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Confidential Client Information









Date of Initial Appointment:______________________________


Client’s Full Name_______________________________________________________________________________________________________
Address

_______________________________________________________________________________________________________

City ____________________________________

State _______________
Zip __________________

Phone (Main)
_____________________________________
Phone (Other)___________________________________________________
Email Address 
________________________________________________________________________________________________________
Date of Birth 
____________________
Age ____________      
Gender     F     M

Ethnicity________________________
If client is an adult, please complete the following information:

Occupation 
_____________________________________

Highest Level of Education _______________________________
Marital Status
_____ Single
_____ Married
_____
Partner/Significant Other
_____ Divorced
_____ Separated
  

Spouse/Significant Other/Partner’s Name ________________________________________________________________________________

Quality of your relationship/partnership: ______________________________________________________________________________
Is your spouse supportive of you seeking counseling?  ______________________________________________________________________
Do you have children? _______
Names and Ages  ______________________________________________________________________
If client is a child, please complete the following information:

Name of Parent(s) or Guardian(s)  __________________________________________________  
Phone _________________________
Name of Noncustodial/Other Parent ________________________________________________ 
Phone _________________________
Names of Siblings _____________________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​__________________________________________________________________
    
Others in the House? ____________________________________________________________________________________________________
Child’s relationships and behavior at home: ____________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________
Child’s relationship with Other Parent/Guardian: __________________________________________________________________________
Is the Other Parent/Guardian aware of and supportive of counseling? ________________________________________________________
Child’s School and Grade Level  __________________________________________________________________________________________
_______________________________________________________________________________________________________________________Child’s School Performance/Behavior_________________________________________________________________________ _______________________________________________________________________________________________________________________
Emergency Information:  In case of emergency, please contact:
Name  





      Relationship
    

   
Phone ________________________
Referral Source:

How did you hear of our clinic (or from whom?) ___________________________________________________________________________
If from another person, check here _______ if it is ok for me to contact that person/referral source to thank them for their referral.  



Confidential Client Information, Page 2 –  Client Name: ___________________________________
Please complete the following information regarding the person who is seeking services:

Medical History:

Please list any major health problems, allergies, significant injuries, and history of head injury or chronic illnesses: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any prescription or nonprescription medicines taken regularly:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Counseling History:

Have you previously seen a counselor/therapist/psychologist/psychiatrist?  ____________________________________________________
If Yes, what was helpful or unhelpful about that experience? _________________________________________________________________
Briefly describe why you are seeking therapy: ______________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How long have these concerns been causing you distress? ____________________________________________________________________
How do you hope counseling will help?  ____________________________________________________________________________________
________________________________________________________________________________________________________________________

Please list anything else you feel that is important for us to know:  ___________________________________________________________ ________________________________________________________________________________________________________________________
Please check any of the following difficulties that apply to the person seeking services:

	( Abuse/Neglect

( Acting Out
( Alcohol/Drug Use

( Anger/Temper Issues

( Anxiety, Worry
( Bipolar
( Career Problems
( Concentration Issues
( Depression

( Divorce/Separation

( Eating Problems/Disorder

( Family Conflicts/Dysfunction

( Financial Difficulties
	( Health Problems

( Hyperactivity

( Insomnia/Sleep Difficulties

( Irritability

( Legal Issues

( Loneliness

( Low Self Esteem

( Memory Problems
( Nightmares

( Panic
( Parenting Issues
( Psychosis
( PTSD 

	( Relationship Difficulties

( School problems/Poor Grades

( Self Control
( Sexual Problems or Sexuality Issues

( Shyness

( Social Skills Deficits



( Stress

( Suicidal Thoughts or Actions

( Thoughts of Hurting Others

( Trauma History

( Truancy



( Weight Gain/Loss

( Other: _______________________


