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REACH FAMILY COUNSELING SERVICES  
4234 W. Beltline Blvd Columbia, SC 29204

 Telephone: (803) 256-6545 Fax: (803) 834-7122

Client Intake Form 
Please print.







Date: _________________
Name: ______________________________________________________________________


DOB: _______________

Gender:  M
F
S.S. #: ______________________

Mailing Address: __________________________________City/State/Zip: _______________

Home Phone: (___) _________ Work Phone: (___) _________ Cell Phone: (___) ___________

Marital Status: ___ Single ___Married ___Widowed ___Divorced ___Other

Parent or Spouse: _____________________________________________________________

Employer/School: _____________________________________________________________
Occupation: ________________________
(circle) Full time / Part time / Student / Retired

Email Address: _______________________________________________________________

Primary Care Physician: __________________________________ Phone # :(___) _________

Reason for Visit: _____________________________________________________________
____ Cash Pay
____ Insurance
____ EAP

Insurance Information:

Insurance Co.: _________________________________ Phone No.: ___________________
Insurance ID Number: ___________________________ Group Number: _______________

Main Subscriber Name: _________________________ Relation to client: ______________

Do you have out of network benefits if Counselor is not a preferred provider? ___________
Co Pay / Session Fee: Due at the time of service.

If you do not keep your appointment and have not called to cancel or reschedule within 24 hours, you will be charged a missed appointment fee of $25. You will be billed directly for missed appointments. Payment for missed appointments is due on or before your next scheduled appointment.

Office Use Only:

Authorization # (if required) ______________________ # of visits allowed: _____________

Start date ____________
Renewal date __________

Co Pay: _____________
Deductible: __________   Effective date of Insurance: ______

Billing Address: _____________________________________________________________
Name: ______________________________


Date: ________________

Have you previously received any type of mental health services (counseling,

Psychiatric services, etc.)?

 □ No

□ Yes, previous therapist/practitioner: ____________________________________

Are you currently taking any prescription medication?

□ Yes

□ No

Please list: _________________________________________________________
Have you ever been prescribed psychiatric medication?

□ Yes

□ No

Please list and provide dates: __________________________________________
GENERAL HEALTH AND MENTAL HEALTH INFORMATION

1. How would you rate your current physical health? (Please circle)

Poor      Unsatisfactory      Satisfactory       Good        Very good

Please list any specific health problems you are currently experiencing:
______________________________________________________________________________

2. How would you rate your current sleeping habits? (Please circle)

Poor      Unsatisfactory      Satisfactory        Good       Very good

Please list any specific sleep problems you are currently experiencing:

______________________________________________________________________________
3. How many times per week do you generally exercise?

What types of exercise do you participate in?
______________________________________________________________________________
4. Please list any difficulties you experience with your appetite or eating patterns.

______________________________________________________________________________

5. Are you currently experiencing overwhelming sadness, grief or depression?

□ No

□ Yes

If yes, for approximately how long? ________________________

6. Are you currently experiencing anxiety, panic attacks or have any phobias?

□ No

□ Yes

If yes, when did you begin experiencing this? ___________________________

7. Are you currently experiencing any chronic pain?

□ No

□ Yes

If yes, please describe: ___________________________

8. Do you drink alcohol more than once a week? □ No □ Yes

9. How often do you engage recreational drug use? 
□ Daily    □ Weekly    □ Monthly     □ Infrequently      □ Never

10. Are you currently in a romantic relationship? □ No □ Yes

If yes, for how long? __________________

On a scale of 1-10, how would you rate your relationship? __________

11. What significant life changes or stressful events have you experienced recently?
_____________________________________________________________________
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