
Harmony Heals, Inc 
 

 
 
 

INTAKE 
 

Name: _______________________________________ Date: ___________________ 
 
Address: _____________________________City/St./Zip: ________________________ 
 
Home Phone: ______________________Work Phone: __________________ May I call  
 
you at work? ______________________Date of Birth: _______________Age: _______ 
 
Social Security # ________________Occupation: _______________________________  
 
Employer: _________________Martial Status: __________Length of time? __________  
 
If client is a minor, name of parent/guardian: ___________________________________ 
 
Name of closest friend/relative: ______________________  Phone#: ________________ 
 
Address: _________________________  City/St./Zip: ___________________________ 
 
Have you ever had previous counseling?   No_____  Yes______  If yes, when? ________ 
 
Type of counseling: Individual    _______ Couple ______ Group   ______ Family______ 
 
How did you hear about us? _________________________________________________ 
 
Reason for seeking psychotherapy at this time: __________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
How is your physical health? ________________________________________________ 
 
Have you ever had any psychiatric hospitalizations? __________ When, how long and 
 
why? __________________________________________________________________ 
 
Are you on any medications? __________  If so, What kind, why and how much? _____ 
 
 _______________________________________________________________________ 



 
 Do you drink and/or use recreational drugs?  If so, What and how much? ____________ 
_______________________________________________________________________ 
 
Do you feel suicidal? _________   Do you feel homicidal? ________________________ 
 
What type of counseling do you seek? ___________________________________ 
 
_______________________________________ ______________________________ 
Signature:      Date: 
 
 
 
 

 
For Office Use Only: 

 
 
Fee: $__________________ Start Date: _____________ End Date: _______________ 
 
Insurance: _______________________________________________________________ 
 
MD Referral: _________________________________ Date: ___________________ 
 
 
 
____________________________________________ ________________________ 
Signature of Intake Therapist:     Intake Date: 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

24351 Moulton Pkwy Suite 120 Laguna Woods, Ca. 92637 
Telephone (714) 897-1615, (949) 837-2751 & Fax (949) 586-5695 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


