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ClearMind
 
Neurotherapy
 Kingston
)815 Blackburn Mews, Kingston, Ontario     Eamil: ClearMindKingston@gmail.com Phone: 613-634-0609 Fax:  

Personal History Intake Form 
(All information on this form is strictly confidential once received)

Today’s date_______________________ 
Name________________________________________________ Date of Birth_________________ 
Home Phone______________________ ( ) Leave message?   Work Phone______________________ ( ) Leave message? Cell phone  _______________________ ( ) Leave message?   E-mail _________________________________________ 
Street address_____________________________________________________________________________________ 
City ____________________________________ Postal Code ________________________ 
Emergency Contact:______________________________ Phone:____________________ Relationship?_____________ 
Marital status: S___ M___ D___ W___ Non-married committed relationship?_____  Partner’s name _________________
Name all the people with whom you live and their relationship to you: 
__________________________________________________________________________________________________
Occupation:_________________________________   Currently working?  _________  If not, off since: _____________ 
List the problems for which you wish to be seen at our clinic: 
1.________________________________________________________________________________________________ 
2. ________________________________________________________________________________________________ 
3. ________________________________________________________________________________________________ 
What are your three biggest stressors right now? 
1. ________________________________________________________________________________________________ 
2. ________________________________________________________________________________________________
3. ________________________________________________________________________________________________
Psychiatric History 
Please describe any mental health problems and hospitalizations, if any: ________________________________________
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________
Are you currently receiving professional care, counseling or any kind of psychotherapy? ( ) y ( ) n 
If yes, by whom? _______________________________________________ Phone______________________________ 
Family Psychiatric History: 
Has anyone in your family been diagnosed with or treated for:  (if yes, indicate relationship to you. Ex. “Father’s brother”)
Bipolar disorder _________________________________   Schizophrenia _____________________________________ 
Depression _____________________________________   Post-traumatic stress ________________________________ 
Anxiety _______________________________________    Alcohol abuse _____________________________________ 
Anger _________________________________________   Other substance abuse _______________________________ 
Suicide ________________________________________   Violence __________________________________________ 
ADHD ________________________________________   Other: (parkinsons, alzheimers etc.)  ____________________
Medical Information: Allergies____________________________ 
Current Medications:
Name 				Dose 			Start date 		Prescribed by: 		      Helpful?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications tried in the past and reasons stopped: _________________________________________________________
_________________________________________________________________________________________________
Current over-the-counter medications or supplements: ______________________________________________________ __________________________________________________________________________________________________ 
Current medical problems:____________________________________________________________________________ 
__________________________________________________________________________________________________ 
Past medical problems, hospitalizations or surgeries: _______________________________________________________ 
__________________________________________________________________________________________________ 
 Do you exercise?  If yes, what kind, how often? _________________________________________________________
Substance Use:         	Currently?   In Past?  		    				Currently?   In Past?  	   
Alcohol?   		( ) y ( ) n      ( ) y ( ) n     		Marijuana?	 	( ) y ( ) n      ( ) y ( ) n    	
Cigarettes?   		( ) y ( ) n      ( ) y ( ) n     		Other?			( ) y ( ) n      ( ) y ( ) n     
Have you ever been treated for alcohol or drug use or abuse? ( ) y ( ) n 
If yes, for which substances, where treated?_______________________________________________________________
__________________________________________________________________________________________________
How many caffeinated beverages a day? ________   How many cigarettes a day and # of years?_____________________  
How much marijuana per day and for how long?  __________________________________________________________
Social History: 
Family Background and Childhood History: 
When your mother was pregnant with you, were there any complications around the pregnancy or birth?  ____________
Where did you grow up?  ____________________________________________________________________________
Please list your brothers and sisters and their ages:_________________________________________________________
__________________________________________________________________________________________________ 
How would you describe yourself as a child? 
____________________________________________________________________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
Educational History: 
Where did you attend school? _________________________________________
Did you attend college/university? _______________  What was your major/degree? ____________________________
Trauma History: 
Do you have a history of trauma from childhood, adolescence or adulthood?  Circle any that apply.  
Do you have any pending legal problems?_______________________________________________________________
Marital History and Current Family: 
Are you in a committed relationship? ( ) y  ( ) n  If yes, how long? ___________________________________________
Do you have children? ( ) y ( ) n  If yes, list names, ages 
____________________________________________________________________________________________________________________________________________________________________________________________________ 
What are your goals for treatment? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Please consider how satisfied you are with the following aspects of your life.  Mark with an x on the line that corresponds to each.  The outside edge represents 100% satisfied and the center represents 0% satisfied.  
Please add other aspects that are important and relevant to you.  If you need more lines, just draw them in.
 (
Example:  
If Health = 80% satisfied 
then
 mark here
) (
Education
)
 (
Friendships
)
[image: ] (
Work-life balance
) (
Relationship with Partner
)

 (
Financial security
) (
Spiritual practice
)
 (
Hobbies
) (
Career
)

 (
Where you live
) (
Health
)

 (
Self Care
 (diet, exercise, 
etc
)
) (
Relationships with coworkers
)
 (
Relationships with family
)

Supports:
Describe the supports in your life.  These may be people or practices or activities.  Describe anything that helps you.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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