Debora J. Hayden, MSW
Licensed Clinical Social Worker
655 Craig Road Suite 128  Saint Louis, Missouri 63141
Phone: 314-989-9449 Fax: 314-989-9333

Intake Form

Personal Information
Name:   ______________________________________________________________   Date: ____________________
Parent/Guardian name: ___________________________________________________________________________
Address:  ______________________________________________________________________________________
Phone:     ____________________________________________  Email:  ____________________________________
DOB:       ______________________ Gender: ___________  Pronouns: _____________________________________
Significant other: ________________________________________________________________________________
Employer: _______________________________________  Position: ______________________________________
Have you ever served in the military? ___________  Branch?____________  Dates of service ___________________
Child’s School:  ______________________________________  Grade: ___________________
Others in the household and relationship: ____________________________________________________________
Current Concerns
Why are you seeking services? _____________________________________________________________________
Previous therapist(s) seen _________________________________________________________________________
Medications:  ___________________________________________________________________________________
Physician prescribing medications ________________________________________  Phone: ___________________
Current symptoms (Circle all that apply)
Anxiety                	            Appetite Issues                                      Avoidance                         Crying Spells
Depression                                Excessive Energy                                    Fatigue                              Guilt          
Loss of Interest                         Impulsivity                                               Irritability                          Libido Changes
Sleep Changes                           Panic Attacks                                           ____________                 ___________
Consent for Evaluation and Treatment

I consent for Debora J. Hayden, MSW, LCSW to provide evaluation and/or treatment of:


                                         __________________________________________________________________
                                                                                                          (Client’s name)

______________________________________________________________________           _________________________
                Client or Guardian’s Signature                                                                                                               Date
