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Client Information Form

     Date:______________________________________________
Client Data

Name:_____________________________________________________________________________________________

DOB:__________________________________________    SSN:______________________________________________

Street Address:______________________________________________________________________________________

City:__________________________________________    State:__________________     Zip:_______________________

Home Phone:__________________________________      Work Phone:________________________________________

Cell Phone:____________________________________

Psychiatric/Medical History

Primary Care Physician:_______________________________________     Phone:________________________________

Address:___________________________________________________________________________________________

Please rate your present health:  _____ Excellent	_____ Fair	_____ Poor

Date of most recent physical examination:________________________________________________________________

Please list any medical conditions or concerns, past or present:_______________________________________________

__________________________________________________________________________________________________

Current medication(s), if any:__________________________________________________________________________

Please indicate any past counseling you have received:

Previous therapist			Dates of treatment		Reason for counseling 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Please indicate your drug use frequency by circling:  	None	Daily	Weekly  	Drug of choice:_____________

Please indicate your alcohol consumption frequency by circling and indicating number of drinks:   
None		Daily #:_______________	Weekly#:_______________

Have you ever been treated for a drug or alcohol problem?          Yes          No

Do you or others feel you are struggling with addiction of any kind at this time, e.g. drugs, alcohol, sex/pornography, overeating, overspending, gambling or compulsive exercising?            Yes           No

Have you ever been convicted of any crime?  If yes, please give details:________________________________________

Why are you seeking services at this time?________________________________________________________________

__________________________________________________________________________________________________

Relationship Information

Name of partner:_________________________________    How long?_______________________________________

Address of partner if other than yours:_____________________________________  OK to call home:       Yes         No

Does your partner know you are coming for counseling:     Yes           No

Who lives in household:_____________________________________________________________________________

Emergency Contact:  Name:_______________________________  Phone:________________  Relation:____________

Education Information

Education (please circle highest grade completed)

Grade School  1  2  3  4  5  6  7  8  	High School  9  10  11  12	College  1  2  3  4  +

Other training:_____________________________________________________________________________________


How Did You Hear About This Office?       ________________________________________________________________


Insurance

PLEASE PROVIDE YOUR INSURANCE CARD TO THE MEDICAL RECEPTIONIST SO THAT WE MAY MAKE A PHOTOCOPY FOR OUR RECORDS TO COMPLETE YOUR FILE.  

If you are not the subscriber or policy holder of your health insurance, please provide us with the following:  

Subscriber’s name:___________________________________________________________________________________

Subscriber’s DOB:____________________________________________________________________________________


___________________________________________			______________________________________
Patient Signature							Date

Notice of Privacy Practices

I hereby acknowledge that I have received this notice.

___________________________________________			______________________________________
Patient Signature							Date
