Intake / Initial Assessment Note
clinicaldocslibrary.com
Fillable template — replace all [bracketed] text with client-specific information and delete prompts you do not need. Documentation guidance and a worked example: clinicaldocslibrary.com/progress-notes/intake-note-template/
Client / ID: [ ____________________________________ ]
Date: [ ____________________________________ ]
Clinician: [ ____________________________________ ]
Referral source: [ ____________________________________ ]
Presenting Problem
Presenting problem
[Chief complaint and history of the presenting problem]
Relevant History
History
[Psychiatric, medical, substance, social, family, developmental history]
Mental Status
MSE
[Appearance, behavior, mood/affect, thought, cognition, insight/judgment]
Risk: [SI/HI/self-harm assessment and action taken]
Diagnosis & Initial Plan
Diagnosis (ICD-10): [ ____________________________________ ]
Initial plan
[Recommended level of care, frequency, next steps, referrals]
Signature / Credentials / Date: [ ____________________________________ ]
This template is a general documentation aid, not legal or clinical advice. Adapt to your setting, payer, and jurisdiction. Remove this line before clinical use.
