
INFORMATION FORM 

PSYCHOLOGICAL SERVICES 

HEALTH AND WELLNESS CENTER 

SANTIAGO CANYON COLLEGE 
 

Date: _______________  Student I.D. # ______________________________  Tel.: _______________________ 

1.  Vital Data: 

    A. Name: _______________________________________________________________________________ 
                        (Last)     (First)                   (Middle)    
 

    B. Date of Birth: ________________________ Sex: ___________  Marital Status: ____________________ 

    C. Address: _____________________________________________________________________________ 
    

    D. Name of parent or guardian: _____________________________________________________________ 

    E. With whom are you presently living? (Friend, Parent, Guardian, Alone, etc.): ______________________ 

    F. By whom were you referred to this service? (Self, Doctor, Teacher, Friend, Family): _________________  

2.  Reason:  

    A. What brings you to counseling? 

    B. What ways have you tried to handle this problem? 

    C. Are you taking any current medications? If yes, please list them with usage, frequency, and dose. 

    D.  Overall, how would you rate the seriousness of the identified problem?    
  Not Very Serious   Very Serious 

       1   2 3 4 5  

 

Please indicate how your problems are affecting the following areas: 
                Little     Much            Significant Not 

               No Effect          Effect          Some Effect          Effect           Effect              Applicable 
 

Marriage/Relationship      1               2           3                      4       5  N/A 

Family        1               2           3                     4       5  N/A  

Job/School Performance      1               2           3                     4       5  N/A 

Friendship       1               2           3                     4       5  N/A 

Financial Situation      1               2           3                     4       5  N/A 

Physical Health       1               2           3                     4       5  N/A 

Anxiety Level/Nerves      1               2           3                     4       5  N/A 

Mood        1               2           3                     4       5  N/A 

Eating Habits       1               2           3                     4       5  N/A 

Drugs & Alcohol Habits      1               2           3                     4       5  N/A 

Sleeping Habits       1               2           3                     4       5  N/A 

Sexual Functioning      1               2           3                     4       5  N/A  
Ability to Concentrate      1  2           3        4       5  N/A 



3.  Psychology Intake Information Form: 

 

     A.  Family History 

 

      

B.  Other Family Members (i.e. Brothers and Sisters): 

 

Relation Age Marital Status 
Alive or 

Deceased 
Emotional/Psychological Problems? 

     

     

     

     

     

     

 

 

4.  School Data: 
 

     Class:  ___________________________________________________  (Freshman, Sophmore, Junior, Senior)     

 

    School(s) Presently Attending:  _______________________________________________________________ 

 

    Major:  _________________________________    How many units are you presently taking?  _____________ 

 

    Are you presently working?  YES    NO  (please circle one)    If YES, how many hours per week?  __________   

Parents Age Occupation 
Alive or 

Deceased 
Emotional/Psychological Problems? 

Father     

Mother     

Stepfather     

Stepmother     

Guardian     


