
                                                                                                                        
Adolescent Counseling Intake 

 
To be filled out by teen (ages 13-17): 
 
Name __________________________________ Date of Birth: _____________________ 
 
Address: ________________________________ City, State, Zip: ___________________ 
 
Who are you presently living with? _________________________________________________ 
 
School: _________________________________ Grade: __________________________ 
 
Hobbies: ______________________________________________________________________ 
 
Job (if none, leave blank): ________________________________________________________ 
 
Do you believe in God?      Yes    No   Religious preference ____________________ 
 
What concerns have brought you to counseling today? _________________________________ 
 
_____________________________________________________________________________ 
 
PROBLEMS CHECKLIST 
 
Please rate each issue with a number:  1=Major Problem   2=Sometimes a Problem   3=Never a Problem 
 
 _____ Feeling accepted by my peers 
 
 _____ Learning how to trust others 
 
 _____ Feeling bad about the way I look/my body 
 
 _____ Getting along with my parents or other family members 
 
 _____ Getting a clear sense of what I value 
 
 _____ Worrying about whether I’m normal 
 
 _____ Dealing with sexual feelings and/or problems 
 
 _____ Excessive worry or anxiety 
 
 _____ Trying to decide on a career 
 
 _____ Never eating/eating too much and vomiting to control weight 
 
 _____ Dealing with my alcohol or drug abuse 
 
 _____ Dealing with problems at school 
 
 _____ Dealing with how I feel about myself 
 
Are there any other problems or concerns you would like to address? ______________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 


