Intake Note Template
Reviewed by the BastionGPT Clinical Advisory Board · July 2026 · Adapt fields to your organization’s, payer’s and jurisdiction’s documentation requirements.
	Client (initials):
	DOB / age:
	Date:
	Start/stop times:


	Clinician / credentials:
	Referral source:
	Service: intake / initial assessment


Presenting problem   in the client’s words, plus onset, duration, severity, precipitant
	


Psychiatric, medical & medication history   prior treatment, hospitalizations, medical conditions, medications, family psychiatric history
	


Social context   living situation, relationships, work or school, legal, cultural factors
	


Substance use   substances, frequency, most recent use, history of problem use
	


Risk screen   SI, self-harm, harm to others (current and history); protective factors; action taken
	


Mental status observations   appearance, speech, mood, affect, thought process, insight, judgment
	


Strengths, supports & measures   coping, supports, motivation; baseline scores (e.g., PHQ-9, GAD-7)
	


Initial impression   provisional diagnosis with rule-outs, tied to the symptoms documented above
	


Initial plan   goals, modality, frequency, referrals, next appointment
	


	Consent reviewed and signed:  Y / N
	Clinician signature / credentials:
	Date signed:


Full guide and sample note: bastiongpt.com/template/intake-note   ·   BastionGPT drafts the note from your session bullets. Free 7-day trial.
