Kate Meredith, LPC 
Family Background Information

If filling out on MS Word, use “Insert” key to avoid changing document format. 

Your name: Last____________________________ First____________________ MI______________
 Gender_____ Age _____ Birth date ___________    Social Security # _________________________

Street Address ______________________________________________________________________
City ______________________________________________ State________ Zip________________ 

Home Phone # _______________Cell # _________________OK to leave message? Yes __ No____ Occupation________________________Highest Academic Level completed ___________________
Religious preference_______________________   E-mail ​​​​                                                       _ Spouse’s name: Last_____________________________ First____________________ MI___________
 Age __________ Birth date _________________________

Street Address (if different)____________________________________________________________
City ______________________________________________ State________ Zip________________ 
Home Phone # _________________Business # _________________Occupation_________________
Highest Academic Level completed _____________________________________________________
Religious preference_________________________________________________________________ 
Marital status (check one) Single_____ Married _____ Separated _____ Divorced 
____Widowed____ 


Number of years married to current spouse: 

Number of previous marriages: Yourself_____ Spouse_____ 
Children living in your home:
	First & Last Name
	Gender
	Birth-date
	Age

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Children living outside your home:
	First & Last Name
	Gender
	Birth-date
	Age

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Other people living in your home:

	First & Last Name
	Gender
	Relationship
	Age

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Have you or any member of your immediate family ever had any type of previous counseling? 


Yes __ No __   Dates of previous counseling from ____________________to ___________________ 
Please briefly describe the nature of that counseling: _______________________________________
__________________________________________________________________________________

__________________________________________________________________________________

Have you or any member of your immediate family every seriously considered or attempted suicide? 

Yes __ No __ If so, please describe:_____________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
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Have your or any member of your family ever been hospitalized for a mental health condition? 

Yes __ No __ If so, please give dates and briefly describe: ______________________________________
______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________

When was the last time you drank an alcoholic beverage: Date 
________________Amount ____________ 

How many drinks do consume per week? ________ 

Have you or your spouse ever used illegal drugs? Yes ___ No ___ If so, please describe and give dates:

______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________
Are you presently, or have you ever been concerned about you or your spouse's drinking or drug use? 

Yes ___ No ___ If so, please describe: ______________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________
Have you or your spouse ever been arrested or convicted of a crime (other than parking or speeding tickets? Yes ___ No ___ If so, please describe and give dates: __________________________________

______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________
Are you or anyone in your family have a medical condition for which you are under the care of a doctor Yes ___ No ___ If so, please describe: ______________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________

______________________________________________________________________________________
What medications are you or your immediate family currently taking: _____________________________

______________________________________________________________________________________
______________________________________________________________________________________

Who referred your to me for counseling?_____________________________________________________
Medical Insurance Plan ____________________________Policy# ________________Group#______

Street Address __________________________________________________Phone#______________
City ______________________________________________ State________ Zip________________
At your request, insurance can be billed for services rendered. However, it is your responsibility to pay for sessions if insurance refuses the request.  It is recommended that you carefully examine your insurance policies to insure coverage.

I agree that the information on this form is accurate and complete. 

Signature _______________________________________________________Date _________________ 
Signature _______________________________________________________Date _________________ 
Therapist Signature _______________________________________________Date _________________
