Intake Form
Michael McGinty Psychological Corporation
Michael McGinty, Psy.D.
Psy. # 28911
8950 Villa La Jolla Drive Suite B-204
La Jolla CA, 92037
858-900-5848


Name: 	
			 
Gender:  

Ethnicity: 

Date of Birth: 

Place of Birth: 
	      
Age: 

Telephone Number: 

        Do I have you permission to contact you at the above phone number? ___ Yes ___ No

         If “No,” what number would you like me to contact you at? 

         What is the best time to call? 

Email Address:

        Do I have you permission to contact you at the above email address? ___ Yes ___ No

Emergency Contact:

         Name: 

         Phone number: 

Please specify all medication you are presently taking and for what. 

What is the name of your primary care physician?

Do you have any history of significant health difficulties?


In which areas of your life is your presenting problem affecting you?
(If you are completing this form online, please highlight and underline the number that applies to you). 

                                             No           Little       Some        Much    Significant      Not
                                           Effect       Effect      Effect        Effect       Effect     Applicable
Marriage/Relationship          1               2               3               4               5               N/A
Family                                   1               2               3               4               5               N/A
Job Performance                   1               2               3               4               5               N/A
School Performance             1               2               3               4               5               N/A
Friendships                           1               2               3               4               5               N/A
Finances                                 1               2               3               4               5               N/A
Physical Health                      1               2               3               4               5               N/A
Mood                                     1               2               3               4               5               N/A
Eating Habits                          1               2               3               4               5               N/A
Sleep                                      1               2               3               4               5               N/A
Alcohol/Drug Usage             1               2               3               4               5               N/A
Other: ____________           1               2               3               4               5               N/A

Have you ever been to therapy before?   ____Yes   ____No

         If yes, what was the reason you sought therapy in the past?


         If I may ask, what did you find helpful/unhelpful?


How did you hear about me?









