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Shyn Childress, M.A., M.S., M.A.
Shyn Childress, Professional Counselor Associate


Welcome to the office. Please complete the following questionnaire. 
CLIENT INFORMATION
Full Name______________________________________________ Today's Date______________ Address _________________________________________________________________________
City ____________________________________________________ Zip ____________________ 
(Please indicate your preferred contact number with a √) 
Phone: Home____________________ Work ___________________ Cell ___________________ 
Email ______________________________________@___________________________________
Age __________ 
Birth Date ___________________________ 
Religious Preference: ____________________________________________ Active/ Inactive 
Relationship Status: Single Married/Partnered Separated/Divorced Widowed 



ADULT INFORMATION QUESTIONNAIRE
Name of person to contact in case of emergency _________________________________________
Address ______________________________________ Phone _____________________________
Have you ever received psychiatric or psychological help of any kind before? yes no
Therapist Dates Purpose Was it helpful?
_____________________________________________________________________ yes / no
_____________________________________________________________________ yes / no
_____________________________________________________________________ yes / no
_____________________________________________________________________ yes / no
Who is your primary care physician?__________________________________________________
This is for the purpose of coordinating treatment. May I notify your physician about the issues for which you are seeking psychotherapy? Yes / no Please initial ____________
List major health concerns for which you are currently receiving treatment:
________________________________________________________________________________
________________________________________________________________________________
Allergies or adverse reactions to medication or treatment: _________________________________
________________________________________________________________________________
List any medications you are currently taking:
Name of medication Dosage Frequency Prescribed by Start Date
______________________ _________ _________ ______________ ____________
______________________ _________ _________ ______________ ____________
______________________ _________ _________ ______________ ____________
______________________ _________ _________ ______________ ____________
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