

371 Morris Avenue, 2nd Floor
Elizabeth, NJ 07208

Phone: 908-737-0921 Fax: 908-248-0760
mcounselingtc@gmail.com
//www.multiculturalcounseling.net/
INITIAL INTAKE FORM
Please fax or email this form and we will contact you for an appointment!

-----------------------------------------------------------------------------------------------------------
Patient Name: ______________________________ DOB: _____________________________
Patient’s phone number: __________________________Cell ____________________ Email:________________________________
Today’s Date: __________________ Referral Source: ____________________________ Phone: ___________________________
1. Indicate briefly why are you seeking therapy/evaluation right now? What are your symptoms?
_____________________________________________________________________________
Service Needed: Individual family couple group parenting classes psychological evaluation
2. Who referred you to this office? Do we have permission to communicate with that person or office?
______________________________________________________________________

3. Is this service court mandated? If yes please attach court order and indicate next court date.
______________________________________________________________________

4. Is this the first time you are seeking therapy?  

Yes  No
              Do you need information about psychotherapy?
 Yes  No email address if yes:___________________________________________
5. During the course of your treatment, will you require that your therapist submit a report letter to:
 Lawyer

 Immigration

 Court
 Other ____________________________________________________

6. What would you like to see change in your life after completing therapy/evaluation?
                  ________________________________________________________________________________________

7. How ready are you to work on your issues on a scale of 1 to 5?  (5 being the most ready) 1______2________3________4________5_________
8. Do you have any family members/partner receiving service in this office at the Multicultural Counseling and Testing Center? If so who is the therapist? ____________________________
9. Do you have a history of drug and alcohol use? When was the last time you abused drugs or alcohol?  Are you currently in treatment for drugs or alcohol use?
______________________________________________________________________
10. How often can you realistically attend sessions?
Once a week Twice a week Every other week    Once a month  As needed consultation only
11. Do you need any special accommodations in order to access our office?

Yes No    (if yes, please specify)_________________________________________
12. Your Insurance : Medicaire   Blue Cross Blue Shield  Aetna  QualcareMagma Care  TricareCigna United (if you have out of network benefits)  DCP&P  Victim of Crime Compensation  Other:_________________
ID#:__________________________________

