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                                  CLIENT INFORMATION FORM

          Date: ________________

Client Name: _________________________________________________________________________________ 

Age: _______________ Birth Date: _____________  Gender:  Male or Female

Marital Status: __________________  If Married, How long? ______________________________________

Children? Yes or No If yes, what are their names and ages: ______________________________________

_____________________________________________________________________________________________

Name of Spouse/Partner: ____________________  If divorced, how long? ______________________________

Address: _________________________   City: _________________________  Zip Code:__________________ 

Home phone #: __________________   Work phone #: _____________________________________________

Cell phone #: _____________________   e-mail: ___________________________________________________

Occupation: __________________________  Employer: __________________________________________________

Referred by: _________________________________________________________________________________

Billing Information

Person responsible for payment: ________________________________________________________________

Home address (if different from above): __________________________________________________________

City: ______________________________     Zip Code: ______________________________________________

Medical Information/History

Please list any medical issues and when diagnosed: ____________________________________________________

_________________________________________________________________________________________________

______________________________________________________________________________________________

Do you smoke?________________ If yes, how much: _______________________________________________

Do you drink? _________________  If yes, how much: _______________________________________________

Current medications/dosages/Date prescribed: ________________________________________________________

______________________________________________________________________________________________

Name of Physician: ________________________________Phone number: _______________________________
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Mental Health History

Psychotherapy:  Current ______________________________________  Past ____________________________ 

Dates _______________________________

Name of therapist(s): ___________________________________________________________________________

Current Concerns

Anxiety                    Depression                  ADD/ADHD              Learning Issues            Career Issues   

Workplace Issues           Relationship/Marital Issues               Family Issues           Parenting Issues

Other: _______________________________________________________________________________________

_____________________________________________________________________________________________

Goals of Treatment/Consultation

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
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