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Mount St. Joseph University 
 

Counseling Services 
Intake Data Form 

Today’s Date:   Assigned Therapist: (office use only) 

First Name: Middle Name/Initial: 
 

Last Name: Preferred Name: 

Pronouns: 

1. Date of Birth: _____/_____/_____ 2. Current Age: ________ 3.  ID#: 

4. Primary Phone: _____________________ 

May we leave a phone message?   

 Yes    No 

5. MSJ Email_____________________ 

 May we e-mail you?     Yes    No   

6.Gender:      Self-Identify: 

                  

 

7.  Mailing Address: 

_______________________________________ 

_________________________________________ 

_________________________________________ 

 8.. Emergency Contact Information 

Name: ___________________________    

Address: _________________________ 

_________________________________ 

Phone:   _____________________________ 

Relationship: _________________________    

9.  Relationship Status: 

 Single 
 Married 
How Long? _____ 
 Divorced  
When? ________ 
 Separated 
When? _______  
 

 Widowed 
 Serious 

dating or 
committed 
relationship 

 Civil union/ 
      domestic  
      partnership   

 

*10. Ethnic Background: 

 African-American / Black / African  
 Asian American / Asian 
 European American / White / Caucasian 
 Hispanic / Latino / Latina 
 Multi-Racial 
 Other (please specify):___________________ 
 

*11.  Sexual Orientation (optional): 

 Self-Identify:  
 

12.   MSJ Status: 

 Freshman 
 Sophomore   
 Junior           
 Senior    

 Graduate 
Student 

 Faculty/Staff 
 Other:      

___________ 
 

13.  Major: ____________________________ 14.  GPA:  ________  How many credits are you taking : _______________ 

 15.  Are you a transfer student?   No  Yes     
If yes, list where/when: 
__________________________________________ 

  _____________________________________ 

  16. Are you currently employed?  No  Yes   
If yes, where? How many hours a week? 

___________________________________ 

 

17.  What kind of housing do you 
currently have? 

 Off-campus apartment/house  
 On Campus 
 Other (please specify): 
___________________________ 
Have you had previous 
counseling?  Yes    No  
Where: ___________________  

18.  Who referred you to our office?  

 Self 
 Friend 
 Parent or relative 
 Faculty/Staff  
 Resident Life Staff 
 Dean of Students Office 
 Coach or team doctor 
 Other: _______________________________ 

 
NAME:_________________________________ 
 

Do we have permission to acknowledge the 
referral?  no   yes  If yes, please sign below:  

 

________________________________________ 

(This permission allows us to reveal that you 
followed up on the referral with this appointment.) 
 
 

19.  List any medications you are currently taking & please indicate type of 
physician prescribing the medications: ___________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

*20. Are you a MSJ student athlete?   No  Yes      

       If yes, which team?  _______________________________ 

*21. Are you an international student?      No  Yes               

If yes, please list country of origin: ____________________ 

Briefly describe what brings you to our office:__________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 
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Below is a list of problems and areas of life functioning in which some people experience difficulties.  Using the scale below write in the box the 
number (0-4) that best describes the degree or level of difficulty you have been experiencing in that area during the past week. 
 
0=no difficulty   1=a little  2=moderate   3=quite a bit   4=extreme 
 
Please respond to each item.  Do not leave any blank.  If there is an area that you believe does not apply,  rank it as 0=no difficulty. 
 
____1.  Managing day 
to day life (e.g., getting 
places on time, handling 
money, making 
everyday decisions) 

____2.  Household 
responsibilities (e.g., 
shopping, cleaning, 
cooking, laundry, other 
chores) 

____3.  School (e.g., 
academic performance, 
completing assignments, 
attendance, studying 
effectively) 

____4.  Work (e.g. 
completing tasks, 
performance level, 
finding/keeping a job) 

____5.  Social 
life/leisure time 

____6.  Adjusting to 
major life stresses 
(e.g., separation, 
divorce, moving, a new 
job, new school, a 
death) 

____7.  Relationship 
with family members 

____8.Getting along 
with people outside the 
family 

____9.  Isolation or 
feelings of loneliness 
(e.g., being able to get 
close to others) 

____10.  Recognizing 
and expressing 
emotions 
appropriately 

____11.  Developing 
independence and 
autonomy (e.g., 
becoming your own 
person) 

____12.  Goals or 
direction in life (e.g., 
choosing a major, career 
choices) 

____13.  Lack of 
confidence, feeling bad 
about yourself 

____14.  Apathy, lack 
of interest in things, 
lack of motivation 

____15.  Depression, 
hopelessness 

____16.  Suicidal 
feelings, thoughts, or 
behaviors 

____17.  Physical 
symptoms (e.g., 
headaches, aches and 
pains, sleep 
disturbances, stomach 
aches, dizziness 

____18.  Fear, anxiety, 
or panic 

____19.  Confusion, 
concentration, 
memory 

_____20.  Disturbing 
or unreal thoughts or 
beliefs 

____21.  Hearing 
voices, seeing things 

____22.  Use of 
substances (e.g., 
alcohol, drugs) 

____23.  Sexual 
concerns 

____24.  Clarifying 
sexual identity 

____25.  Mood swings 
(e.g., feeling easily 
annoyed or irritated) 

____26.  Controlling 
temper, outbursts of 
anger, violence 
 

____27.  Eating, 
appetite, body image, 
physical appearance 

____28.  Fear of 
making mistakes, fear 
of failure 

____29.  Conflict over 
values or moral beliefs 

____30.  Emotional, 
physical, or sexual 
abuse/assault 

____31.  Cultural, 
racial, or ethnic 
concerns 

____32.  Relationship 
with romantic 
partner/spouse 
 

____33.  Financial 
problems or concerns 

____34.  Legal issues ____35.  Test Anxiety ____36.  Other (please 
specify in space below) 
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