Client INFORMATION 
Personal Information:


Client’s Name _______________________________________   Date: __________________

Date of Birth: _______________Age: ________ Gender □ F □ M    Ethnicity: ______________
Address: _______________________________________________________________


                                                      City                             State                   ZIP


Phone: _________________________________________________________________               


Home                                      Work                                     Cell

Okay to leave message?  □ Home  □ Work    □ Cell
Email: _________________________________

Occupation: ________________________  Employer: ___________________________

Employment Status:  □Full Time □Part-time □Unemployed   ___________Other

Highest level of education completed: __________________________________
Emergency contact: _________________________Relationship: ________________________  
____________________________________________________________________________

Phone





Address


Relationship Status:

___ Single ___ Engaged ___ Married ___ Separated ___ Divorced ___ Widowed 

How Long? ______________

Spouse’s Information:

Client Name___________________________________ 

Date of Birth: _______________Age: ________    Gender □ F □ M      Ethnicity: ____________

Phone:________________________________________________________________________
            Home  




Work 



Cell

Okay to leave message?  □ Home  □ Work    □ Cell
Email: _________________________________

Occupation: ______________________________ Employer: ___________________________


Employment Status:  □Full Time □Part-time □Unemployed   ___________Other
Highest level of education completed: ______________________________________

Emergency contact: _________________________Relationship: ________________________  
Children: 

Name : ____________________Age: _____ Living w/you □ Yours & Partner □ Yours □ Partner □

Name : ____________________Age: _____ Living w/you □ Yours & Partner □ Yours □ Partner □
Name : ____________________Age: _____ Living w/you □ Yours & Partner □ Yours □ Partner □
Medical History:

Do you have any medical problems? □ Yes  □ No
If yes, please explain ___________________________________________________________

Do you take prescription or psychiatric medication?  □ Yes  □ No    If yes, please explain: 

______________________________________________________________________________

Prescription Name                 Dosage                               Side Effects

______________________________________________________________________________

Prescription Name                 Dosage                               Side Effects
Last physical examination:_______________________________

Physician’s Name: ________________________________ Phone: ______________________

Are you experiencing sleep issues? □ Yes  □ No    

Are you experiencing appetite issues? □ Yes  □ No    

Have you experienced alcohol and/or drugs problems in the past or currently? □ Yes  □ No
Have you had/are having thoughts of harming yourself? □ Yes  □ No  Past/Present? 

Have you ever been hospitalized for psychological problems? _________________________

Have you attempted suicide? □ Yes  □ No If yes, please describe:________________________

____________________________________________________________________________

Has anyone in your family had psychiatric problems? □ Yes  □ No If yes, please describe: ________
____________________________________________________________________________

Counseling History:
Have you had previous counseling? _________

If so, with whom, when and how long ______________________________________________ 

What was the major issue discussed? _____________________________________________

Was you previous counselor helpful? ___ yes   ____ no

Please explain ________________________________________________________________

Faith-based Information:

How important to you are spiritual matters? □ Extremely □ Moderate □ Low □ None

Do you have a religious preference? __________________________________

Are you interested in incorporated Faith-based counseling into treatment? □ Yes  □ No
Counseling Information:

Type of counseling seeking: □ Individual   □ Marriage/Couple  □ Family 

Presenting concerns (reason for seeking therapy): ___________________________________

____________________________________________________________________________

____________________________________________________________________________
How have the above symptoms impaired your ability to function effectively? __________________

___________________________________________________________________________

What have you done to solve the problem? _________________________________________

___________________________________________________________________________

What do you hope to accomplish in counseling? _____________________________________

 ___________________________________________________________________________

Is there any other important information you would like me to know? ______________________

____________________________________________________________________________

Referred by: ________________________________________

Thank You!

Symptom Check List

Client Name____________________________________

Date___________________

Please check any of the following that apply to you:

___Anxious


___Need others too much
___Panicky

___Difficulty with anger

___Unable to make friends
___Lonely

___Tense


___Financial problems

___Phobias

___Feeling guilty

___Gambling issues

___Conflict in home

___Suicidal thoughts

___Can’t make decisions

___Sex issues

___Homicidal thoughts

___Racing thoughts

___Problems with occupation

___Difficulty concentrating 
___Poor Memory

___Others think something is wrong

___Hear voices others don’t
___ Hopelessness

___Unable to find/maintain job

___Other _________________________________________________________________

___Hair loss


___Weight loss


___Tingling of hands/feet

___Weight gain


___Appetite problems

___ Difficulty sleeping

___Fatigue


___Fast heartbeat

___Too much sleep

___Constipation


___Chest pain


___Frequent thirst

___Dry skin


___ Headaches


___ Blurred vision

___Weakness


___Dizziness


___Hearing issues

___Tremor


___Stomach issues

___ Problems with sex organs

___Menstrual problems

___Nausea/vomiting

___ Other_______________

Alcohol/Drug History

How much alcohol do you consume each week? ____________________________________

Are you in treatment for alcohol or drug use?_______________________________________

Any alcohol or drug related arrests? ___Yes ___No When _____________________________

Ever had DT’s (delirium tremors)? ____Yes ___No

Any blackouts from drugs or alcohol? ___Yes ___No

Ever injected drugs? ___Yes ___No

	Substance
	Ever Used?
	Used in past year?
	Last Use?
	Frequency?
	Family History?

	Caffeine
	
	
	
	
	

	Tobacco
	
	
	
	
	

	Inhalants/Glue
	
	
	
	
	

	Marijuana
	
	
	
	
	

	Stimulants/Speed
	
	
	
	
	

	Sedatives
	
	
	
	
	

	Xanax/Valium/Librium/Tranquilizers
	
	
	
	
	

	LSD/Psychedelics/PCP
	
	
	
	
	

	Cocaine/Crack
	
	
	
	
	

	Heroin/Opiates
	
	
	
	
	

	Other
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