A Vital Life/ A Good Night’s Sleep, LLC
Dr. Valerie Stone, PhD 720-414-0242
8800 Ralston Rd, Suite 204, Arvada, CO 80007
drvstone.com
Intake Questionnaires
Client Name _______________________________________ Today’s Date _____________
Address

________________________________________ Birthdate _________________
________________________________________ Phone ____________________

Emergency contact: ____________________________________ ___________________
Ideally someone local

Name

Phone

Relationship to me: _______________________________________________
(e.g., roommate, landlord, friend, relative, spouse, parent)

The following demographic questions are asked in a relatively non-categorical way, recognizing that people
don’t fit neatly into boxes. Sometimes it can be helpful for me to know this information so I can work with you
in an appropriate and sensitive way. You are welcome to decline to answer any question.
Gender identity: _________________________________________________________
(e.g., non-binary, female, male, transgender, fluid, intersex, prefer not to say)

Sexual orientation: _______________________________________________________
(e.g., bisexual, lesbian, gay, queer, heterosexual, prefer not to say)

Ethnic identity: ____________________________________________________________________________
(e.g., African descent, Latino/a/x, Korean, South Asian, African American, Native American, Persian, Northern European, Irish,
Mediterranean, etc., prefer not to say)

Spirituality or faith: _________________________________________________________________________
(e.g., spiritual but not religious, Catholic, Buddhist, atheist, agnostic, Zoroastrian, Jewish, etc., prefer not to say )
Subcultures you belong to or identify with: _______________________________________________________
(e.g., hunter, military veteran, artist, Burner, evangelical Christian, etc., prefer not to say)

Occupation/work: __________________________________________________________________________
(e.g., teacher, manufacturing, gardening, retail, raising children, farmer, etc., prefer not to say)

Employment status now: _____________________________________________________________________
(e.g., full time, part time, retired, unemployed, etc.)

Questions that may be relevant to your mood:
What activities or hobbies do you really enjoy doing? (e.g., knitting, folk dance, hiking, skiing, collecting insects, crafting,
journaling, drinking coffee, hanging out with friends)

What is your diet typically like? (e.g., standard American diet, pretty healthy, pre-prepared meals, vegetarian,
gluten-free, a lot of fast food, Mediterranean diet, keto, etc.)

Questions about your brain health:
Have you ever been deprived of oxygen for a period of time greater than 5 minutes? If so, briefly describe
what happened.

Have you ever experienced a blow to the head that caused you to become disoriented or to lose consciousness?
If so, briefly describe what happened.

Have you ever been exposed to a toxic substance, such as carbon monoxide or a solvent, that might have caused
damage to your brain? If so, briefly describe what happened.

Questions about your mood and mental health:
Have you ever been diagnosed with a mood or other mental health condition?

If so, what was the diagnosis? (e.g. depression, bipolar I, bipolar II, cyclothymia, PTSD, anxiety disorder, etc.)
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When did this diagnosis occur?

What previous treatment have you had for mental health? (e.g., medication, psychotherapy, group therapy, etc.,
providers and dates)

Questions about your health:
What medications are you currently taking? Include over-the-counter medicines, like allergy medicines,
vitamins, or supplements.
Medication/supplement
e.g. Vitamin D
e.g. cetirizine (generic Zyrtec)

Dose
1,000 IU
10 mg

When taken & how often
In the a.m., 1x/day
Evening, 1x/day

Why taken
General health
Seasonal allergies

In treating mental health issues, it can be helpful to know what else might be going on.
Check any of the conditions below that you have ever had or been diagnosed with.
___ Fibromyalgia

___ Chronic pain

___ Vision impairment

___ Chronic fatigue

___ Hearing impairment

___ Asthma

___ Arthritis

___ Broken bones

___ Autism spectrum or Asperger’s syndrome

___ Torn ligaments or tendons

___ Attention Deficit Hyperactivity (ADHD)

___ Asthma

___ Other learning disability

___ Restless legs syndrome

___ Narcolepsy

___ Obstructive sleep apnea

___ Central sleep apnea

___ Any circadian rhythm syndrome
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___ Anorexia, bulimia, or related condition
Are you allergic to cats? _____________

Are you allergic to dogs?_____________

(Relevant in case any other client requests to bring in a therapy animal, I need to know whether to say no because of allergies)

Are there any other medical factors that you think might be affecting your mood? (Questionnaires on following
pages ask about stress, so you do not need to list that here.)

On the following pages are questionnaires that will be helpful to me in working with you.
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Insomnia Severity Index

For each question, please CIRCLE the number that best describes your answer.
Please rate the CURRENT (i.e. LAST 2 WEEKS) SEVERITY of your insomnia problem(s).
Insomnia Problem

None

Mild

Moderate

Severe

Very Severe

1. Difficulty falling asleep

0

1

2

3

4

2. Difficulty staying asleep

0

1

2

3

4

3. Problems waking up too early

0

1

2

3

4

4. How SATISFIED/DISSATISFIED are you with your CURRENT sleep pattern?
Very Satisfied

Satisfied

Moderately Satisfied

0

1

2

Dissatisfied

Very Dissatisfied

3

4

5. How NOTICEABLE to others do you think your sleep problem is in terms of impairing the quality of your life?
Not at all
Noticeable
0

A Little

Somewhat

Much

1

2

3

Very Much Noticeable
4

6. How WORRIED/DISTRESSED are you about your current sleep problem?
Not at all
Worried
0

A Little
1

Somewhat

Much

2

3

Very Much Worried
4

7. To what extent do you consider your sleep problem to INTERFERE with your daily functioning (e.g. daytime fatigue,
mood, ability to function at work/daily chores, concentration, memory, mood, etc.) CURRENTLY?
Not at all
Interfering

A Little

Somewhat

Much

0

1

2

3

Very Much Interfering
4

Used via courtesy of www.myhealth.va.gov with permission from Charles M. Morin, Ph.D., Université Laval, Qeubec, Canada
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Sleep Need Questionnaire

Client Name _______________________________________ Date ____________________

Please answer these questions based on your experience during the previous week.

This past week:

Never
1

Rarely Sometimes Frequently Always
2
3
4
5

Did you feel tired or fatigued (low energy) during the
day or evening before bedtime?

Were you sleepy or drowsy (eyelids heavy) during the
day or evening before bedtime?

Did you take any naps or fall asleep briefly during the
day or evening before bedtime?

Did you feel you had been getting an adequate amount
of sleep?
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Used via courtesy of www.myhealth.va.gov, adapted with permission from Arthur J. Spielman, PhD, The City College of New York
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A numeric measure of personal stress can be determined by using a variety of instruments that have been
designed to help measure individual stress levels. One of these is the Perceived Stress Scale, originally
developed in 1983, which can help show how different situations affect feelings and perceived stress.

Perceived Stress Scale
The questions in this scale ask about your feelings and thoughts during the last month. In each case, you will be
asked to indicate how often you felt or thought a certain way. Although some of the questions are similar, there
are differences between them and you should treat each one as a separate question.
The best approach is to answer fairly quickly. That is, don’t try to count up the number of times you felt a
particular way; rather indicate the alternative that seems like a reasonable estimate.
Put a

or an X in the appropriate box:

Never
0

l. In the last month, how often have you been upset because of
something that happened unexpectedly?
2. In the last month, how often have you felt that you were
unable to control the important things in your life?
3. In the last month, how often have you felt nervous and
stressed?
4. In the last month, how often have you felt conﬁdent about
your ability to handle your personal problems?
5. In the last month, how often have you felt that things were
going your way?
6. In the last month, how often have you found that you could
not cope with all the things that you had to do?
7. In the last month, how often have you been able to control
irritations in your life?
8. In the last month, how often have you felt that you were on
top of things?
9. In the last month, how often have you been angered because
of things that happened that were outside of your control?
10. In the last month, how often have you felt difﬁculties were
piling up so high that you could not overcome them?

Almost
never
1

Sometimes
2

Fairly
often
3

Very
often
4

R
R

R
R

Used with permission from the State of New Hampshire Employee Assistance Program.

On the next two pages are NIH (National Institutes of Health) questionnaires used to measure life satisfaction,
anxiety, and mood. These questionnaires are publicly available with permission to use them.
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Thoughts about suicide are common – most people in the U.S. have had a period of time where they had such
thoughts. This is a questionnaire from the STABLE Project (Standards for Bipolar Excellence Project), used to
measure thoughts and behaviors related to suicide. Colorado has a 24-hour/365-day/year Crisis Line if you feel
you are in danger of acting on such thoughts very soon: 1-844-493-8255 or text T-A-L-K to 38255.
(This questionnaire is publicly available with permission to use it.)
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From tools.positivepsychology.com. Used with permission.
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