
Frank Horton Associates, LLC 
Employee Assistance Program 

1-800-326-3864/Fax 919-850-9825 

 
C L I E N T   I N T A K E  &  A S S E S S M E N T   F O R M 

 
Date Called ______________________ 
 
Type of Referral S ___ I___  F___      Supervisor _______________________________ 
 
Client Name: ______________________________________ Company: __________________________________ 
 
Client Issue: __________________________________________________________________________________ 
 
Assigned Counselor: __________________________ Appointment Date & Time: _________________________   
 
Session Location: ________________________________  
 
 

 
 
Presenting Issues: ___________________________________________________________________________________  
 
 ____________________________________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 
 
Mental Status: _______________________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 
 
Family Composition/Social Support : __________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 
 
Medical/Psychiatric History:  _________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
Current Medications:  ________________________________________________________________________________ 
  
 
 
 
 
 



 2

 
 
Substance Use/Abuse History:  ___________________________________________________________________ 
 
 
______________________________________________________________________________________________ 
 
 
______________________________________________________________________________________________ 
 
 
Personal History:          ____ 
 
        ____ 
 
         ____ 
 
         ____ 
 
 
Risk Assessment:      __________________________________________________

 _____________________________________________________________________

_______________________________________________________________________________________________________ 

 
How is job performance affected?         ____ 
 
 
 
Clinical Impression:          ____ 
 
         ____ 
 
         ____ 
 
         ____ 
 
___________________________________________________________________________________  ____________________  
 
 
Plan:          ____ 
 
         ____ 
 
         ____ 
 
________________________________________________________________________________________________________ 
 
 
_____________________________________                 _____________________                   ______________________ 
                       Clinician                Date                                         Length of Session 
 
 
Follow Up:  ____________________________________________________________________________________________ 
 
 _______________________________________________________________________________________________________ 
 
 _______________________________________________________________________________________________________ 
 
 
__________________________________    ______________________ 
                      Clinician                       Date 


	Client Name: ______________________________________ Company: __________________________________

