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SUZANNE KOCH ECKENRODE




Suzanne Koch Eckenrode, MFT, NCGCII, CCGCII
Marriage & Family Therapist MFC#43046

24953 Paseo De Valencia, Ste. 24-B, Laguna Hills, CA 92653

5100 Marlborough Drive, San Diego, CA 92116

Phone: 619-405-6180  
Email: suzanne@suzanneforhelp.com 

www.suzanneforhelp.com
INTAKE FORM

NAME: ___________________________________________________________________________DATE:____________________
ADDRESS: _________________________________________________________________________________________________
CITY _____________________________________________________STATE:_____________________ZIP:_________________
PHONE#: HOME: _____________________ CELL: _______________________EMAIL: _________________________________
D.O.B.: ___/____/______ Age: ____ Male/Female: ___   Referred By:___________________________________________________
EMPLOYER_____________________OCCUPATION/POSITION:  ____________________________________________________
____________________________________________________________________________________________________________
PERSON & NUMBER TO CALL IN EMERGENCY: _______________________________________________________________
Family: SPOUSE/PARTNER'S NAME: ______________________ AGE: ___ YEARS: ___OCCUPATION: ___________________

     CHILDREN/STEP/GRAND (names/ages) ______________________________________________________________________
     LIVING PARENTS/STEP-PARENT(s) (Ages/Hometown): ________________________________________________________

     SIBLINGS (names/ages/Supportive?): _________________________________________________________________________
I AM HERE BECAUSE: ______________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________HOBBIES/SUPPORT SYSTEM_______________________________________________________________________________    
PAST/PRESENT MEDICAL CARE (Specify: Doctors, major problems/illness, surgeries, accidents):_________________________
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

CURRENT MEDICATION (and reason for taking):__________________________________________________________________
___________________________________________________________________________________________________________

PAST/PRESENT COUNSELING/THERAPY (include 12-step):_______________________________________________________
____________________________________________________________________________________________________________
Amount:  CAFFEINE _____/DAY; TOBACCO ______/DAY; ALCOHOL _____/WEEK; OTHER DRUGS _____/WEEK
FAMILY HISTORY OF ADDICTION, MENTAL ILLNESS, VIOLENCE, SUICIDE: _____________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ Circle if you have had a change in any of these in the past 6 months: weight; sleep/concentration/memory problems, anxiety, 

depression, alcohol, drug, gambling, anger, sexual activity, general level of activity, other____________________________________

Use the space below or on the back of this form if you need to give further information

