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CONFIDENTIAL

CLIENT INFORMATION & CONSULTING AGREEMENT

Date:    /      /

Last Name:





 First Name:

Address:

City:

State: 





Zip:

Day Phone:


   Cell: 


   Evening Phone:

Messages okay? Yes No      Messages okay? Yes No    Messages okay? Yes No

Do you receive text messages? Yes   No

Birth date: 




Age:

Marital Status:

If married, how many years?

If previously married, please specify how many times and the duration of each marriage?
Do you have children? YES NO
If YES please specify how many ____, age and sex:
Are all your children from your present marriage? YES NO Please summarize briefly.

Current occupation?

Company Name?

Emergency contact: Name: 
                  Phone: 


Relationship:

What specific problem or issue brings you to this appointment today? Please summarize briefly.

Are you presently under your Doctor’s supervision? YES NO

If YES, please specify:

Please list any medications you are currently taking.

Have you been hospitalized or received outpatient treatment any time during the last three years?

Following is a list of common obstacles which often lead people to seek professional assistance. Please check

those you feel may apply to you or add any that may have been missed.

__ Anxiety


__ Communication 

__ Self Esteem

__ Depression 
 
__ Addictions 

__ Eating Problems

__ Insomnia

 
__ Alcohol


__ Weight Control

__ Stress/Tension
 
__ Smoking 


__ Personal Image

__ Abortion 


__ Gambling    

__ Grief

__ Work Problems 

__ Drugs


__ Emotional Pain

__ Relationships
 
__ Sexuality 


 __ Physical Pain

__ Guilt Feelings

__ Panic Attacks 

 __ Shyness

__ Lack Motivation 

__ Emotional Upset

 __ Phobias (Please Specify) 











__Suicide Attempts 

__ Suicidal Thoughts 
 __ Sexual/Physical Abuse

Other: _________________________________

Do you have a family history of:

__ Alcoholism


      

__ Depression or other emotional problems

__ Substance abuse or drug addiction 
__ History of physical or sexual abuse

__ Suicide or any attempts


__ Psychotic Disorders

If you smoke, how much do you consume on a daily basis?

If you use alcohol, what form and how much do you consume in an average week?

Please describe your eating habits (i.e. preferred foods, and regularity of eating).

If you use illicit drugs, please specify what type, and how much you consume in an average week?

Have you ever received counseling? If yes, how long did you continue with counseling?

Do you feel it helped you?

What are your religious or spiritual beliefs?

What do you expect to achieve through therapy?
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