Sheila Silver, MA, DHS, ACS
921 SW Washington St. #460
Portland, OR 97205
(503) 327-8334
 
Individual Intake Form
Name:  ________________________________  Date:  ________________________

Address:  _____________________________________________________________

City, State, Zip: _________________________________________________________

Email_________________________________  

Would you like to be added to my mailing list to learn about groups and workshops I am offering?  ____________________________________
Telephone(s): _________________________(home)

__________________________ (cell)       ________________________(work)

Age:  ___________________   Birth date:  _________________________

Are you:  ________single   ________involved in a relationship _________ married

_____________separated   _____________divorced ______________widowed/widower

How would you describe your sexual orientation? Heterosexual, Gay, Queer, Lesbian, Bisexual, etc._________________________________________________________

Current gender identity? Female, Male, Crossdresser, Transsexual, In transition, etc.

____________________________________________________________________

Do you have children?   _________   Ages:  ______________________________

People living in your home: ________________________, ________________________

                                            (name, age, relationship to client)     (name, age, relationship)

____________________, __________________________, ________________________

(name, age, relationship)         (name, age, relationship)           (name, age, relationship)

Occupation:  _______________________  Currently employed? _____________

Emergency Contact: ________________________  Phone: _______________________

Referred by:  ____________________________________________________________

What is your religious affiliation? 






Do you currently practice?  Yes    No   

Please rate the importance of your spiritual beliefs:

  1





  5





      10

Do you have any pre-existing medical conditions that might affect your sexuality?  (diabetes, depression, hypertension, heart disease, cancer, etc.)

__________________________________________________________________

Are you taking any prescribed medications?_______________________________

__________________________________________________________________

What recreational drugs do you use? ________________________________________

Do you have a history of addiction? Please describe. ____________________________
______________________________________________________________________

Do you have any sexually transmitted infections? Treatment?  ____________________

_______________________________________________________________________

What is your primary goal for our work together?  _______________________________

I understand I will have to pay for the session if I do not call or email at least 48 hours in advance, or do not show up for a scheduled appointment. 

                                                                                                (Signature)

Include anything else that may be important for me to know, so that I may assist you in reaching your goals._______________________________________________________

________________________________________________________________________

________________________________________________________________________.
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