Cornerstone Counseling & Consulting, Inc.

Screening/Intake Information Sheet

Please fax referral to 405-231-3157

Date: _____________________     

Client Name: 





 D.O.B.  ____________ Age: 
 

SSN: _________________  Gender: 
  Culture/Ethnicity: 





Address: 












City: 




 State: 


 Zip: 




Biological Parent(s) Name: ___________________________ Phone #: _____________

*Will biological parent(s) be referred for services to Cornerstone?:     Y        N

Foster Parent(s) Name: ___________________________________________________

Home Phone: 



 Work Phone: 





School: 




  Judge: 






Emergency Contact Information:


Name: ________________________
Contact Phone: ________________
Referral Source: 











Caseworker/Probation Officer: __________________________ Phone #: 
______

Presenting Problems: 










Services Requesting: 










Responsible Fee / Pay Source: 


ID Number: 





Previous Mental Health Providers: 








Suicidal/Homicidal Risks/Aggressive Behaviors? 







	For staff use only
Intake Scheduled?  ______ Y  ______ N     Intake Date & Time: 







