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Client Information Form 

Today's date: ____________________________

Client Identification
Client name: ________________________________________________   
 Age: ________

Date of Birth: ___________________________      
Referral: How did you find out about me? ________________________   

Primary Care Physician: 

Clinic/doctor's name: __________________________________________ Phone: ______________________

Address: ________________________________________________________________________________

Approx. date you last saw PCP: ____________________________      Next appt. _______________________
Current employer:
Employer:  ________________________________        How long have you worked here?: ________________
Job title:  ________________________________________________________________________

Education (highest level):____________________________________________________________
Previous mental health or substance abuse treatment: (Include approx.dates, name of therapist/psychiatrist)
Previous hospitalizations: (Include approx.dates, name of hospital, reason for admission)
Current/past psychotropic medication:  (Include meds, dosages, when started, and who prescribed)
Medical/health conditions:
Family history of mental health problems:
Marital or relationship history: (Include dates of marriage/divorce, names and ages of partners)
Children: 
                  Name                
      Age        Sex         Describe current relationship/difficulties
_______________________________   ______   ______   ________________________________________  

_______________________________   ______   ______   ________________________________________

_______________________________   ______   ______   ________________________________________  

_______________________________   ______   ______   _________________________________________  

_______________________________   ______   ______   _________________________________________  

Reason for seeking therapy:

 --What is the main reason you made the appointment to see me?  Why now?

--What do you hope to achieve by being in therapy?

--Are you currently feeling suicidal or homicidal?  ____No   ____Yes

