Judith D. Croen, LCSW

reVision Studio LLC Therapy and Counseling Services
202 Soundview Avenue, Unit 17, Stamford, CT 06902
judith.revisiontherapy@gmail.com - 203-274-4284

PSYCHOTHERAPY INTAKE FORM

Please print all information clearly and have your insurance card(s) and drivers license or other picture
ID ready to be copied.

PERSONAL INFORMATION
Name: Date of 1* appointment:_
Home address: zip code: -

Mailing address if different from above

Age___ _DOB__/___/___ School (circle F/T, P/T) grade
Living with

Occupation Employer

Cell Phone ( ) OK to leave voice text messages?

Home Phone ( ) OK to leave messages?

Work Phone ( ) OK to leave messages?

Email address OK to leave messages?____

How were you referred?

Emergency contact(s) and permission to contact in case of emergency (Name, relationship & phone number)

INSURANCE INFORMATION (if applicable)

Primary Insurance Employer if applicable
Subscriber/Policy Holder’s Name DOB

Home Address (if different from patient’s)

Relationship to patient Home/Cell# SSN

ID# on card Group # on card Effective date:
Co-pay $ (Payable at each session) Deductible $

Secondary Insurance Employer if applicable

Subscriber/Policy Holder’s Name DOB

Home Address (if different from patient’s)

Relationship to patient Home/Cell# SSN

ID# on card Group#oncard ___ Effective date:_
Co-pay $ __ (Payable at each session) Deductible $ _

Please use the reverse side if you need more space for any answers on the following pages.
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What are the major events, issues or feelings bringing you into therapy at this time? Rate the current intensity
of each according to the scale below:

1 2 3 4 5 - 6 7 -- 8 9 10
Mild Moderate Severe Couldn’t be worse
1.
2.
3.
4.

Please describe any other traumas, mental health issues and/or treatments you have had:

Additional stressors, i.e, Family problems/illness Relationship issues _____ Losses Lack of
social support Medical Financial Employment _ Educational Legal

Housing Access to services Other

Describe your sleep quality and any specific sleep problems you may be having:

Describe any food or weight related issues you might have:

How many times per week do you generally exercise? What types of exercise do you do?

How would you rate your current physical health? Circle your answer:
Poor  Unsatisfactory  Satisfactory Good Very Good

Please describe any serious current or past physical health issues you have had including head injury and
chronic pain:

Please list all current medications, doses and name of prescribers:
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Please describe and state duration of any current and past use of alcohol, cigarettes, recreational drugs or
addiction to prescription drugs:

Please list any non-chemical addictions and their duration? (ie, work, shopping, gaming, gambling, sexual):

What is your current relationship status? (i.e., married, committed relationship, single, dating, divorced,

separated, widowed, other):
If you are in an intimate relationship, on a scale of 1-10 (best), how would you rate it?
On a scale of 1-10 (best) rate your feelings about work (including full-time homemaker, caretaker etc?):____

What do you enjoy about your work? If retired, what did you enjoy about your work?

What do you find particularly stressful about your current or previous work?

What do you enjoy doing in your free time? What do you do to relax?

Do you consider yourself to be spiritual or religious? If yes, please describe your faith or belief:

What do you consider to be some of your strengths?

Take time to think about what are/were the negative beliefs you’ve held about yourself now or at other times
in your life including childhood.
1.

2.
3.
4.

* Love is the greatest healer of all *



