New Hope Youth and Family Services

Intake Interview
Client Information

Full Legal Name: __________________________________________________

DOB: _________________      Age: __________      Current Grade Level: _____

Home Address: ____________________________________________________

Home Phone Number: _________________________      S.S. #______________

Race/Ethnicity: ______________      Height: ___________      Weight: ________

Religious Preferences: _________________
Date Entered DHS Care: ________________
Case Number: ________________
Parent/Legal Guardian Information

Are parents divorced?  ____________      Who has legal custody?  _____________

May the non-custodial parent have access to treatment information?  ___________

Biological/Adoptive Father:_______________________________


DOB:_____________
Will this parent participate in treatment? _________________________________

Circle all that apply:  Phone Calls    Letters    Family Therapy    Parent Weekends

Full Legal Name: ____________________________________________________

Social Security Number: ___________________________

Home Address: ______________________________________________________

Home Phone: ____________________      Cell/Pager: ________________________

Occupation: _________________________      Annual Income: ________________
Business Address: ____________________________________________________

Business Phone: _______________________      E-Mail: ______________________

Education:  Some High School    High School/Equivalent    Some College    

College Degree_________________
Biological/Adoptive Mother:_______________________________

DOB:_____________
Will this parent participate in treatment? _________________________________

Circle all that apply:  Phone Calls    Letters    Family Therapy    Parent Weekends

Full Legal Name: ____________________________________________________

Social Security Number: ___________________________

Home Address: ______________________________________________________

Home Phone: ____________________      Cell/Pager: ________________________

Occupation: _________________________      Annual Income: ________________

Business Address: ____________________________________________________

Business Phone: _______________________      E-Mail: ______________________

Education:  Some High School    High School/Equivalent    Some College    

College Degree_________________

Stepfather:_______________________________


DOB:_____________
Will this parent participate in treatment? _________________________________

Circle all that apply:  Phone Calls    Letters    Family Therapy    Parent Weekends

Full Legal Name: ____________________________________________________

Social Security Number: ___________________________

Home Address: ______________________________________________________

Home Phone: ____________________      Cell/Pager: ________________________

Occupation: _______________________________

Business Address: ____________________________________________________

Business Phone: _______________________      E-Mail: ______________________

Education:  Some High School    High School/Equivalent    Some College    

College Degree_________________

Stepmother:_______________________________


DOB:_____________
Will this parent participate in treatment? _________________________________

Circle all that apply:  Phone Calls    Letters    Family Therapy    Parent Weekends

Full Legal Name: ____________________________________________________

Social Security Number: ___________________________

Home Address: ______________________________________________________

Home Phone: ____________________      Cell/Pager: ________________________

Occupation: _______________________________

Business Address: ____________________________________________________

Business Phone: _______________________      E-Mail: ______________________

Education:  Some High School    High School/Equivalent    Some College    

College Degree_________________

Insurance Information

Primary Insurance Company’s Name: ______________________________________

Insurance Mailing Address: ______________________________________________

City: _____________________      State: _________      Zip: ___________________

Insurance Phone: ___________________      Effective Date of Coverage: __________

Policy/ID (CERT) #_________________________      Group #_____________

Plan Name or #_____________________________

Relationship of Patient to Policy Holder:      Self {  }            Dependent Child {  }
ONLY complete Policy Holder information if different from patient.

Policy Holder’s Name: _________________________________________________

Policy Holder’s Address: _______________________________________________

City: _______________      State: _______      Zip: ____________      Phone: ______________

Sex:  Male {  }     Female {  }   DOB: ________________    S.S. #____________________

Secondary Insurance Company’s Name: ______________________________________

Insurance Mailing Address: ______________________________________________

City: _____________________      State: ___________      Zip: ________________

Insurance Phone: ______________________      Effective Date of Coverage: __________

Policy/ID (CERT) #_________________________      Group #_____________

Plan Name or #_____________________________

Relationship of Patient to Policy Holder:      Self {  }            Dependent Child {  }

ONLY complete Policy Holder information if different from patient.

Policy Holder’s Name: _________________________________________________

Policy Holder’s Address: _______________________________________________

City: _______________      State: ________      Zip: __________      Phone: _______________

Sex:  Male {  }     Female {  }   DOB: ____________    S.S. #_____________________
Emergency Contact Information

In case of emergency if I/we cannot be reached New Hope may contact the following person:

Name: _________________________________      Relationship: __________________

Address: _______________________________________________________________

Home Phone: __________________________      Work Phone: ____________________

Mental Health Treatment Information

Please check all types of metal health treatment your daughter/family has received:

Outpatient:  Individual______      Group______      Family Therapy_______

                    Mental Health Problems_________      Drug Problems_______

Day Treatment for:  Mental Health Problems______      Drug Problems_______
Short Term Hospital Stay for:  Mental Health Problems______       Drug Problems_______

Inpatient Treatment for:  Mental Health Problems______      Drug Problems_______

Residential/Wilderness Treatment for:  Mental Health Problems______      

                                                                    Drug Problems_______

                                                                    Other_______________

List all mental health professionals your daughter has seen in the past two years:

Name: __________________________________      Title: ____________________

Address: __________________________________________________________

Phone: _________________________      Dates of Service: __________________

Services:  Individual ______      Family Therapy _______      Psych Testing _______

                Eating Disorder Treatment ______      Substance Abuse Treatment ______

Name: __________________________________      Title: ​​______________________

Address: __________________________________________________________

Phone: _________________________      Dates of Service: __________________

Services:  Individual ______      Family Therapy _______      Psych Testing _______

                Eating Disorder Treatment ______      Substance Abuse Treatment ______

Has your daughter ever been hospitalized for psychiatric, psychological, eating disorders, or substance abuse reasons?  Please give details:

From/To                          Hospital                                                         Issues Addressed

Describe how your daughter’s current problems present a safety issue for her, if she remains in her home or community:
Out of Home Placements

List any out of home placements (e.g.:  foster care, residential homes, wilderness programs, etc)
Name of placement: ______________________________________________________

Contact Person: __________________________      Dates of Placement: _______________

Reason for Placement: ______________________________________________________

Address: _________________________________________________________________

Phone: ____________________________

Name of placement: ______________________________________________________

Contact Person: __________________________      Dates of Placement: _______________

Reason for Placement: ______________________________________________________

Address: _________________________________________________________________

Phone: ____________________________
Name of placement: ______________________________________________________

Contact Person: __________________________      Dates of Placement: _______________

Reason for Placement: ______________________________________________________

Address: _________________________________________________________________

Phone: ____________________________
School

Current Grade Level: __________________

Name and address of most recent school attended:

School: ______________________________________________

Address: _____________________________________________________________

Please describe your daughter’s attitude towards school and how she is performing:

Has your daughter been suspended/expelled from school or held back a grade? __________

Explanation: ____________________________________________________________

Is your daughter intelligent, but unmotivated academically? ___________________

Explanation: _____________________________________________________________

Has your daughter been in resource or special education classes? ____________________

Has your daughter ever been diagnosed with learning disorders? ____________________

Explanation: _____________________________________________________________

Does our daughter have any disabilities that would prevent her from completing reading and writing assignments designed for adolescents of average intelligence? ____________
Explanation: _____________________________________________________________

What are your educational goals for your daughter while she is at New Hope? __________

Describe any history of depressive feature, mood swings, or periods of isolation: _______

If your daughter has ever been physically or sexually abused, please provide details: ____

Describe any other major traumatic changes or events in your daughter’s life (death, illness, etc.): ______________________________________________________________________________
If your daughter has ever run away from home, please provide details: _______________

If your daughter self-harms (cutting on herself, burning skin with cigarettes, etc) please provide details (how long, where on her body, when it happens, etc.): ________________

Does your daughter engage in excessive or inappropriate computer/video games, telephone, or TV use? _______________________________________________

Explanation: _____________________________________________________________

Does your daughter have any medical/physical problems associate with eating behaviors?

____________________________________

Explanation: _____________________________________________________________

Does your daughter avoid a complete food group when eating?  (e.g. meat, fruit, vegetables, dairy, etc): _______________________________________________
Explanation: _____________________________________________________________

Does your daughter have any dietary restrictions or special dietary needs? ____________

Explanation: _____________________________________________________________

Please list any food allergies: ________________________________________________

Drug/Alcohol Use

***Drug test done when admitted***
Has your daughter ever used drugs and/or alcohol? ___________________________

Describe type if known and the amount and length of use: _______________________________

Will your daughter need to be detoxed? ________________________________________

Has your daughter had treatment for substance abuse? ____________________________

Has your daughter experienced relapse since treatment? __________________________

If yes, how many times, length of relapses, drugs used? ___________________________

Does your daughter smoke cigarettes? _________________________________________

Is there any history of alcohol or drug problems with any family members, including extended family members? _______________________________________________________________
Legal Concerns
Has your daughter ever been arrested? __________________________

Explanation: _____________________________________________________________

Has she ever been convicted of a felony? ______________________________________

Does she have any felony charges pending? ____________________________________

Is your daughter currently on probation? ___________     End Date_____________
Any restitution ordered? ______      If yes, how much? __________________
Any community service hours ordered? _________      If yes, how many?_______

Probation Officer’s name___________________________________________________

Address_________________________________________________________________

Office Phone #________________________      Ext.________      Fax #______________

Cell #_______________________      E-Mail___________________________________

Social Skills/Support Network

Has your daughter changed friends recently? __________________

Explanation: _____________________________________________________________

Please describe your daughter’s relationships with her peers: _______________________

Please list your daughter’s interests, positive qualities, talents, and accomplishments: ___

Please describe her involvement with religious/spiritual organizations, groups, and clubs:

Family

With whom does your daughter live?

Name                                                                        Age                    Relationship

Please describe your daughter’s relationship with family members:

Dad: ____________________________________________________________________

Mom: ___________________________________________________________________

Stepfather: _______________________________________________________________

Stepmother: ______________________________________________________________

Siblings: ________________________________________________________________

Is your daughter adopted? ____________      What age? _________________

Were there any special circumstances? ________________________________________

Explanation: _____________________________________________________________

Does adoption appear to be an issue? ________________

Explanation: _____________________________________________________________

If known, please describe marriage history of biological parents: ____________________

Describe your daughter’s reaction to any divorce or separation of parents: _____________

If your daughter does not live with her biological family, what is her relationship with biological family, (including communication, visits, etc)? _______________________

Is there any significant history of psychiatric or emotional problems with any family members (including extended family members)? _____________________________

What has the effect of your daughter’s problems been on your family? _______________

Are there any unique or unusual family dynamics that New Hope should take into consideration when planning or implementing treatment with your daughter? ________

Explanation: ___________________________________________________________


Where do you anticipate your daughter living when she graduates from the New Hope program? _____________________________________________________________________________
Developmental History

Did your daughter achieve developmental tasks on time (e.g. walking, talking, etc)? ___________
Describe the personality of your daughter at the following three stages:

Birth to 5 years: _________________________________________________________________
6 years to 11 years: ______________________________________________________________
12 years to present: ______________________________________________________________

Does your daughter have any physical limitations? _____________________________________

Explanation: ___________________________________________________________________


Menstruation/Sexual Behavior

Date of last menstrual period: ________________________________

	No menstrual periods to date______
	Severe pains or cramps______

	Severe mood change______
	History of missing periods______

	Sexually active______
	History of STDs______

	Number of times pregnant______
	Number of times miscarried or aborted______

	Pregnant now______
	***Pregnancy test done when admitted***


Medical/Physical

Will your daughter need ongoing medical care for any physical condition while she is at New Hope? __________________      Explanation: ________________________________________
Medications

If your daughter is presently taking any prescribed medication(s) for any medical condition please complete below:

Medical Condition                                     Name of Medication                        Dosage/Day

Please list all psychotropic medications your daughter has taken in the past and their effects:

Name of Medication                                   Effect

Please list medication that has been successful for immediate family members who are being treated for psychiatric reasons, including medication for sleep: ________________

Please list any medication related goals that you have for your daughter: ______________

I/we do claim all information provided is not falsified and is to the best of my knowledge.

Parent/Guardian signature                                                                               Date

Parent/Guardian signature                                                                               Date
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