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Client Information Form

Today’s Date:



Name: 




What concerns led you to seek out therapy?






























A. Identification
Name 






 DOB 


 Age 


Gender 

 Pronouns: 



 SSN: 




Address 











City 





 State 

 Zip 




Home phone 





Cell phone 





Email 








Please indicate any restrictions on phone calls, messages/voice mails, or emails: 

B. Relationship Information
​      Single
      Dating 
      Married 
      Living Together
​      ​Domestic Partners

​​      Separated
​      Divorced
​      Widowed
​      Non-monogamous relationship

Spouse(s)/Partner(s) – use the back of this page if needed

Name




Age

Relationship

Gender

Has their been any significant betrayals in your current relationship(s): 



      







      


      
What is your current frequency of sex?____________ 

Sexual satisfaction scale 1————5————10

Children (include launched/adult children, and any minors living in your household)


Name




Age

Relationship

Gender

C. Medical Care:  Are you currently under the care of a doctor for any physical or mental condition?  If so, for what?

Current medications (dose, purpose)

Primary care doctor: 










D. Employment:
Employer 




 
Position 




Work phone 





Call/message OK? 



E.  Emergency Contact Information
Name:  





Phone





Relationship to you: 











F. Referral:  How did you find out about me? 






If you found me on the Internet, where did you find a link or what did you search for?

What made you feel I might be a good therapist for you? 

















If you were referred by someone, may I thank them for the referral?

Yes  

 
No  

  Name 






G. Other: 
Are you interested in receiving occasional (1-4 times per year) newsletters about my practice via email? Yes  

 
No  



Are you willing to receive a follow-up survey in the mail about your treatment after your therapy ends? Yes  

 
No  


H. General Intake

Do you have any specific goals with regard to your treatment? ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Do you have any particular concerns/fears with regard to treatment? ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
What major Life Stressors have occurred in the past 12 months? ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
I. Psychological History   
Have you ever received psychotherapy before?   Yes / No  
When and for how long? ______________________________________________________________________
What was the focus of treatment? ______________________________________________________________________
Name of previous therapist(s)________________________________________________  
Have you ever been hospitalized for mental or emotional struggles? ______________________________________________________________________
When and for how long? ______________________________________________________________________  
Why were you hospitalized? _____________________________________________________________________

Have you ever taken any medications for a mental or emotional condition? ______________________________________________________________________
When and for how long? ______________________________________________________________________
Have you ever attempted suicide? ______________________________________________________________________
When/How many times? ______________________________________________________________________
Are you currently having any suicidal thoughts? ______________________________________________________________________
Are you having thoughts of harming someone else? ______________________________________________________________________
Were you ever subjected to verbal, physical, emotional, sexual abuse? ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________ 
Have you ever been a victim of a violent crime? Please describe ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________   
Medical History  
Have you ever been diagnosed with a serious illness? Please describe. ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Do you have any medical conditions that may affect your mental health treatment? Y / N
Please describe your overall health today: ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
J. Substance Use
Have you ever been in a 12-step program? Please describe. ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Do you smoke cigarettes? _______     How many per day? ___________ 
For how many years? ________
Do you drink alcohol? ________  
On average, how many alcoholic drinks do you consume in a day? _________________
How many days per week do you consume alcohol? _________________ 
Do you smoke marijuana? _______    How many times per day? ___________
How many days per week do you use marijuana? _________________
What recreational drugs do you use? ___________________  
Average use per day__________     Number of days per week _______________
Do you use prescription pills for recreational use? _________ 
Please Specify which kind(s) _______________________________________________
k. Family of Origin History  
Mothers age, living/deceased (clients age at the time of death), description of 
relationship with mother. ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Fathers age, living/deceased (clients age at the time of death), description of 
relationship with father. ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Names and ages of siblings. ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Extended or Immediate Family: 
History of Substance abuse ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
History of Physical or Sexual abuse ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
History of Suicide ______________________________________________________________________ 
Mental Health conditions/disorders (ex. Depression, Eating Disorder, Anxiety, Bipolar, etc.) ______________________________________________________________________ 
K. Other Information 
Please describe your religious or spiritual orientation and practices ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Please describe your interests/hobbies ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
What are your strengths? ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Are you now or have you ever been involved in a lawsuit? ______________________________________________________________________ 
Please describe. ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
Please feel free to include any other information that you believe is relevant to your mental health treatment, not previously requested. ______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________
______________________________________________________________________ ______________________________________________________________________ ______________________________________________________________________

