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Name:			Age:			Date:		
Name of parent/guardian if under 18 years of age: 	

Address: 	
City: 	 	State: 		Zip Code: 	

Home Phone:			May we leave a message?  Yes  No
Cell Phone:			May we leave a message?  Yes  No
E-mail: 		*Email correspondence is not considered to be a confidential medium of communication.
Physical History
General Health: (please circle)	Poor	Unsatisfactory	Satisfactory	Good	Very good

Are you now under a doctor’s care?  Yes  No	If yes, name of doctor: 	

Reason for doctor’s care: 	

Are you taking any medication?  Yes  No 	If yes, what kind? 	

Reason for medication: 		Last medical examination: 	

Have you ever been hospitalized for a physical illness?  Yes  No 	Describe: 	
	
	

Have you ever been hospitalized for a mental illness?  Yes  No 	Describe: 	
	
	

Any recent major illnesses or surgeries? 	

Any recurrent or chronic conditions or pain? 	
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Do you smoke:  Yes  No  Do you take drugs?  Yes  No  If yes, what kind? 	

Do you drink?  Yes  No  If so, how much? 	

How would you rate your current sleeping habits? (please circle)
Poor	Unsatisfactory	Satisfactory	Good	Very good
Please list any specific sleep problems you are currently experiencing: 	
How many times per week do you generally exercise? 	
What types of exercise to you participate in? 	
Please list any difficulties you experience with your appetite or eating patterns: 	
	
Are you currently experiencing overwhelming sadness, grief, or depression?  Yes  No
If yes, for approximately how long? 	
Are you currently experiencing anxiety, panic attacks, or have any phobias?  Yes  No
If yes, when did you begin experiencing this? 	
Have you had any previous therapy/counseling?  Yes  No  
If yes, name of practitioner: 	
If yes, describe, when, where, how long, and what for: 	
	
	
Occupational History
Occupation: 	  How long? 	

If presently unemployed, describe the situation: 	
	
Are you satisfied with your current work situation? Is there anything stressful about your work? 
	
	
What is your highest level of education: 	

Family Systems Information
Where were you born? 	  How long did you live there? 	
Ethnic Identity: 	  Sexual Identity: 	
Is your father deceased?    Yes  No	 
If so, what year? 	  Your age at the time: 	  Cause of death 	
If living, where does he reside? 	  Is/was the relationship positive?  Yes  No  
Is your mother deceased?   Yes  No   
If so, what year? 	  Your age at the time: 	  Cause of death 	
If living, where does she reside? 	  Is/was the relationship positive?  Yes  No  
Did your parents divorce?   Yes  No	 If yes, what year? 		Your age? 	
Do or did you have any step-parents?  Yes  No 
If yes, describe when and your relationship with him/her: 	
	
If reared by someone other than your biological parents, describe the situation:
	
	
Do you have any siblings?  Yes  No   Complete the items below for each sibling and yourself; circle your place in the family.  If a sibling is deceased, put an X in the blank for age.
#1  Male  Female	Age: 		#2  Male  Female  Age: 		#3  Male  Female  Age: 	
#4  Male  Female	Age: 		#5  Male  Female  Age: 		#6  Male  Female  Age: 	
Is there a family history of any of the following?  If yes, please indicate the family member’s relationship to you in the space provided (father, grandmother, cousin, self, etc.)
ADD/ADHD	 Yes  No		
Alcohol/Substance Abuse	 Yes  No		
Anxiety	 Yes  No		
Bipolar Disorder	 Yes  No		
Depression	 Yes  No		
Domestic Violence	 Yes  No		
Eating Disorders/Obesity	 Yes  No		
Obsessive Compulsive Behavior	 Yes  No		
Schizophrenia	 Yes  No		
Sexual Abuse	 Yes  No		
Suicide Attempts 	 Yes  No		
Other Disorders	 Yes  No		
Are you currently in a romantic relationship?  Yes  No	If yes, for how long? 	
What is the nature of your relationship?(circle)	Dating	Engaged	Domestic Partners 	Married
On a scale of 1-10, how would you rate your relationship? 		
Number of marriages & length: 	 	Domestic partnerships & length:  	
Do you have any children?  Yes  No	If yes, complete the items below for each child:
#1  Male  Female	Age: 		#2  Male  Female  Age: 		#3  Male  Female  Age: 	
#4  Male  Female	Age: 		#5  Male  Female  Age: 		#6  Male  Female  Age: 	
Tell anything else about your family you think would be helpful for me, as your therapist, to know:
	
	
	
Spiritual History

Religious upbringing: 	  Present Affiliation: 	

Is this an important part of your life?  Yes  No 
Why or why not? 	
	
Emotional Status

Are you currently or have you recently been experiencing strong emotions?  Yes  No 
If yes, please describe: 	
	
Do you make decisions based on your emotions?  Yes  No	How well does this work for you?
	
	
Did you have what you would consider to be childhood and/or other traumas?  Yes  No  
If yes, please describe: 	
	
	
Have you been treated for emotional disturbances?  Yes  No   If yes, when? 	
Have you been experiencing any hallucinations?  Yes  No	If yes, describe: 	
	
Have you had any thoughts of suicide?  Yes  No 	If so, when? 	
	
Are you having any suicidal thoughts currently?  Yes  No	If so, do you have a plan?  Yes  No
Please describe your plan: 	
	
Are you often impulsive?  Yes  No	Is it usually difficult for you to focus on tasks?  Yes  No 
Do you have an explosive temper?  Yes  No	Do you prefer taking risks?  Yes  No
Are you comfortable in groups?  Yes  No 	Are you frequently distrustful of others?  Yes  No	
Do you make friends easily?  Yes  No	Do you have stable friendships?  Yes  No
Do you find it difficult to relate to others because they do not understand you?  Yes  No
If yes, please describe: 	
Are you easily able to sway others?  Yes  No	Have been told you exaggerate?  Yes  No	
Do you keep your promises?  Yes  No	Do you hate being the center of attention?  Yes  No
Is admiration from others important?  Yes  No	Are you likely to show emotion?  Yes  No
Do you like making lists, schedules, etc.?  Yes  No	Do call yourself a workaholic?  Yes  No
Are you set in your ways?  Yes  No	Do you worry about being criticized?  Yes  No
Do you have difficulty making decisions?  Yes  No	Do you dislike being alone?  Yes  No
Compared to others do you feel you are mostly: (circle one) 	Superior	Equal	Inferior
Do you enjoy learning new things?  Yes  No	Do you find it easy to relax?  Yes  No
Do you have any hobbies?  Yes  No	If so, what? 	
	
Are you overall satisfied with your life?  Yes  No
Present Situation

What do you consider to be some of your strengths? 	
	
What do you consider to be some of your weaknesses? 	
	
Describe your general disposition in a few words: 	
	
[bookmark: _GoBack]Please state why you decided to come for counseling/therapy: 	
	
	
How long has this been a problem for you? 	
	
	
What do you hope to achieve with therapy? 	
	
	
	


Personal Agreements

I understand that I may be asked to do certain “homework exercises” such as reading, changing behaviors, and otherwise acting in my own best interest. I understand that I am entirely responsible for my own actions and I will always make my own final decisions regarding counseling.

I further understand that much of the work done will be to resolve issues and will depend on my honesty, and willingness to do the things I need to do to move forward even if it is painful and difficult.


			
Client signature 		Date
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