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CLIENT INFORMATION          Today’s Date: ___________________

Name: ______________________________________________________________________________
                                 First                                                                    Middle                                                                      Last
Address: _____________________________________________________________________________

               Street & Apt #                                                                                             City                                                            State                   Zip
Client’s date of birth: ___________________  Age: ____ 
                                      Month     /     Day     /     Year

Home phone: _________________   Cell phone: ________________  Work phone: _________________ 

Employer: _____________________________________  Occupation:  ___________________________
Work address: _________________________________________________________________________

Name and address of person financially responsible for bill:  _____________________________________

______________________________________________________________________________________

Referred by:  _______________________________  May I thank the referral source?  □Yes     □ No

In case of emergency, contact:  Name_________________________  Phone(s)______________________

Relationship to you________  Client signature of permission to contact in emergency__________________
Client Background

Others living in your household:

First name__________________________     Relationship to you__________________________________

                 __________________________                                    __________________________________

                 __________________________                                    __________________________________

                 __________________________                                    __________________________________

                 __________________________                                    __________________________________

Have you had previous mental health treatment?  □ Yes     □ No

Provider name(s)_________________________                    Dates_________________________________

_______________________________________                            __________________________________
Please provide me with some information on the reasons you are seeking psychotherapy at this time.  What are you hoping to gain from therapy?________________________________________________________
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Please check any of the following conditions/symptoms you have had recently:

□ Severe headaches                                   □ Panic attacks                           □ Low self-esteem
□ Dizziness/faintness                                □ Shortness of breath                  □ Crying spells
□ Numbness/tingling                                 □ Fear of dying                           □ Guilt feelings
□ Periods of anxiety                                  □ Irritability                                □ Temper outbursts
□ Excessive sweating                                □ Agitation                                 □ Poor judgment
□ Heart racing/pounding                           □ Loss of appetite                       □ Aggressive behaviors
□ Trembling/shaking                                 □ Memory problems                   □ Suicidal thinking
□ Excessive fears                                      □ Exhaustion/tiredness                □ Depressed mood
□ Poor concentration                                 □ Nightmares                              □ Recurrent thoughts
□ Severe worry                                          □ Sleeping excessively               □ Urges to perform repeated acts
□ Nervousness                                           □ Insomnia                                  □ Sexual problems
□ Periods of feeling too good/high            □ Difficulty falling asleep          

□ Constant tension                                     □ Frequent awakening

Have any of your blood relatives had the following?  (Please indicate their relation to you):

Depression:  □ Yes    □ No     (their relation to you?)____________________________________________

Anxiety or severe nervousness:  □Yes     □ No     ______________________________________________

Mental or nervous breakdown:  □ Yes     □ No     ______________________________________________

Alcoholism or drug addictions:  □ Yes     □ No    ______________________________________________

Mood swings or strange behavior:  □ Yes    □ No   _____________________________________________

Have any of your blood relatives taken medications for psychological or emotional difficulties?

Relation to you________________________   Medication(s)____________________________________

                        ________________________                         _____________________________________

                        ________________________                         _____________________________________

                        ________________________                         _____________________________________

                        ________________________                         _____________________________________

Legal Guardian Information (if applicable – otherwise leave blank):
Legal guardian’s name (if applicable): _____________________________________________________

Legal guardian’s relationship to client: _____________________________________________________

Home phone: _________________  Cell phone: _________________  Work phone: ________________
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