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Confidential Client Questionnaire 

 
Today's Date _____/______/____  

Demographics 

Name _______________________________________________________________Date of Birth _____/______/____  

Address _________________________________________________________________________________________ 
             street                                                     city                      state               zip      

Primary Phone      ( ______ ) _______ - __________     □ Cell   □ Home  □ Work      OK to leave a message?   Y   N 

Secondary Phone ( ______ ) _______ - __________     □ Cell   □ Home  □ Work      OK to leave a message?   Y   N 

Email (please print clearly) ___________________________________________________________________________ 

 
Relationships 

Relationship status (check all that apply):     

□ single   □ dating   □ engaged   □ committed relationship   □ married    □ separated    □ divorced   

 spouse/partner name______________________  age _____   occupation _____________________________ 

Please list any children either you or your spouse/partner have:  

Name (first only)                                  Gender        Age              Relationship to you                            Live with you?  

__________________________     _______    _______        ________________________             □ Y   □ N   

__________________________     _______    _______        ________________________             □ Y   □ N   

__________________________     _______    _______        ________________________             □ Y   □ N    

__________________________     _______    _______        ________________________             □ Y   □ N    

 
Please describe your relationships with the following people in your life: 

Partner:   □ close   □ somewhat close   □ distant   □ conflicted _________________________________  

Children:    □ close   □ somewhat close   □ distant   □ conflicted _________________________________ 

Mother:   □ close   □ somewhat close   □ distant   □ conflicted _________________________________ 

Father:    □ close   □ somewhat close   □ distant   □ conflicted _________________________________ 

Siblings:      □ close   □ somewhat close   □ distant   □ conflicted _________________________________ 

Friends:  □ close   □ somewhat close   □ distant   □ conflicted _________________________________ 

Co-workers: □ close   □ somewhat close   □ distant   □ conflicted _________________________________ 
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Therapeutic History 

Describe any previous therapy you have participated in: ____________________________________________________ 

 _________________________________________________________________________________________________ 

Describe any hospitalizations you’ve had for mental health issues: ___________________________________________  

_________________________________________________________________________________________________    

If any family members have been treated for mental health issues, please describe: _____________________________ 

_________________________________________________________________________________________________    

Describe any substance abuse/addiction treatment you’ve had: _____________________________________________ 

_________________________________________________________________________________________________    

List any medications for mental health or addiction issues you are currently taking:  _____________________________  

 ________________________________________________________________________________________________ 

Prescribing physician (name, address, phone):________________________________________________________ 

__________________________________________________________________________________________   

Are there any other health concerns you feel are impacting your mental health:  _______________________________ 

 ________________________________________________________________________________________________ 

 

How Can Counseling Be of Help? 

Tell me what brings you here today: ____________________________________________________________________   

 ________________________________________________________________________________________________  

Tell me about any significant loss or trauma you’ve experienced (recent or past):_______________________________ 

________________________________________________________________________________________________ 

Tell me what your most important therapeutic goals are: _________________________________________________   

_______________________________________________________________________________________________   

Are you currently experiencing any suicidal thoughts or feelings? □ Y   □ N 

Are you currently experiencing any homicidal or violent thoughts or feelings, or anger-control problems? □ Y   □ N    

Are you concerned for your safety for any reason?  □ Y   □ N   

If you answered yes to any question above, please explain: _________________________________________________ 

_________________________________________________________________________________________________  
 

Emergency contact person (name, relationship, phone, address) ______________________________________________ 

_________________________________________________________________________________________________ 


