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Client Information Form

	In the following pages you will be asked to provide descriptive information about yourself. Please be as open and honest as possible, and remember, all of the information provided is completely confidential. 

Case Number: _______________________					Date: ____________

Name: _____________________________		Date of Birth: __________	  Age: _____

Gender: 		Woman: ______	Man: ______	       Transgender: _______________


Address: _____________________________________________________________________
	
	City: _________________________    State: _______________        Zip: _________

May I send mail to you at this address?     				        YES______ NO______

Primary Phone Number: _______________________________
	
	May I leave a message at this number?  			         YES______ NO______

Secondary Phone Number: _____________________________	         
	
	May I leave a message at this number?  			         YES______ NO______

E-mail Address:______________________________________

	May I e-mail you non-clinical information at this address?  									     				    YES______ NO______



Briefly state what you would like to work on in therapy at this time:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Relationship Status: (Circle All that Apply)

Single		Never Married		Dating		Living Together	Partnered	

Domestic Partnership		Married	Separated	Divorced 	Widowed

Other (please specify) _____________________________________________________

Please list the members of your household and their relationship to you.

	Name ____________________________________	Relation _____________  Age_____

	Name ____________________________________	Relation _____________  Age_____

	Name ____________________________________	Relation _____________  Age_____

	Name ____________________________________	Relation _____________ Age_____

	Name ____________________________________	Relation _____________ Age_____

	Name ____________________________________	Relation _____________ Age_____

Racial/Ethnic Background: (e.g., Black: Haitian OR Alaska Native: Aleut) 

Latina/Latino: _____________	       Black: ______________	         White: _____________  

Alaska Native: _____________	       	American Indian: ____________

Asian: ______________	Pacific Islander: _____________ Native Hawaiian: ___________

Which choice best describes your educational background? (Circle one)

Some High School		Currently in High School		Completed High School

Some College	Currently in College			Completed College: 
							
Course of Study: 	__________   Degree Pursuing: ___________________     	Degree: _____________________  
			
Some Graduate School	Currently in Graduate School		Completed Graduate School

Course of Study: 	__________   Degree Pursuing: ___________________     	Degree: _____________________  

Some Technical School 	Currently in Technical School	Completed Technical School

Other: ____________________________________ 


Please describe your current occupation/employment status:
_____________________________________________________________________________________

Employer: _________________________________________


Which religion do you best identify with? (Circle)

	Christian	Jewish		Islam		Hindu		Atheist

	Agnostic	Wiccan	None		Other ___________________________			

How important is religion in your life?

	Very Important	Somewhat Important		Not Important


Would you be open to exploring your religion as it relates to your concerns in therapy?

	Yes		No		Maybe

Do you consider yourself to be a spiritual person?	

Yes	     No	       Somewhat


Would you be open to exploring your spirituality as it relates to your concerns in therapy?

	Yes		No		Maybe


Do you have any medical conditions: 

If yes, what is/was the diagnosis? _____________________________________________

Who gave this diagnosis? __________________________________________________

When was this first diagnosed? _____________________________________________




Please list any medications you are currently taking: 

Medication __________________ How often? ____________ How much? __________

Medication __________________ How often? ____________ How much? __________

Medication __________________ How often? ____________ How much? __________

Medication __________________ How often? ____________ How much? __________

Medication __________________ How often? ____________ How much? __________

Medication __________________ How often? ____________ How much? _________Are these medications prescribed by a doctor? 			Yes or No (circle one) 

Name of prescribing physician: __________________________________________________

Address: ____________________________________________________________________

Telephone number: ___________________________________________________________

Have you ever been given a mental health diagnosis?	Yes	No	Not Sure

If yes, what is/was the diagnosis? _____________________________________________

Who gave this diagnosis? __________________________________________________

When was this first diagnosed? _____________________________________________


Have you ever attempted suicide?		Yes		No
	
If Yes, please describe briefly ____________________________________________

_____________________________________________________________________

        When? _______________________________________________________________


Have you ever seriously thought about completing suicide?	Yes		No

If yes, please describe ___________________________________________________

______________________________________________________________________

        When? ________________________________________________________________


Please list the type and amount of any (street) drugs used or in use.
	
Drug name __________________ How often? ____________ How much? __________

Drug name __________________ How often? ____________ How much? __________

Drug name __________________ How often? ____________ How much? __________

Please list the type and amount of alcohol used or in use.

Type of alcohol ______________ How often? ____________ How much? __________

Type of alcohol ______________ How often? ____________ How much? __________

Type of alcohol ______________ How often? ____________ How much? __________

Have you had any previous therapy/counseling experience(s)? 
	
Yes		No

If Yes, was it:		Inpatient	Outpatient

When _________________________	Where ___________________________
	
By Whom __________________________

	Problem Assessed ______________________________________________________

	Outcome:  	    Very 	Somewhat	Stayed the	Somewhat	Much
			Successful	Successful	    Same              Worse          Worse
	
Was it a positive experience?		Yes		No
	

What did you like/not like about it? ________________________________________
	_____________________________________________________________________
	_____________________________________________________________________
   _____________________________________________________________________
   _____________________________________________________________________

Please use this space to provide any other information that you think would be helpful for me to know.____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



