MANIFEST COUNSELLING

General Intake Form

Date:

Name/ Name of Child:

(M) (F) (Preferred Pronoun )
Date of Birth (D/M/Y): Age:
Address:

Postal Code:

Phone: Please check the box if we can leave a voice
message at this number

a (hm): Q(cell)

E-mail:

Please select as many that apply to you or your child:

Student/Taking Courses Q
Employed/Self Employed Q
Retired a
Caregiver/Parental Leave Q

Work within the Home a



Brief Medical History

Are there any conditions that are significant in your family’s
medical history? (e.g. heart disease, cancer, stroke, high blood
pressure, kidney disease, diabetes, asthma, ulcers, mental/emotional
disorders, etc.)

Please list any allergies for you/your child:

Are you/your child currently taking any prescription
medications? Please list below:

Please select the items below that pertain to you or your
child:

Endocrine/Hormonal System

dFatigue

dinsomnia

dDisturbed sleep

dFrequent dreams Excessive sleep

dNightmares UWeight Loss UWeight Gain UHypothyroid dHyperthyroid
ANight sweats

dDaytime excessive sweating

Other

Skin

JRashes
dHives
dPsoriasis



Other

Head and Neck

dMigraines UDizziness
QJaw pain

dHeadaches: (please describe the location and type of pain below)

Eyes, Ears, Nose

Failing vision
Blurred vision
dRinging in the ears UNosebleeds

Other

Muscles and Joints (pain, weakness, or numbness in):

dNeck UShoulder/arm dHips ULegs/Feet
dLower Back QUpper Back QMuscle cramps UBody pain
dSwollen joints

Nervous System

dFainting
dParalysis UTremors
dPoor balance USeizures

dOther

Heart, Lungs & Chest

dPalpitations UChest pain UChest tightness Rapid heart beat Qlirregular



heart beat QShort of breath QAsthma/wheezing dFrequent colds
Digestive System

dNausea

dVomiting

dDiarrhea

dConstipation

dPoor appetite QAcid reflux QHistory of eating disorder

Urinary/Genital

dFrequent daytime urination UFrequent Nighttime urination ULow sex
drive dExcessive sex drive UErectile Dysfunction QPainful Intercourse

Female

dirregular periods UPainful periods ADifficulty with PMS
ADifficulty with Menopausal symptoms Reproductive issues
dMiscarriage UAbortion Other

Stress
What is you or your child’s level of stress out of 10?7
10 = MAXED 0 =NONE
Personal: /10

Occupational/School Related: /10

When you, or your child, are under stress what is the most
common emotional response? Please check all that apply

Qsadness Qanger aworry Qanxiety Qdepression Qfear

Other:




Please check any of the stressors that currently apply to you
or your child:

dchange of job dchange of school Qchange of home Umajor physical
health condition Qseparation or divorce Qvictim of abuse Qvictim of
assault Qvictim of violence Ugrief or loss Qbullying dbody image issues
ddomestic violence Ufinancial instability dhomelessness Usettlement
issues Useeking refuge in Canada due to torture dimmigration status
issues Ufacing incarceration Uprobation issues Ulegal issues UChildren’s
Aid involvement Ufoster care or adoption related issues dsubstance use
issues Walcohol use issues Ueating disorder

Other:

Additional Information
How did you connect with Manifest Counselling:

dSelf Referral QPhysician’s Referral ASchool or Workplace Referral
QCommunity Agency Referral Uinternet Search USocial Media
dPersonal Recommendation QOther

Are you interested in:
A Online Counselling

Q In Person Counselling

*please see the details about each option above in the Counselling
section of the website

Will you require an adjusted rate?: QY QN

If YES, please indicate what is manageable for you at this
time, and we will try our best to accommodate an



arrangement that works for your needs.

*please see details and information about rates and fees in the
Services and Fees section of the website

What is your preferred mode of contact?
dPhone UEmail

What, if any, are your expectations for our work together?

Thank you for the completion of this information &

SUBMIT FORM
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