Client Information




Today’s Date:
Name:____________________________________________________________________________
                                   (First)                            (Middle)                               (Last)

Actual Address :________________________________________________________________
Town__________________________  State & Zip_____________________________________
Telephone number (s):
·  Home _____________________________   
·  Cell _______________________________   
· Work______________________________
P.O. Box Address:___________________________________________________________________

Referred by:                                            
    Social Security Number:






Date of Birth:
Emergency  Contact Name & Telephone no.:

Pharmacy Name / Location/  Telephone Number:

· CVS & location
· Stop n Shop & location/tel.
· Rite Aide & location/tel.
· Express Scripts and location/tel.
· Other-Name & location/tel.
Marital Status & no. of times if other than single & present living relationship status:
· Single 
· Married 
· Widowed

·  Separated

· Divorced 
· Living with

Family make up:  Please list names, ages

· Children, biologic
· Stepchildren,

· Adopted children

· Grandchildren

· Pets
· Children, non-biologic

Client name:
Work Information/type: 

· Full time 
· Part-time

·  Self Employed
· Retired 
· Unemployed
· Disabled
· Volunteering
· Student/Grade:______
·  If student, average grades_____

Health Providers, names, addresses, telephone numbers.
· Dr.
· Dr.

· Dr.

List your medical problems:

Any history of head injuries 
· Yes.   Explain type:

· No
Name present medication /herbal/naturopathic/vitamins with dosages:
List all past and present psychotherapeutic (mind) medications & their effects:
Client name:

Drug Allergies & Environmental allergies: 
· None known
· Allergy(ies)list
In Patient Mental Health History with places and dates:

· Past psychiatric hospitalizations
· Substance abuse Hospitalizations
· None
Outpatient Mental Health History with places and dates:

· Counseling (last 2 locations)
· Substance abuse treatment

· Psychopharmacology
· Day Treatment 

· Group Treatment

· Clubhouse

· AA/NA
I am seeking 
· Psychotherapy 
· Medication
·  Other 
I have
· A psychotherapist/counselor (name and telephone number):
· No therapist
Exercise: 

· Regularly____ times a week for ______.   
· Type of exercise:          

· Exercise erratically ____times a week. 
· Type of exercise:____________            

· Don’t exercise______ 
· Spend much of my free time exercising & the most time in a session_______
Client name:

Alcohol/Drugs (drugs include street and prescription drugs)/Gambling
· Past problems with alcohol
· Time in present recovery (months/yrs):
· Present problems with alcohol
· Last alcoholic drink was _____________________ 
· Amount of alcohol in one sitting_____
· Past problems with drugs______ 
· Present problems with drugs______
· Last drug use was ________________
· You feel you should cut down on your drinking &/or drugging
· Annoyed by someone saying you should cut down on your drinking &/or drugging
· Feel guilty about drinking &/or drugging
· Need a drink&/or in the morning when wake up
·  Active in NA__ or AA__or GA__ 
· I have a sponsor 
· Gambling has or is interfering with my daily life
· I compulsively shop or spend money

· I hoard objects
· Past or present loss of license due to driving under the influence
Nicotine/Caffeine:     

· I smoke____ Packs per day______  for______yrs.
· Quit smoking _____yrs ago & smoked for ____yrs. _______packs per day

· Average cup number of caffeinated drinks per day  (coffee,chocolate,cocoa containing products per a day)
·  I am interested in smoking cessation 
Sleep: 

· I sleep _____ hrs/night

· Sleep is  uninterrupted
· Sleep is  interrupted
· Difficulty falling asleep  
· Difficulty staying asleep. & or early awakenings  
· Sleeping too much (___hrs/day & night). 
· Nightmares 
· Sleepwalking
· Night terrors 
· Bedwetting 
· Snoring

·  A bed partner mentions I stop breathing when I sleep

· Restless legs bother me when in bed

Client name:

Nutrition:
· Height:

· Wt.: ________lbs/inches
· Appetite: none __poor ___average ___large__   
· Not eating 
· Binging 
· Forced vomiting
· Drinking too many fluids
· Use of laxatives
·  Meals per day _______
· Snacks per day____
· Length of time nutrition has been a problem:_______
· Recent wt loss -_________lbs. 
· Recent weight gain:_____lbs. 
· If anorexic,what is the least you have weighed in the past 5 years:____.
·  If bulimic what is the least you have weighed in 5 years_____what is the most______
Suicide/self injury/abuse: 

· Attempted suicide.  Number of attempts:____

· Suicide method(s) you have tried?

· Deliberately physically injured  myself.  Ways:
· Entertained thoughts of actively physically injuring someone recently
· Attempted to kill someone 
· Physically injured someone in the past
· Thrown objects or destroyed property when angry
· I have a short fuse
Thoughts: 

· See things other people don’t seem to see. 
· Hear things other people don’t seem to hear.  
· My thoughts race. 
· Can’t focus.
· Get easily distracted.

· Obsess about certain things and can’t seem to stop the process. 
·  Worry constantly. 
· Have unrealistic fears of certain things.

· Have flashbacks of traumatic events: 
· Other (briefly describe below):

Client name:

Sexual 
· Sexually active
· Have no sexual interest
· Have sexual problems
Education 

· Grade school   
· High School 
· GED 
· Associate’s Degree 
· Trade School
· Bachelor’s Degree  
· Master’s Degree 
· Doctor’s Degree
· Certificate of Advanced Graduate Study  

·  Other:
Abuse History
· History of physical abuse
· History of sexual abuse   
· History of rape

Lifestyle
· Hobbies/Interests:
· Military duty
· Strengths (list): 

Legal Issues
· History of jail incarceration
· Present legal problem(s). Describe: 

· Any past legal problems/Describe:

