Client Information Form

Identification

Name: ________________________________ Date of birth: ____________ Age: _____

Nickname or aliases: ___________________________ Social Security #: ____________

Home street address: ______________________________________________________

City: ________________________________________ State: __________ Zip: _______

Home phone: _________________ Cell phone: ______________ Email: _____________

Referral:  Who gave you my name to call?

Name: _______________________________________ Phone: ____________________

Address: ________________________________________________________________

May I have your permission to thank this person for the referral? ❑ Yes ❑ No

Chief concern

Please describe the main difficulty that has brought you here:______________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Your medical care: From whom or where do you get your medical care?

Clinic/doctor’s name: _______________________________ Phone: ______________________

Address: _______________________________________________________________

If you enter treatment with me for psychological problems, may I tell your medical doctor so that he or she can be fully informed and we can coordinate treatment?      ❑ Yes ❑ No

Medications

Please list all current prescription and over the counter medications and doses.

______________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Treatment

Please list any past treatment for psychological, psychiatric, drug or alcohol treatment, or counseling services you have received with provider names, dates and locations.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
Medical History

Please list all major illnesses, injuries, accidents, hospitalizations, allergies or medical conditions.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Your current employer

Employer: __________________________ Address: ___________________________

Work phone: _____________________  Occupation: ___________________________

Calls will be discreet, but please indicate any restrictions: ________________________

Past Employment and military experiences

Please list any significant jobs and military service and any problems experienced.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Your education and training

Please list schools attended, degrees received, and any special classes or challenges with school.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
Living Situation:

Alone___Friend ___Parent ___Spouse___Partner___Divorced___Widowed___

First names, ages, and relationship of those who live with you______________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any previous marriages or significant relationships:___________________________

________________________________________________________________________

Abuse History

❑I was not abused in any way   ❑I was abused  

Type: ❑Physical  ❑Emotional  ❑Sexual ❑Neglect 
Age: ❑Child ❑Adult

Chemical Use

1.  Have you ever felt the need to cut down on your drinking? ❑No  ❑Yes

2.  Have you ever felt annoyed by criticism of you drinking? ❑No  ❑Yes

3.  Have you ever felt guilty about your drinking? ❑No  ❑Yes

4.  Have you ever taken a morning “eye-opener” drink? ❑No  ❑Yes

How much beer, wine, or liquor do you consume each week on average?_____________

How much tobacco do you smoke or chew each week? ___________________________

Please list any other drugs you use or have used in the past including all street drugs or medications not prescribed for you, including amounts and frequency of use. __________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Legal Issues

Please list any current or past legal issues you may have including arrests, lawsuits, etc.

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Additional Information

Please list any additional information not covered above that would help me understand your problems and provide appropriate treatment.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

