Monica Joyner, MA, NCC

Marriage and Family Therapist
Reno, NV
775-525-1363


Today’s Date: 




Client Identification Information
Name







_____________________________
             (Last)




(First)




(Middle)
Previous names____________________________________ Preferred name_______________

Date of Birth


_____________ 
Age_____________ Gender: M____ F____



(Month)          (Day)
       (Year)

Which ethnic group do you identify? _______________________________________________
Address











____

(Street)



(City)


(State)

(Zip)
 


Preferred phone




 Best times to reach you _______________
Messages?  Yes _____No_______
With whom______________________________________
Emergency Contact______________________________________________________________



(Name)


(Relationship)


(Phone)
Check all that apply and write in dates where appropriate:

Single __________Live-in Partner _______Widowed _________ Separated

______
Married _______(1/ 2/ 3+ times) Dates of marriage(s)__________________________________

Divorced

_____(1/2/ 3+ times) Date of divorce(s)

________________________

Spouse's Name



____  Spouse's Birthdate_____


 

Custody arrangements ___________ Have you ever lost legal rights to your children? Y ___ N___
List all members currently living in your home:

Name(s)



Age/Birth Date



Relationship

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Family Members not living at home:

Children's Names






___Age 

______
Children's Names






___Age 

______
Sibling’s Names






___Age 




Sibling’s Names






___Age 




Mother’s Name, age, and health/living status__________________________________________
Father’s Name, age, and health/living status___________________________________________
Other significant caregivers 







_____________
Religious Preference/Affiliation





___________________
Sexual Identity/Preference_________________________________________________________
Education (level completed, degrees or certifications) ___________________________________
Residence throughout life:

	City, State


	
	
	
	
	
	

	Age

(ex. 5-10 

years old)
	
	
	
	
	
	


Have you ever had alternative housing? Y__________ N__________ Age:____________________

Homeless____ Lived in motel______ Transitional housing_________ Half-Way House__________

Employment History:

Employment status: Full time_________ Part-time________ Laid Off______ Unemployed _________
How many jobs have you had in the past 2 years? __________________________________________
Current Employer





    Occupation



_____
Medical History
Physician








Phone


______
Date of last medical exam___________ Current significant health issues

___________
Number of pregnancies ______________________________ Any complications? Y___ N_____
Currently pregnant? Y_______ N_______ If yes, number of months ______________________
Significant medical/health events (surgeries, hospitalizations) _____________________________________________________________________________












_____

_____________________________________________________________________________
Emotional and Behavioral History
What brings you to therapy now?








____











______________________
_____________________________________________________________________________
What would you like to gain from therapy?






_________

________________________________________________________________________________

Have you ever participated in therapy before? Yes____ No________ Approximate date___________

With whom and where? 









___
If yes, please tell me a little about what led you to treatment and what the outcome was. __________________________________________________________________________________
__________________________________________________________________________________

Mental Health Treatment History (inpatient/outpatient)

Date


Location

Problem

Duration

Outcome

_______   ____________    _____________________    ____________   ______________________ 

_______   ____________    _____________________    ____________   ______________________ 

_______   ____________    _____________________    ____________   ______________________ 

Has anyone in your family ever been diagnosed with a mental illness?  Y_________N____________
Relationship ______________ Diagnosis____________________ Current Status________________ Relationship ______________ Diagnosis____________________ Current Status________________

Relationship ______________ Diagnosis____________________ Current Status________________

What significant losses have you experienced in the last 2-5 years? ____________________________

__________________________________________________________________________________

Have you ever felt suicidal? Y___ N____ Have you ever attempted suicide? Y________ N__________ 

If yes, explain: ______________________________________________________________________
__________________________________________________________________________________

List any medications you have taken or are currently taking for mental health or general health:
Medication


Dates taken


For what?

Effectiveness

________________    ___________________   _________________________   _________________

________________    ___________________   _________________________   _________________

________________    ___________________   _________________________   _________________

Do you use alcohol or drugs? Y_____ N_____ Is your use a problem? Y_________ N__________
Substance History:

Substance


Frequency

Amount

Age at 1st use

Last Use

___________
_________________
_________________
___________________  _____________

___________
_________________
_________________
___________________  _____________

___________
_________________
_________________
___________________  _____________

Do you gamble? Y ____ N____ If yes, describe how often and if you consider it to be a problem:
_______________________________________________________________________________

_______________________________________________________________________________

Have you ever been a victim of abuse? Y______ N_______ If yes, please describe (child, sexual, etc.)
________________________________________________________________________________

_______________________________________________________________________________

Have you ever served in the military? Y _________ N_________ Duration:___________________

Date(s) of Tour(s): ___________________________________Dishonorable/ Honorable Discharge

Have you ever been convicted of a crime? Y______ N_______ Served Time? Y _______N_______

If yes, explain____________________________________________________________________

_______________________________________________________________________________

Have you ever been served with or served someone with an EPO or TPO? Y_________ N_______

Explain ________________________________________________________________________
What else would you like me to know? 







__













_________

Who referred you to me or how did you find out about my practice? ______________________________________________________________________________
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