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CLIENT INFORMATION

Date:____________

Client Name:_______________________________________________  Age:_______

Address:______________________________ City:_________________ Zip:________

Home Phone:____________________ may I leave a message? Y/N

Cell Phone: _____________________ may I leave a message? Y/N

Work Phone:____________________ may I leave a message? Y/N  

Email Address:__________________________ may I contact you via email to remind you of appointments?   Y/N

Employer:_________________________  Date of Birth:________________________

Social Security:__________________________  Years Education:________________

Significant Relationship Status:______ Yrs. Together/Married:__________________  

Significant Other/Spouse’s Name:_______________________  Date of Birth:_______

Significant Other/Spouse’s Occupation/Employer:_____________________________

Your Physician:__________________________  Address:_______________________

Children:_____________________
Age:_____Grade/Occupation:________________


    _____________________
        _____                                 ________________


    _____________________
        _____                                 ________________

Siblings:______________________
        _____                                 ________________

               ______________________         _____                                 ________________

               ______________________         _____                                 ________________

Father:  ______________________         _____                                 ________________

Mother: ______________________         _____                                 ________________

List ALL medications you take, prescribed or not, and daily amount:  ________________________________________________________________________________________________________________________________________________

Please describe your alcohol consumption by circling the appropriate answers:  I consume 1-3, 4-6, 7-10, 10-15, over 15 drinks per week.  I do not drink alcoholic beverages____.  Other comments:___________________________________________

List serious accidents, illnesses, operations and hospitalizations, or significant medical history:  _________________________________________________________

________________________________________________________________________

List past counseling, psychiatric, or psychological care, including hospitalizations, and name/address of clinician:  

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever attempted suicide?  Yes  No  - If yes, when_______________________

Why are you pursuing counseling at this time?  _______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In case of emergency, whom should I contact?  ________________________________________________________________________

Relationship?  _____________Home Phone:____________  Work Phone​​:__________

Is there anything else you wish to add?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I look forward to working with you!

Receipt of HIPAA

________________________________________________________________________

Client Signature






Therapist Initials

Receipt of Professional Disclosure Statement

________________________________________________________________________

Client Signature






Therapist Initials

Referred By:____________________________________________________________

