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Lopno and Associates, LLC
1521 East Highway 13

Burnsville, MN 55337

(612) 702-5094

Adult Intake Form

It is understandable that you might be concerned about what happens to this information about you because all of this information is highly personal.  Case records are strictly confidential.  No outsider is permitted to see your case record without your permission.  
I. General











Date: _______

Name: _________________________________  Birthdate: ________________________

Address: ________________________________Age: ______  Gender:   M       F

City: ___________________   State: ________ Zip: _________ Phone: (H) ___________

Social Security #: _______________________  (Cell) _____________ (W) __________

Occupation: _______________________ By whom were you referred?: _____________

With whom are you now living? (list people)  __________________________________

_______________________  ________________________  _______________________

Marital Status: 

Single                 Engaged                    Married 

Remarried          Separated                   Divorced

Widowed           Cohabitating              Civil Commitment

Spouse/Partner’s Name, Age, Occupation: _____________________________________
II. Clinical
A) State in your own words the nature of your current problems: _____________

________________________________________________________________________

________________________________________________________________________

B) Give a brief account of the history and development of your complaints (from onset to present): _______________________________________________________________

_______________________________________________________________

C) Please indicate the severity of your concerns: __________________________

D) With whom have you already consulted about your concerns? _____________
_______________________________________________________________

E) Are you taking any medication?     YES      NO

If yes: what, how much, how long, and with what results: _________________
_______________________________________________________________


F) List the benefits you hope to derive from therapy: _______________________


__________________________________________________________________

III Personal 


G) What is your height: ___________  What is your weight: _________________

H) Any surgical operations? (Please list them and age at the time)


        Operation                                                          Age


_____________________________________      _____


_____________________________________      _____

 
_____________________________________      _____


I) Any accidents? __________________________________________________

__________________________________________________________________

J) Head Injury?  If yes, please give details and concerns that have continued to 

the present: ________________________________________________________
K) List (check) any that apply to you: 

headaches        dizziness   fainting spells    palpitations    stomach trouble  

anxiety             bowel disturbance               fatigue            no appetite

anger                taking sedatives                  insomnia         nightmares

feel panicy       alcoholism                          tension            conflict
depressed         tremors                               suicidal ideas  take drugs

allergies           lonely                                 unable to relax

sexual problems  inferiority problems       overambitious   shy

can’t make decisions  can’t keep a job      financial problems

concentration difficulties   don’t like weekends or vacations  bad home conditions

Others: (Please list additional problems here): ____________________________
__________________________________________________________________

L) Present interests and hobbies: _______________________________________

__________________________________________________________________

M) How is most of your free time occupied? ______________________________
______________________________________________________________

N)What is the last grade of school that you completed? ____________________

Scholastic strengths and weaknesses? ___________________________________

III. Maritial History or History with Partner (Civil Union or Co-habitating)

How long did you know your partner before engagement? ___________________


How long have you been married/cohabitating? ___________________________ 

Partner’s  Age: __________   Partner’s Occupation: _______________________


A. Personality of Partner (in your own words): ____________________________


__________________________________________________________________


B. In what areas are you compatable? ___________________________________


C. In what areas are you incompatable? _________________________________


D. How many children do you have?


Please list their name(s), gender, and age(s):


NAME                               GENDER                  AGE


_____________________     ____                       ___


_____________________     ____                       ___


_____________________     ____                       ___


_____________________     ____                       ___


E. Do any of your children present special problems? ______________________

 
_________________________________________________________________


F. Comments about previous marriage(s) and brief details: __________________


_________________________________________________________________

Robert L. Lopno II, MS Ed

Licensed Psychologist

Lopno and Associates

IV. INSURANCE AND BILLING INFORMATION
Patient Name: ____________________________________________________________

Relationship to insured:  ______ self    ________spouse   ___________child

Name of Insurance/EAP Company: ___________________________________________





        I. D. # _______________  Group # _______________

Name of Policyholder:  ____________________________________________________

Social Security # of Policyholder: ____________________________________________

Claims Billing Address:  ___________________________________________________
________________________________________________________________________
________________________________________________________________________

Phone Number of Insurance Co. _____________________________________________

Medical Assistance # (if any): _______________________________________________

I hereby authorize Lopno and Associates and assigned designee to furnish the above named insurance company all information which said insurance company may request concerning my present condition.       


_________________________________________      ____________________________

Signature                                                                         Date

I hereby assign Lopno and Associates the insurance reimbursement to be credited against the total fee for services on my account.  I understand I am financially responsible for any fees incurred outside of the standard and customary within my insurance coverage.  

_________________________________________    _____________________________

Signature                                                                       Date 
