Christopher Stephens, LCSW

1201 Raleigh Rd. Suite 202

Chapel Hill, NC 27517

 (919) 619-6418

New Client Information










Date: 
__________________

Client Name: 

___________________________________
SSN:
__________________

Current Address:
___________________________________




___________________________________

Permanent Address:
___________________________________




___________________________________








OK to call?

OK to leave message?

Home Phone:

__________________
  Yes  /  No

  Yes  /  No

Work Phone: 

__________________
  Yes  /  No

  Yes  /  No

Cell Phone: 

__________________
  Yes  /  No

  Yes  /  No

Emergency Contact


Name:

_____________________________  Phone: _______________________


Relationship to client:
_____________________________________________________

Primary Care Physician:
_______________________  Phone:
_______________________

Date of Birth:

________________


Age:
_______________________

Gender:

________________
Relationship Status:
_______________________

Occupation:

_____________________
    Employer:
_______________________ 

Please list other persons living in your household and their relationship to client:

_____________________________________________________________________________

_____________________________________________________________________________

Who referred you or how did you learn about this practice? _____________________________

May I thank the person who referred you to me?

Yes  /  No

1. Please describe your reason(s) for seeking treatment at this time.  If there is a particular event which triggered your decision to seek treatment now, please list the event:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

2. Please indicate how the issue(s) for which you are seeking treatment are affecting the following areas of your life:

	
	No

effect
	Little effect
	Some effect
	Much effect
	Significant

effect
	Not applicable

	Marriage/relationship
	1
	2
	3
	4
	5
	N/A

	Family
	1
	2
	3
	4
	5
	N/A

	Job/school performance
	1
	2
	3
	4
	5
	N/A

	Friendships
	1
	2
	3
	4
	5
	N/A

	Financial situation
	1
	2
	3
	4
	5
	N/A

	Physical health
	1
	2
	3
	4
	5
	N/A

	Anxiety level/nerves
	1
	2
	3
	4
	5
	N/A

	Mood
	1
	2
	3
	4
	5
	N/A

	Sleeping habits
	1
	2
	3
	4
	5
	N/A

	Sexual functioning
	1
	2
	3
	4
	5
	N/A

	Alcohol/drug usage
	1
	2
	3
	4
	5
	N/A

	Ability to concentrate
	1
	2
	3
	4
	5
	N/A

	Ability to control your temper
	1
	2
	3
	4
	5
	N/A


3. What result(s) do you expect from treatment?

______________________________________________________________________

______________________________________________________________________

4. Have you ever received mental health treatment before?  If so, please list dates, provider name, and the issue for which treatment was sought:

______________________________________________________________________

______________________________________________________________________

5. Please list any medications you are taking and the conditions for which you take them:

______________________________________________________________________

______________________________________________________________________

6. Please list any court involvement or pending charges:

______________________________________________________________________

______________________________________________________________________

	_______________________________________

Signature of client


	_______________

Date
	________________________________________

Printed name



	_______________________________________

Signature of parent/guardian


	________________

Date
	________________________________________

Printed name and relationship




