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CLIENT INFORMATION
Please sign and complete

Today’s Date:_________________________ Social Security Number:_________________________ 
Name of Client:____________________________________________________________________
Date of Birth: _____________________              Age:_________        Sex:      Female       Male    
Address:____________________________________City__________________ ZIP_____________
OK to send treatment/billing information to this mailing address? 			 Yes    No
If no, please provide an alternative mailing address:
Address:____________________________________City__________________ ZIP_____________
Home Phone #: ___________________________ Messages OK?      Yes    No
Cell Phone #    _______________________ Messages OK?      Yes    No
Alternative Phone#: _______________________ Messages OK?      Yes    No        
By whom were you referred?_________________________________________________________
Email address: ___________________________  Messages OK via email?      Yes    No
Marital Status:  Single Married Committed Relationship Divorced Separated Widowed Other 

Emergency Contact

Name:_____________________________________  Relationship:_________________________

Phone #’s: Home____________________________  Alternative: ___________________________
 
Client’s Legal Guardian: _____________________________  Relationship to Client: ____________

Have you ever been in counseling before?   Yes    No 
If yes, when?___________________ For what?________________________________________
What brought you into counseling today:______________________________________________
______________________________________________________________________________
Do you have any current or past medical problems?     Yes    No
If yes, Please explain_______________________________________________________________
Have you ever had or currently have seizures?	    Yes    No			    
Are you currently taking psychotropic medication?      Yes    No
If yes, who is prescribing them for you?_________________________________________________

List medications: 		Type			 		Dosage
____________________	 	__________________
____________________	 	__________________
____________________	 	__________________


Are you a United States Veteran? Yes    No   If Yes, have you been in combat?  Yes    No
Do you have history of domestic violence?  Yes    No  
Do you have a history of sexual abuse? Yes    No
Do you have a history of sexual assault? Yes    No
Do you drink caffeinated beverages? Yes    No #_________per day
Do you smoke cigarettes? Yes    No   #_________per day
How much alcohol do you drink? #_________per day # per week _________
Do you use illicit drugs? Yes    No 
If yes, how often and what drugs do you use_____________________________________________
Have you a history of trying to stop using alcohol or drugs? Yes    No
If yes, please explain________________________________________________________________
If you have any other concerns please state below:________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
