
CONFIDENTIAL CLIENT INFORMATION		    Today’s Date:  _______________                
                                  	     				

Last Name: _______________________   First: ________________________________  Middle Initial:  _____

Age: _______   Date of Birth: ___________   Gender Identity: _______________   Pronouns: ______________ 

Ethnicity/Culture:   _____________________   Spirituality/Faith/Religion   ________________________

Address: _________________________________________________________________________________
                        Street				       City		                                         Zip code
Telephone(s): ___________________________(C / Hm / Wk]    _____________________________(C / Hm / Wk)
      (Preferred #, okay to leave message? □ yes □ no)               (Backup #, okay to leave message? □ yes □ no) 

E-mail Address: ________________________________       Contact by e-mail OK?    □ yes      □ no

Occupation: ______________  How long in this position? _______  Highest Level of Education: ____________

Status:    Single ______     Married _____      Widowed _____      Divorced _____      Separated _____     Engaged _____   Other _____
(circle those that apply and add date of event)

How long together  ________     Do you have children?   □ Yes   □ No      How many? _______

Emergency Contact: _________________________________________   ______________________________
			            Name	             /               Relationship		    Telephone  [Hm / C / Wk]

Who else lives in the home (family members or others)?

______________________________________    _______________________  ____  ____________ ______   
Name				    		        Relationship to you	            Age    Date of Birth   Gender

______________________________________    _______________________ ____  ___________  _______   
Name				     		        Relationship to you	            Age    Date of Birth   Gender

______________________________________   _______________________ ____ ____________  _______   
Name				    		        Relationship to you	            Age    Date of Birth   Gender

Primary Care Physician: 				   Phone: 					    

Psychiatrist: 						   Phone: 					  

Are you currently under medical care?  □ Yes   □ No    If yes, please indicate reason(s): ___________________
_________________________________________________________________________________________

Date of last physical exam? ____________________________

Are you taking prescription medications?   Yes         No           If yes, please list prescription medication(s):

	Medication
	Dose
	Reason for taking

	
	
	

	
	
	

	
	
	

	
	
	



List any over the counter medications, including vitamins: _______________________________________

													

													

Do you currently use, or have a history of using substances/alcohol?  Yes         No      If yes, explain:
	Substance/Alcohol
	How much
	How often

	
	
	

	[bookmark: _GoBack]
	
	



Any changes in your sleeping or eating patterns in the past three months?     Yes         No       
If yes, describe : ___________________________________________________________________________

Have you ever experienced domestic violence, abuse or any kind of violence in adulthood?  Yes         No         
If yes, please explain: _______________________________________________________________________
									
Have you ever experienced abuse in childhood? Circle those that apply:  

physical     emotional     verbal     sexual     mental     neglect      abandonment     bullied     other (explain below)
_________________________________________________________________________________________

Are you currently, or have you ever physically harmed another person?    Yes         No    

If yes, explain: _____________________________________________________________________________

Are you currently involved in legal proceedings?   Yes         No    __________________________________

_________________________________________________________________________________________

Do you ever see or hear things other people can’t see or hear?  If yes, please explain:  ____________________

_________________________________________________________________________________________

Other significant medical, family or psychological history: ___________________________________________

Have you seen a counselor/therapist/psychologist/psychiatrist? Yes         No    

 Name/Reason? Date range/Location:  									

													
   
Have you ever attempted suicide?  Yes         No     If yes, when? ______________________________ 

Do you currently have suicidal thoughts? ________________________________________________________
                                                                         Suicide & Crisis Hotline: (1-855-278-4204 Toll Free Call)

Has a family member attempted suicide? Yes         No     If yes, who/when?  ________________________

Have you ever harmed yourself?   Yes         No    ______________________________________________

Have you ever been hospitalized for psychologically related reasons?   Yes         No         If yes, please explain when/where/why:    ___________________________________________________________________

Reason you are seeking counseling today? ______________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
How long have you had these concerns? ________  How do you hope counseling will help? _______________

_________________________________________________________________________________________
Is there anything else you feel it is important for your therapist to know? ________________________________




How did you hear about me? (Who referred you?):

□ Friend/relative           □ Private Doctor/Therapist ____________________________ Phone_______________       

□ Internet _________________________________     □ Other/ Specify ________________________________

