	Date
	


CLIENT BACKGROUND INFORMATION
All information is confidential and will not be released without client's written permission except as required by law.

______________________________________________________________________________

Name                          


__________________________/____________________________/_____________________

Home Phone (message ok? YES /NO  )     Cell Phone (message ok?  YES/ NO)     Work Phone (message ok? YES /NO)

_____________________________________/______________________/_________/_________

ADDRESS:      Street                                       
     City           
              

  State                  ZIP     

________________________/________/__________________/





Date of Birth                           
 Age           
Gender

        
Ethnicity
________________________________________/_______________________/________________

Place of Birth



           

Highest Education Completed              School

Who referred you to this office for therapy?_________________________________________
EMERGENCY CONTACT:
_________________________________________________/___________________/_____________

Name                               



             
 

Relationship                           Phone

EMPLOYMENT:

Are you currently employed? ______________________________________________________________

What is your current position/ How long? _____________________________________________________
Who is your current employer?______________________________________________________________
MARITAL STATUS:   (circle)  Single   Married      Divorced    Widowed   Separated       Remarried

	
	Name
	Age
	School/Job

	Current Partner
	
	
	

	Significant Previous Partners
	
	
	

	
	
	
	

	Children
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


PREVIOUS MENTAL HEALTH TREATMENT:
___________________________________/_______________/___________/__________________

Previous / Current Therapist's Name      

Dates

Phone         

Address

_______________________________________________________________________________

Previous Mental Health Treatment  (provider, location)


Dates




_______________________________________________________________________________

Previous Mental Health Treatment (provider, location)


Dates

Have you had any psychiatric hospitalizations?                       YES_______      NO_______

	Hospital Name
	Location (City)
	Dates

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


FAMILY-RELATIONSHIP BACKGROUND:

Family of Origin 

	Relative
	Name
	Age Now or Deceased?
	If alive, where do they live?

	Father
	
	
	

	Mother
	
	
	

	Other Parents
	
	
	

	
	
	
	

	Siblings
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


During your childhood, did you live with any one other than your natural parents for any significant amount of time?            ( Yes  ( No

If yes, please give their names and relationship to you.

Name







Relationship

MILITARY SERVICE:       ( Yes  ( No         If yes,  please answer the following:

_________________________/____________________/__________________/___________________

Branch


             No. Years of Service
     Discharge Date            Discharge Status

_____________________________________/______________________________________________

Where served   (inside US or outside location)             Hazardous duty?               ( Yes  ( No

GENERAL HEALTH QUESTIONS

MEDICAL HISTORY:  

__________________________/________/_______________/______________/______/___________
YOUR PHYSICIAN:   Name            Phone            Address                         City              
State         ZIP     

Date of Last Exam:______________________     Significant findings, if  any:  ______________________

What non-prescription medications are you currently taking?______________________________________

What prescription medications are you currently taking? 

	Medication
	Dosage per day
	Reason for Taking
	Prescribed by

 (Dr.’s Name):
	Date Started
	Date Stopped

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Have you or a family member experienced any of  the following?  Please Check 

	
	You
	Family
	
	
	You
	Family
	
	
	You
	Family

	Heart Attack
	
	
	
	Physical Abuse
	
	
	
	Thyroid /Gland Problems
	
	

	Stroke
	
	
	
	Sexual Abuse
	
	
	
	Hypoglycemia
	
	

	High Blood Pressure
	
	
	
	Alcoholism
	
	
	
	Multiple Sclerosis
	
	

	Diabetes
	
	
	
	Drug Addiction
	
	
	
	Premenstrual Syndrome
	
	

	Cancer/Tumors
	
	
	
	Hospitalizations
	
	
	
	Death of Someone Close
	
	

	Epilepsy
	
	
	
	Mental Illness
	
	
	
	Breathing Problems/ Asthma
	
	

	Hepatitis
	
	
	
	Suicide
	
	
	
	
	
	


Comment on any of the above conditions that you feel need explanation here:

Names and addresses of all current Health Care Providers or Providers who have recently treated you for 

your present illness:

	Name
	Address
	Phone
	Type of Provider:

(primary care physician, surgeon, orthopedist, naturopath, psychiatrist, etc.)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please describe your current health problems: 

	Nature of allergy or  illness
	Date of first occurrence or treatment
	Treatment received
	Health care Providers

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


ADDITIONAL INFORMATION:
Please list any other additional information you think will be helpful (below or on the back of this page).
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1

