Stepping Stones Counseling by Alicia Harris
Adult Intake Form

Name_______________________________________ Today’s Date________________ 
 
DOB________________________    Age_______
 
Address_________________________________________________________________ 
 	 (Street) 	 	 	 	 	(City)  	 	       (Zip) 
 
Home/Cell Phone_________________________________________________________

I authorize Alicia Harris to leave Voicemail/Text Messages   Y/N            

At which phone number/s? _________________________________________________

Preferred Email___________________________________________________________
 
Emergency Contact_________________ Relationship___________ Phone___________ 
 
Marital Status _________________              Family Relationships Good☐ Fair☐ Poor☐
 
Children (ages)___________________________________________________________ 
 
Employer_________________________Job Title_____________Education__________ 
 
Referred by______________________________________________________________ 
 
Physician Name_________________________Phone_______________Fax__________ 
 
Health Issues/Concerns_____________________________________________________ 
 
________________________________________________________________________

Current/Previous Mental Health Diagnosis(s)___________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Previous Therapist(s) 	   Phone# 	            Email                        Date(s) of Service 
___________________   _________________  _______________   _______________________ ___________________   _________________   ________________  ______________________ 
 
Previous Mental Health Hospitalization(s)      Date(s) 	                  Reason for Admission 
_________________________________        _______________     ________________________                                 
_________________________________        _______________     ________________________ 
 
Current Medication(s)            Dosage(s)                        Prescribing Physician(s) 
_______________________  ___________________  ____________________________ 
_______________________  ___________________  ____________________________ 

What are your goals for therapy?_____________________________________________ 
________________________________________________________________________ ________________________________________________________________________ 
 
Any history of trauma? Yes☐ No☐ Unsure☐  Please elaborate____________________


________________________________________________________________________
________________________________________________________________________
 
Any history of abuse?   Yes☐ No☐ Unsure☐  Please elaborate____________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
 
 






Stepping Stones Counseling by Alicia Harris
Alicia Harris, M.Ed., LPC
EMDR Trained Therapist
206 N Main Street
Village of Clarkston, MI 48346
aliciaharrisEMDR@gmail.com
www.stepstonecounseling.com
248-242-3295 
