Allison Pieraccini, LCSW
633 Cherry Street, Santa Rosa, CA 95404
(707) 387-4176
Allison@SantaRosaTherapySolutions.com

INTAKE AND INITIAL ASSESSMENT FORM

The questions below are intended to collect information that will help me to work with you. Please fill out this form as a completely as you can. All information will be held in strict professional confidence unless otherwise directed by law.

I will not contact anyone listed below without your written consent, except when required by law.

Name: _______________________________________________________________________________________________________

Address: ____________________________________________________________________________________________________
		
City/State/Zip ______________________________________________________________________________________________

Contact phone number: _____________________________May I leave a message at this number?___________

Date of Birth: ______________________	              	 Gender: ______________________________

In case of emergency, whom would you like me to contact? ___________________________________________

Relationship to you? __________________________________ Phone number: __________________________________

Marital Status:          □ Single    □ Married    □ Live with someone    □ Divorced    □ Separated

Children? ___________ If yes, what age(s) and gender _____________________________________________________

What is your occupation: ____________________________ Place of employment: ____________________________

Physician’s name? ________________________________________  Phone number: ______________________________

Date last seen? _______________________________ Reason for visit? __________________________________________

If you have any medical conditions or disabilities that I need to be aware of, please describe here: 

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

How did you hear about my practice? ____________________________________________________________________




What brings you into therapy at this time? ______________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

What are you interested in changing or improving in your life? ______________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

If you currently, or have recently been experiencing any disturbances or abnormalities of 

sleeping or eating, please describe here: _________________________________________________________________

_______________________________________________________________________________________________________________

Please list all medications that you are currently taking and what they are prescribed for: _______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

If you use alcohol, drugs, or any non-prescribed medications, please list them, how much you use, 

and how often you use them: _____________________________________________________________________________

_______________________________________________________________________________________________________________

Any previous suicide attempt? ________ If yes, please describe age(s), how, reason, circumstance: 

_______________________________________________________________________________________________________________

What are some of your strengths? ________________________________________________________________________

What are some of your weaknesses? _____________________________________________________________________

How do you identify culturally, ethnically, and/or spiritually? ________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________
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