Biographical Information Form
Whitney Humphrey, PhD, Licensed Marriage and Family Therapist
[bookmark: _GoBack]Board Approved Supervisor 

Please fill out this form to the best of your ability. Leave blank questions you do not care to answer. Some of these questions may not apply to you or to children or adolescents, leave those blank as well. 


Name: _____________________________________  Gender: ____________________ Date: _____________

Date of Birth:_______________ Age: _________________ Telephone number: ___________________

Address: ______________________________________________________________________________________

Highest grade/degree: ___________________________ Type of degree: ________________________

Emergency contact and telephone number: _______________________________________________

Referral source: _______________________________ Occupation: ________________________________

Presenting Problem: ________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________

Severity of the problem: Very severe ______ Severe _______ Moderate ______ Mild _______

Current: Marital status ___________ Living with someone __________ # of years ___________

Past & present marriages or relationships (i.e. years together, statements about the nature of the relationship): _________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Past/present drug/alcohol use/abuse (AA, NA, treatments): ___________________________
__________________________________________________________________________________________________________________________________________________________________________________________________

Suicide attempts or violent behavior (describe: ages, reasons, circumstances): _______
__________________________________________________________________________________________________________________________________________________________________________________________________

Family medical history (describe any illness that runs in the family): __________________
__________________________________________________________________________________________________________________________________________________________________________________________________


Friendships, community & spirituality (describe quality, frequency, activities): ______
__________________________________________________________________________________________________________________________________________________________________________________________________   

Past and present counseling or work with a mental health professional: ______________
__________________________________________________________________________________________________________________________________________________________________________________________________

Describe your childhood (i.e. relationship with parents, siblings, neighborhood, relocations, any school/behavioral issues): _______________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________

Present partner relationship: _______________________________________________________________
_________________________________________________________________________________________________

Children/Step/Grand (name/ages & brief statement about your relationship): _______
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Parents/step-parents (name/age or year of death/cause of death, occupations, personality, brief statement about the relationship): ____________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Siblings: (name/age or year of death/cause of death, brief statement about the relationship): ________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Medical doctors (name/phone): ___________________________________________________________
_________________________________________________________________________________________________

Specify all medication you are currently taking: __________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________


If parents divorced: Your age at the time: ________________ Describe how it affected you: ___________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Family history of alcoholism, mental illness, or violence: ________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

What gives you most joy or pleasure in life: _______________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

What are your main worries and fears: ____________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

What are your most important hopes and dreams: _______________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Please add below, on other side of the page or on a separate page any other information you would like me to know about you and your situation. 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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