
Building Blocks Counseling Services 
Intake Session 

 
Client Name ________________________________________ 
 
DOB  __________ 
 
Presenting Problems: (What is bringing you here today?)___________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
History of Presenting Problems/Developmental Milestones: _____________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
Strengths and interests: _____________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
Current Symptoms (circle all that apply) 
 
Mood/Emotions  sad elated hopeless low energy poor concentration angry numb 
   disconnected  non-congruent to the circumstance   appropriate 
 
Anxiety   worry panic fearful compulsive stressed excessive  appropriate 
 
Thoughts  delusional hallucinations disorganized scattered racing obsessive  
   distracted guilt ridden       appropriate 
 
Behaviors  aggressive/explosive truant/runaway  compulsive hyperactive 
   Other: _____________________________________________________________________ 
 
Sleep   too much too little can’t fall asleep  can’t stay asleep nightmares 
 
Appetite  loss of appetite    over eating under eating weight loss/gain funny taste in mouth 
 
Suicide Risk  Current:________________________________ Recent:_______________________________ 
 
Alcohol   _______________________________________ Drugs: ________________________________ 
 
Legal Issues  _____________________________________________________________________________ 



Family Composition  
 Name _________________________________________  age______ relation _______________ 

Name _________________________________________  age______ relation _______________ 
Name _________________________________________  age______ relation _______________ 
Name _________________________________________  age______ relation _______________ 
Name _________________________________________  age______ relation _______________ 

  
Relationship/Marriage History _____________________________________________________________________ 
_______________________________________________________________________________________________ 
 
Employment __________________________________________________________________________________ 
Education __________________________________________________________________________________ 
  School Contact person: ________________________________________________________ 
 
Counseling/Psychiatric History _____________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
 
Current Medication ____________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
 
Doctor/Psychiatrist  ____________________________________________________________________________ 
   Consent to share information signed? __________________________ 
 
How did you find out about Building Blocks Counseling Services? __________________________________________ 
 
Other Symptoms ______________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
 
(OFFICE USE) 
Treatment Goals 
1. __________________________________________________________________________________ 
2. __________________________________________________________________________________ 
3. __________________________________________________________________________________ 
4. __________________________________________________________________________________ 
5. __________________________________________________________________________________ 
 
 
Diagnosis 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
Clinician _Wendy Woolf, MA LMHC________________________ 
 
 


