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INTAKE INFORMATION 

Sport and Performance Counseling/Coaching/Consulting 
 

Vicki J. Hutman, LLC                                                                           Vicki J. Hutman, NCC, LPC    
Sports and Performance Psychology                                                Phone: 703-589-6110  

   Mental Health and Wellness                                                             Email: vjhutmanlpc@mac.com 
 
Today’s Date:______________ 

Client’s Name: ______________________________________Age_______Sex________ 

Address:_________________________________________________________________ 

City:_________________________________State:_______________Zip:_____________ 

SSN:_______/______/___________   DOB:__________________ 

MaritalStatus:    _____(S)_____(M/LP)_____(D)_____(W)_____(Sep) 

Home Phone: (_______)_______________Cell Phone: (_______)____________________  

Email address: ___________________________________________ 

Educational Level Completed: ________________________________________________ 

Ethnicity:______________________Spouse/Partner Ethnicity_______________________ 

Employer       Work Phone (_____)_____________ 

 

PERSON RESPONSIBLE FOR PAYMENT (if different from patient) 

Name       Age   Sex    

Address             

City     State  Zip   DOB    

Home Phone (______)   _Cell Phone (______)_____________________ 

SSN _________/___________/__________ 

Employer     Work Phone (  )    

Relationship to Patient            

 
 
 
Background Information 
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Area of Performance?  
(i.e. trial law, golf, public speaking)__________________________________________ 
 
_____________________________________________________________________ 
 

What are your major areas of concern?               _________ 

                                     

Have you received any counseling/coaching in the past? Yes No 

Where?                                

Do you have any medical problems? Yes No 

If you answered yes, what are they:     ________________                      

List any medications you are currently taking:             _ 

Prescribing Physician: ______________________________                            

List the names and ages of the members of your immediate family: 

Name   Age          Name    Age 

Parent                                                        Child                                               

Parent                                                        Child                                        

Spouse                                                       Child                                         

Other                                                          Child                                         

Brother                                                       Sister                                         

Brother                                                       Sister                                            

 
I was referred by:              
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Substance Use 

Caffeine           _____ 
 
Alcohol             
 
Tobacco             
 
Other              
 
Other Information Related to Performance       
    
Appetite/Weight Change/Nutritional Habits     __________ 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
Sleep (i.e. # of hrs., how well)        _____ 
 
Energy Level             
 
Concentration          _____ 
 
Recreational Activities        __________ 
 
Other Stressors: ____Work ____Family ____School ____Medical 
 
   ____Other:_____________________________________________ 

PLEASE WRITE ADDITIONAL INFORMATION YOU THINK IS IMPORTANT FOR ME TO 
KNOW ABOUT YOU AND YOUR PERFORMANCE BELOW: 
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INITIAL PERSONAL GOALS: 
              
 
              
 
              
 
              
 
              
 
              
 
______________________________________________________________________________ 
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