
Intake Sample
Initial assessment example 
This example of an initial intake assessment is intended for educational purposes only and 
includes information based on a pseudo-client. To highlight documentation styles and 
content, this example contains a mix of narrative and bulleted information for each 
category within a template. 

Background information about client:
During the initial 15-minute consultation meeting, John shares he is seeking therapy 
because of ”rocky business going on in my relationship” and “need someone to help me 
get clarity on decision.”

Initial assessment (intake):
Date of Intake: October, 17, 2021
Start Time: 11:00 AM
End Time: 12:15 PM
CPT Code:  90791
Telehealth (Y/N): Y 

First Name: John
Last Name: Smith
Gender: Male
Marital Status: Partnered, cohabiting
Race/Ethnicity: Identifies as biracial 

Last updated: April 2022

Chief complain/presenting problem: 
Mr. Smith is a 35 year old cisgender biracial male presenting with concerns related to his 
partner and relationship of three years. He also reported difficulty making decisions 
related to change of employment and “things I’m not ready to talk about yet.” Mr. Smith 
prefers to be referred to as John. 

Current symptoms:
John presents with a number of symptoms related to depression that impact daily 
functioning. Experiences difficulties with sleep:

● Insomnia
● Only sleeps 3-4 hours
● Tried over the counter sleep aids but “not healthy if I’m also drinking some beers.”



Current symptoms, continued:
Reports fatigue and lack of energy more days than not

● John reports fatigue worsened over the past month or longer

Sleep challenges and fatigue impacting work:

● Coworkers and supervisor said “I just seem out of it some days. Even accused me 
of using on the job. I’m not and told them I’d take a test. I’m just tired.”

Reports weight loss in the past two months/;

● Lost about 10lbs, which “is alot for me because I’m already a tall wiry guy.”
● No loss of appetite but skips dinner meal often and drinks beers

John wants support for relationship challenges:

● Josh and his partner (Kristen)
● Poor communication, money problems, and arguments over work hours.
● “She doesn’t give me a chance to do better. Expects me to change overnight.”
● Arguments include yelling, but Josh denied any physical altercations. He also 

denies any property damage by he or his partner.
● John copes with the stress following a heated argument by sleeping in his truck in 

the driveway.
● “It’s not like she makes me do it. I just need space and we live in a small place. It’s 

my way of taking space to calm down and think about things.” 

Last updated: April 2022

Mental health status: 
John arrived on-time. He was casually dressed. Josh appeared older than his stated age. 
John was cooperative and polite but also guarded when asked for details about certain 
life areas. When asked about his mood, John endorsed feeling “kind of irritable and sad.” 
His affect was observed to be congruent with reported mood. 

For the duration of the session, John was alert and oriented to person, place, and time. 
His eye contact was appropriate. John was observed to have difficulty sitting still, 
appearing fidgety and restless for most of the session. At times his rate of speech was 
slow, but picked up speed when discussing areas of interest. John’s thought process was 
linear and goal-directed for the first 30 minutes of the session. As the time progressed, 
John was observed to be more distractible and his thought process became loose. John 
denied any past or current auditory or visual hallucinations. Josh’s insight was assessed to 
be fair. 



Developmental and relationship history: 
John did not recall specific details about his early development and denied any learning 
challenges during childhood. He denied any significant childhood illness or medical 
problems. 

History of relationship/dating:

● Began dating at age 17 years old but “it was never serious with anyone. I was a 
goofball. Girls thought I was not date worthy.”

● First serious relationship aged 20 and lasted seven years. She ended it.
● Next relationship was around age 30 and lasted less than two years. Ended when 

he moved to Wyoming for employment.
● Current relationship: Friends for 7 years, monogamous 4 years, cohabitation for 18 

months. 

Last updated: April 2022

Mental health history:
This is the fifth episode of therapeutic care for John

● First experience with therapy was in high school when he met with a counselor “because 
people [my mom] thought i was spending too much time alone.”

● Next two episodes of care in early 20’s in response to loss of job and “one day I felt like i 
should see a therapist again. I can’t remember why.” 

● Fourth episode, age of 30. Could not articulate why he sought therapy that time, only that 
he felt needed support and “clarity from sone outside my life.”

● Prior diagnoses: “they said I was depressed, anxious, and maybe drinking too much 
sometimes.”

● Never admitted to an inpatient psychiatric facility
● No history of taking psychotropic medications. 

Family history for mental illness:

● Mother diagnosed with bipolar disorder
● Father “had a drinking problem but was in denial”
● Sister diagnosed with postpartum depression
● Maternal grandmation diagnosed with depression

John denied any experiences of trauma as a child or adult. Although his construction work does 
occur in dangerous settings, he has never sustained a serious injury. John has observed two 
coworkers be involved in a crane accident, with one losing his leg.

Education history:
John completed the 12th grade, earning a high school diploma. He attended two semesters of 
course work toward a welding certificate, but did not complete that program. 



Vocational history:
John has worked in the construction industry since the age of 22, and been with his 
current employer for 5 years.

● Moved to Wyoming for job promotion.
● Is a supervising site chief with a team of six.
● Enjoys work, but “sometimes gets me going. Hopping mad. It can really stress me 

out. I get worried about blowing up at my guys.”

Last updated: April 2022

Substance use:

John lives with his partner. They have no children. John and his partner rent a 
two-bedroom home as they are unable to afford the cost of living in their community .

Living environment:

Social support:
John describes himself “as a fun guy, likeable” with a strong network of friends. He 
identifies two male friends as his closest friends. Has no family in wyoming but stays 
connected with family and friends via Skype. 

Community resources/community involvement:
John likes to engage inv arous hobbies, and finds his softball league to be most 
enjoyable. Josh does not belong to a spiritual or religious community. 

Legal issues:
John was reluctant to provide details about his legal history.

● Reports two DUI in his 20’s, denied any others in the past eight years
● Cited with a misdemeanor in his mid-20s for possession of marijuana.
● Paid fines and completed required classes

John appears hesitant to answer about his current and past use of alcohol and illicit 
substances.

● Late teens and early 20’s used cocaine, some LSD, and “drank way more than was 
healthy.”

● Disclosed a significant history of alcohol use, but currently “ I don’t let myself have 
too many. I know my limits.”

● Daily consumption of alcohol is 2-3 beers after work and whiskey on the weekends
● Tobacco on a daily basis by smoking cigarettes. A typical day is half-a-pack 



Risk assessment:
John denied current suicidal or homicidal ideation. In his 20’s when he was drinking 
heavily and using illicit substances, John recalled feeling he would be better off dead and 
discussed that with his therapist. John felt that his drinking and drug use at the time, plus 
relationship difficulties, resulted in the “perfect storm and I was overwhelmed.” He denied 
any history of self-harm behaviors. John denied any domestic violence in his childhood or 
in his adult romantic relationships. However, he relayed that at times he is “hot tempered” 
and “probably say things I shouldn’t and hurt her [partner’s] feelings.”

Last updated: April 2022

Diagnosis:

John has adequate transportation to attend in-person therapy sessions. His previous 
experience in therapy has provided him a number of helpful coping skills that he feels 
continue to work for him. John has a strong network of friends who are actively support in 
his life. 

Strengths:

Barriers:
John is concerned about the ability to afford copays should he and his partner stop 
sharing finances. John was guarded about sharing some details of his life which does 
present challenges to fully assessing treatment goals and recommendations for care. 

Additional information:
Baseline measurement on CQ’s:
● PHQ-9 suggest moderate symptoms of depression
● GAD-7 results indicate mild symptoms of anxiety
● Functional assessment results suggest struggling with most areas of his life. 

Baseline measurements are aligned with John’s reasons for seeking therapy. 

● Primary Diagnosis: F34.1 Persistent Depressive Disorder
● Rule outs needing further assessment: Major Depressive Disorder episode and 

Alcohol-related disorder

Plan:
John will begin with weekly individual therapy services via telehealth session. Therapist 
and John will re-evaluate the benefit of adjunct couples/partner sessions

Next session:
Thursday October 22, 2021

yes
Telehealth:


