ Work stress / burnout
	☐ Social stress or peer conflict

	☐ Family conflict
	☐ Sleep problems

	☐ Eating or appetite concerns
	☐ Substance use concerns

	☐ Trauma or major stressor
	☐ Grief or loss

	☐ Compulsive thoughts or behaviors
	☐ Other: ______________________


3. Learning, executive function, and daily skills profile
Please rate each item using 0 = never, 1 = sometimes, 2 = often, 3 = very often.
	Skill / challenge area
	0
	1
	2
	3

	Has trouble getting started on tasks, even when they want to do them
	☐
	☐
	☐
	☐

	Loses track of steps, materials, deadlines, or follow-through
	☐
	☐
	☐
	☐

	Underestimates or overestimates how long tasks will take
	☐
	☐
	☐
	☐

	Avoids tasks when worried about doing them imperfectly
	☐
	☐
	☐
	☐

	Has difficulty shifting when plans change
	☐
	☐
	☐
	☐

	Gets overwhelmed and shuts down, melts down, or argues
	☐
	☐
	☐
	☐

	Misses early signs of stress, frustration, or dysregulation
	☐
	☐
	☐
	☐

	Has difficulty using coping tools in the moment
	☐
	☐
	☐
	☐

	Has trouble asking for help or advocating for needs
	☐
	☐
	☐
	☐

	Needs repeated reminders to follow routines or complete tasks
	☐
	☐
	☐
	☐



What strengths, talents, or interests stand out?
__________________________________________________________________________________________
What strategies, routines, or supports already work well?
__________________________________________________________________________________________
What situations make things harder?
__________________________________________________________________________________________
4. School, work, and daily life
	Current school / work setting
	

	Grade / role / title
	

	Typical daily schedule
	

	Hardest part of the day
	

	Attendance or punctuality concerns
	☐ Yes    ☐ No    Details: 

	Current supports or accommodations
	☐ IEP    ☐ 504    ☐ Work accommodations    ☐ None    Details: 

	Recent academic / work performance concerns
	

	Outside commitments (sports, clubs, caregiving, etc.)
	



What would better functioning look like at school, work, and/or home over the next 90 days?
__________________________________________________________________________________________
__________________________________________________________________________________________
5. Learning disability, mental health, neurodivergence, medical, and treatment history
Current or past diagnoses (if any):
__________________________________________________________________________________________
Previous therapy, counseling, coaching, or evaluations, what was helpful? What was not?
__________________________________________________________________________________________
__________________________________________________________________________________________
Any psychiatric hospitalizations, emergency visits, or higher levels of care?
__________________________________________________________________________________________
Current medications, supplements, and prescribing clinician:
__________________________________________________________________________________________
__________________________________________________________________________________________
Relevant medical history, allergies, sleep concerns, or major health conditions:
__________________________________________________________________________________________
__________________________________________________________________________________________
Any alcohol, nicotine, cannabis, or other substance use concerns?
__________________________________________________________________________________________
Any trauma, abuse, or major life stressors you want us to know about? (optional)
__________________________________________________________________________________________
__________________________________________________________________________________________
Family history of mental health, learning, neurodevelopmental, or substance use concerns:
__________________________________________________________________________________________
__________________________________________________________________________________________
7. Family, relationships, culture, and supports
Who lives in the home or is part of the day-to-day support system?
__________________________________________________________________________________________
__________________________________________________________________________________________
Important relationships, strengths, or supports we should know about:
__________________________________________________________________________________________
__________________________________________________________________________________________
Any family transitions, separations, moves, losses, or current stressors?
__________________________________________________________________________________________
__________________________________________________________________________________________
Any cultural, spiritual, identity, or language factors you want respected in care?
__________________________________________________________________________________________
__________________________________________________________________________________________
Who would you like involved in treatment, and how involved should they be?
__________________________________________________________________________________________

	Preferred format
	☐ In-person    ☐ Telehealth    ☐ Hybrid

	Preferred cadence
	☐ Weekly    ☐ Every other week    ☐ Not sure yet

	Best days / times
	

	Comfort with practice between sessions (0-10)
	

	Client interest level in participating in services (0-10)
	

	Parent interest level in supporting services (0-10)
	



8. Additional Info
Anything else we may need to know?
													
													
													
													

