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New Client Information Sheet
The information that you present here will serve as a basis to get to know you as well as serve you better.  Information will be kept in the strictest of professional confidence.


Client Information:

Name: _______________________________________________________________

Name of parent/guardian (if under 18): ______________________________________

Phone: (Hm)____________________  (Other)________________________________

Address: ___________________________________ City: ______________________

State: ____________________________ Zip: _________________________________
 
May I have permission to mail to this address?  YES ___________ NO _____________

Sex:  Male_________ Female __________        Date of Birth:  ____________________

Others living at home: ____________________________________________________

Employer: ________________________________  Occupation ___________________

How long have you worked there? __________How long in this occupation? _________
 
Education: (Highest level attained)  ___________________________________________

Marital Status:  ___________________________________________________________

Primary Physician: ______________________________ Phone: ___________________

List any health conditions or problems: ________________________________________

List medications you are currently taking including dosage: _______________________
_______________________________________________________________________

Have you see this type of therapist before: YES___________ NO______________

If yes, when and with whom? _______________________________________________


Please give a brief description of treatment received: 
______________________________________________________________________________

________________________________________________________________________

Have you ever attempted suicide?_____________________________________________

Have any family members ever attempted suicide?________________________________

Have you ever been hospitalized for a psychiatric illness?___________________________

Please give a brief description of reason you’re seeking counseling services_______________
__________________________________________________________________________
__________________________________________________________________________

How long have these issues been causing you distress?_______________________________

Is there anything else you think I should know?______________________________________

What would you like to accomplish in therapy?______________________________________

How were you referred? ________________________________________________________

Emergency contact: _______________________________ Phone: __________________

FINANCIALLY RESPONSIBLE PERSON’S INFORMATION:

Relationship to client: ____________________________ Phone: __________________

Name: ________________________________________ DOB: ___________________

Address: ________________________________________________________________

Insurance Carrier (if applicable): _____________________________________________

Social Security Number of Insured: ___________________________________________

Group Number: __________________________ Member Number _________________

Insurance Phone Number: __________________________________________________

Employer: ______________________________________________________________

GENERAL HEALTH AND MENTAL HEALTH INFORMATION

1.  How would you rate your current physical health?  (please circle)
Poor	Unsatisfactory	    Satisfactory	   Good     Very Good

2.  How would you rate your current sleeping habits:  
Poor	Unsatisfactory	    Satisfactory	   Good     Very Good

3. How many times per week do you exercise? ______________

4.  Please describe your appetite _______________________________________________

5. Are you currently experiencing overwhelming sadness, grief, or depression?
      ____ No    ____Yes, explain ________________________________________________

6. Are you currently experiencing excessive worry, anxiety, panic attacks, or phobias? 
____ No    ____Yes, explain ________________________________________________

7. Are you having any chronic pain? ____________________________________________

8. How often do you drink alcohol? _____________________________________________

9. How much alcohol do you drink at a time? _____________________________________

10. How often do you engage in recreational drug use? ______________________________

FAMILY MENTAL HEALTH/SUBSTANCE ABUSE HISTORY

In the section below identify if there is a family history of any of the following.  If yes, please indicate the family member’s relationship to you in the space provided (example:  mother, father, sister, etc.)

Health Issue				Please Circle				Family Member
Depression				Yes / No
Anxiety				Yes / No
Alcohol Abuse			Yes / No
Drug Abuse				Yes / No
Suicide Attempts			Yes / No
Eating Disorder			Yes / No
Schizophrenia				Yes / No
Obsessive Compulsive Behavior        Yes / No
Attention Deficit Disorder                  Yes / No
Bipolar Disorder                                 Yes / No
Other________________________________________________________________________
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