
Basic information

Client Name: ________________________________________________________ DOB: ________________________________

Address: _________________________________________________________________________________________________________ 

How do you identify your race and ethnicity? _________________________________________________________________________ 

Is there anything about your gender identity or sexual orientation that you would like the therapist to know?

_________________________________________________________________________________________________________________ 

Relationship status: _______________________________________________________________________________________________

Contact Information

Emergency Contact:  Name: _____________________________________________________________________________________________ 

Relationship to you: _________________________________________________________ Phone: ________________________________ 

Your contact information:

Medical Information:

Overall, how would you describe your physical health? _________________________________________________________________

Date of your most recent physical exam: _____________________________________________________________________________

Please list any known drug, environmental, or other allergies: __________________________________________________________

_________________________________________________________________________________________________________________

Please list any ongoing medical conditions that you are experiencing that may be relevant to your mental health treatment and/
or important information to share in the case of a medical emergency:

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Have you experienced a medical or mental health hospitalization in the past two years?  ____ Yes ____ No
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Are there others involved in your medical or mental health care who would be helpful for me to communicate with to enhance your care, such as 
a primary care physician, psychiatrist, or medical specialist?

Please list any medications that you may be taking for medical and mental health conditions:

Your experience of therapy:

Overall, how would you describe your mental health? __________________________________________________________________

_________________________________________________________________________________________________________________

Have you seen a therapist before?  If so, when was the last time you were in treatment?  Who was the provider?

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

What are your goals for therapy? ___________________________________________________________________________________

_________________________________________________________________________________________________________________

Signature: _____________________________________________________________ Date: ________________________________

Printed Name: _________________________________________________________

If not signed by client, relationship to client: _________________________________________________________________________

Name Role Phone number

Medication Dose and Frequency Prescribed by

April 5, 2021
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