
CLIENT INFORMATION

Name________________________________________________   Date___________________

Address___________________________________________________ 
Zip______________

Telephone:  __________________________
E-mail address  ____________________________________________

Age_________ Date of Birth_______________

Relationship status:  Single____ Married_____ Living with partner_____ Separated_____

Divorced_____ Widowed_____

Children:  Please list age/gender_________________________________________________

_____________________________________________________________________________

Place of Employment/Occupation/School____________________________________________

_____________________________________________________________________________

Insurance Information:

Person Carrying Insurance_____________________________________________________

Date of Birth___________________

Name of Insurance Company___________________________________________________

Member ID #__________________________________

Policy #_____________ Group #____________ Pre-Authorization #____________________

Number of Authorized Sessions _____________
Person to contact in case of emergency:  

Name_____________________________________  Telephone_________________________

Relationship to you____________________________________________________________ 

Presenting Concerns:  Please check any of the following that apply to you at this time.

Mood






Substance Use






____Depression




____Alcohol

____Loss/Grief




____Drugs

____Anxiety





____Over-the-counter

____Suicidal thoughts




____Cigarettes


____Suicide attempts




____Food

Relationships




Physical Symptoms

____Spouse/Partner




____Sleeping

____Parents





____Eating

____Siblings





____Headaches

____Children  





____Chronic Condition


____Adoption Triad




____Other___________________________

____Friends





       ________________________________                                

____Coworker/Supervisor


                   ________________________________

Self/Other Issues



____Self-esteem


  ____Shyness

 
____Emotional Abuse

____Perfectionism


  ____Trust


 ____Physical Abuse     

____Caretaker


 
 ____Intimacy

 
____Sexual Abuse  

____Fears/Worries


  ____Codependency

 ____Childhood Abuse

____Anger



  ____Loneliness

 ____Career/Job Stress

____Power/control


  ____Stress/Coping
 
 ____Other______________

____Assertiveness


  ____Sexual Concern

          __________________             ____Confidence


  ____Sexual Identity         
          __________________

Please describe your primary reasons for seeking therapy at this time.

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Briefly list previous therapy experiences:  dates started/ended and with whom.  If you have had previous therapy recently, would you sign a release authorizing consultation with that therapist? _____yes  _____no

_____________________________________________________________________________

_____________________________________________________________________________   _____________________________________________________________________________

Please list all medications you are currently using, dosages, dates started and the name of the prescribing physician.

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Physical and Mental Health History:  (i.e. periods of depression, anxiety, etc. and/or major illnesses, surgeries, accidents, hospitalizations, etc.)

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Family of Origin History (Brief overview of parents, siblings, stepparents, adoption/birth family information, significant life events)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Relationship History (Summary of any significant relationships or significant events in a relationship)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please note:  Payment will be required for less than 24 hours notice of cancellation.


