Erjing Cui Counseling, PLLC
Erjing Cui, M.A. LMHC
2208 NW Market St, #430G
Seattle, WA 98107
857-323-2188
erjing@erjingcuicounseling.com

CONFIDENTIAL INTAKE FORM

GENERAL INFORMATION

Full Name: _______________________________ Name you prefer: ___________________________________
Age: __________ Date of Birth: _____________________ 
Race:        African-American        American Indian/Alaskan Native        Asian       Caucasian        Hispanic/Latino 
	Others/specify: _______________________________________________
Disabilities: ____________________________________
Socioeconomic Status: Childhood: ________________________Adulthood: _____________________________
Pronoun Preference: __________________________________________________________________________
Sexual Orientation:	Heterosexual    Gay	 Lesbian     Bisexual   Queer    Other: ____________________ 
CONTACT INFORMATION
Street Address: _______________________________________________ Suite or Apt. #: __________________

City: _______________________ State: __________ Zip Code: ___________ May I send mail here?   Yes   No 
Email Address: ___________________________________________     May I send a message here?    Yes   No
Phone: (____)_______________________________________     May I leave a message here?    Yes    No

Emergency Contact Name: __________________________

Phone: __________________________	Email: __________________________

EMPLOYMENT INFORMATION

Employer: _______________________________________ Length of Employment: _______________________ 
Occupation: ______________________________________ Average Hours Worked per Week: ______________ 

Past Employer: ___________________________________ Length of Employment: _______________________ 
Occupation: ______________________________________ Average Hours Worked per Week: ______________ 
Last Year of School Completed:    9   10   11   12    GED   BA/BS   Post-Grad 

RELATIONAL INFORMATION

Current Marital Status:        Single        Partnered        Married        Separated        Divorced        Widowed

Are You Content with Your Current Status?   Yes   No  
If No, Briefly Explain: ________________________________________________________________________
 
If Partnered/Married, How Long: ___________________ If Separated or Divorced, How Long: ______________ 
With Whom Do You Currently Live? (Check all that apply)
Alone	Roommates 	Spouse/Partner	Children (#___)	Parent(s)	Sibling(s)
Others:   _______ 

PARTNER INFORMATION

Full Name: _____________________________________________________________ Age: ______________
Race: ______ 

Sexual Orientation:	Heterosexual    Gay	 Lesbian     Bisexual   Queer    Other: ____________________ 
Occupation: ____________________________________________ Average Hours Worked Per Week: ________ 
Last Year of School Completed:    9   10   11   12    GED    BA/BS   Post-Grad 
How Would You Describe This Person? ___________________________________________________________

CHILDREN
List Your Children (Living or Deceased):
Name:	 Current Age:                     Relationship(natural/step/adopted):                   Living with you? 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Have You Ever Had a Miscarriage or Medical Abortion?   Yes   No   If yes, When: __________________________ 


SOCIAL SUPPORTS

Do You Have a Personal Support System?            Yes		No

If Yes, Who: ______________________________________________________________________________ 
How important are spiritual matters to you?       Not at all	    Somewhat	         Very much
Would you like your spiritual/religious beliefs to be included in your counseling?            Yes          No

MEDICAL INFORMATION

Primary Care Physician: ______________________________________Phone: (____) ___________________ 
Address: ____________________________________ City: __________________Zip: __________________ 
Are You Currently Receiving Medical Treatment?      Yes     No	
If yes, please specify: _______________________________________________________________________
List any Previous Conditions, Illnesses, Surgeries, Hospitalizations, or Injuries you’ve had:



Current Medications                              Dosage                                    Taking for:_______________________ 
 
__________________________________________________________________________________________
__________________________________________________________________________________________

Please check the boxes below if you’ve had problems or concerns with any of the following:

	Aggressiveness	Past	Present
	Loneliness	Past	Present

	Alcohol Abuse	Past	Present
	Panic	Past	Present

	Anger	Past	Present
	Physical Abuse	Past	Present

	Apathy	Past	Present
	Racing Thoughts	Past	Present

	Bad Dreams	Past	Present
	Seeing Things	Past	Present

	Change in Appetite	Past	Present
	Serious Illness	Past	Present

	Compulsions	Past	Present
	Sexual Abuse	Past	Present

	Digestive Upset	Past	Present
	Sexual Problems	Past	Present

	Drug Abuse	Past	Present
	Sleep Trouble	Past	Present

	Emotional Abuse	Past	Present
	Social Anxiety	Past	Present

	Finances	Past	Present
	Trauma	Past	Present

	Grief/Loss	Past	Present
	Unwanted/Intrusive Thoughts	Past	Present

	Headaches	Past	Present
	Verbal Abuse	Past	Present

	Hearing Noises/Voices	Past	Present
	Work Problems	Past	Present

	Impulsive Behavior	Past	Present
	

	Legal Matters	Past	Present
	



Are You Currently Experiencing Any Suicidal Thoughts?	Yes	No

Have You Experienced Them in the Past?	Yes	No

Have You Ever Attempted Suicide?	Yes	No

If Yes, When and How: ________________________________________________________________________ 
Have you had any previous psychiatric hospitalizations?          Yes	No
If Yes, When and where: ________________________________________________________________________ 
Have Any of Your Friends or Family Ever Committed or Attempted Suicide?             Yes	No
If Yes, When and Who: _______________________________________________________________

Are you planning to use your medical benefit? If so, which one? (Out of network benefit, HAS/FSA, or self-pay?)
____________
Is there anything else you want your therapist to know prior to beginning your treatment? ______________________________________________________________________________
______________________________________________________________________________
_____________________________________________________________________________

