[bookmark: _GoBack]Client Information:
Name: ____________________________________________________________________
Phone: ___________________________________________________________________
Can I leave a voice message at this/either number? Yes _____ No _______
Fax: ______________________ Email: __________________________________________
Address: __________________________________________________________________
City: _________________________ Zip: _________________________________________
May I mail to you at this address? Yes ______ No _______
May I email you at this email address? Yes _____ No ______
Who can I thank for referring you? ______________________________________________
Date of Birth: ____________________________ Sex: Male ______ Female _______
Others living in your home: ____________________________________________________
Employer: _________________________________________________________________
Position: __________________________________________________________________
How long have you been at this job? ____________________________________________
Highest level of education attained: _____________________________________________
List any significant health problems: _____________________________________________
List any medications you are presently taking and the dosage: __________________________________________________________________________
Have you ever been hospitalized: If yes, reason for hospitalization and date(s) 
__________________________________________________________________________
Have you ever experienced a head injury? Yes ____ No _____   If yes, when ____________
__________________________________________________________________________
Are you now, or have you ever been seen by a Mental Health Professional? 
Yes _____ No _____    If yes, when? ____________________________________________
Name of therapist: ___________________________________________________________
Brief description of issues worked on: ____________________________________________
__________________________________________________________________________
Have you ever been diagnosed with any mental illness (depression, anxiety ect) 
Yes _____ No ______ 
If yes, what is your diagnosis? _________________________________________________
When were you diagnosed? ___________________________________________________
Do you drink alcohol:  Yes _____ No _____    If yes, how many drinks:
________ day; ________ week; _______ months. 
Do you use drugs or have a history of drug use?  Yes _____ No _____
How often do you or did you use? ______ day; ______ week; ______ month.
Have you ever been physically abused? Yes _____ No ______ 
Have you ever been sexually abused? Yes _____ No _____
Who can be contacted in case of an emergency? __________________________________
Phone: _________________________ 
Relationship to you: __________________________




