
Confidential Client Information and Financial Data

Welcome to my practice.  Please fill in these forms as completely as possible. Your cooperation in completing these questions will be helpful in planning services for you.  Please print clearly.   Thank you. 

Today’s Date_______________

CLIENT INFORMATION

Client Name __________________________________________ DOB_____/_____/_____ Age_______ Gender______

Mailing Address___________________________________ City____________________State________Zip__________

Physical Address __________________________________ City____________________State________Zip__________

Home Phone # (____)______________  Work Phone # (____)______________  Cell Phone # (____)________________

SSN_____________________ Driver’s License #_______________________ Place of Birth ______________________

Religious Background _____________________________  Current Religion ___________________________________

Emergency Contact Name________________________ Relationship to you____________ Phone # (____)___________

EMPLOYMENT INFORMATION

Employment Status: ___Full-time  ___Part-time  ___Retired  ___Disabled  ___Student  ___Not Working Outside Home


Occupation _____________________________ Length of Time at Present Job ________  Satisfaction _______________

Employer’s Name ___________________________  Phone # (_____)_____________  Location ___________________

EDUCATIONAL INFORMATION

Current Educational Status: ___ No longer in School  ___ Full-time Student  ___ Part-time Student  ____ Planning to go

If Student, Permanent/Parent’s Address_________________________City_________________State____Zip__________

Name/Location of School  ____________________________________  Field of Study ___________________________  

Number of Years _______________  Highest Degree/Date Obtained __________________  Satisfaction _____________

INFORMATION ON SPOUSE/PARTNER AND CHILDREN

Marital Status: __Single ___Engaged ___Married ___Separated ___Divorced ___Committed ___Remarried ___Widowed

Spouse's/Partner’s Name ________________________ DOB___/___/___  Age _____  Occupation __________________

Quality of Relationship ________________________  # Years Together_____________  # Years Married____________

Children (please list name/gender/age)   ____________________   _____________________   ____________________ _____________________   _____________________   Quality of Relationship__________________________________

REFERRAL INFORMATION

Referring Physician ____________________________  Phone # (____)_______________  May I Thank Them? _______

Other Referral Source:  _______ Insurance Co.  _______ Previous Client (Name ________________________________)

Phone Book  _______    Internet site: ______________________ Other: _______________________________________

BILLING/INSURANCE INFORMATION

Person Financially Responsible ____________________________  Relationship to Client _________________________

Mailing Address___________________________________ City____________________State________Zip__________

Home Phone # (____)______________  Work Phone # (____)______________  Cell Phone # (____)________________

Insurance Subscriber's Name _____________________________________ DOB____/_____/_____  Gender_________

Employer’s Name_______________________________________________  Employer’s Phone (____)______________

Client’s Relationship to Insured ________Self  ________Spouse  ________Child  ________Other (_________________)

Plan/Program Name______________________________________________Verify Claims At (_____)_______________ ID#  or SS# _________________________  Policy/Group #_____________________  Date Effective _______________

Mail Claims To______________________________________City______________________State______Zip_________

Confidential Clinical Information

Presenting Problem

Please describe any current problems/issues that you are having that have resulted in your seeking help at this time. ____________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

What do you believe are the most important factors/triggers that have precipitated or caused your problem(s)?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When did you first notice these problems? _______________________________________________________________ 

Please check any of the following problems or issues that pertain to you:

__Abuse (Physical, Emotional)
__Dementia/Alzheimer’s

__Health/Medical Problems

__Nervousness

__Abuse (Sexual, Rape)

__Depression/Sadness

__Hopelessness/Helplessness

__Nightmares

__Abuse (Spousal)


__Difficulty Trusting

__Impulse Control Problems

__Obesity

__Adjustment to Injury

__Divorce/Separation

__Intellectual Problems

__Obsession/Compulsions

__Adjustment to Diagnosis

__Easily Agitated


__Infertility/Miscarriage

__Panic Attacks

__Adjustment to Aging

__Eating Disorders


__Inferiority Feelings

__Pre-Menstrual Symptoms

__Anger/Aggression

__Educational Problems

__Insomnia/Sleep Problems

__Racing Thoughts

__Anxiety/Worry


__Excessive Behaviors

__Irritability


__Separation Anxiety

__Attention/Concentration 

     (spending, gambling, sex)

__Legal Matters


__Sexual Problems

__Bereavement/Grief/Loss

__Excessive Drug/Alcohol Use
__Lifestyle Management 

__Social Anxiety/Shyness

__Cannot Relax


__Excessive Prescription Use

     (smoking, eating, exercise)
__Social Withdrawal

__Children/Parenting

__Fears/Phobias


__Loneliness


__Stomach/Digestive/GI  

__Chronic Fatigue


__Fibromyalgia


__Low Self-Esteem


__Stress

__Chronic Pain/Disability

__Financial Problems

__Making Decisions

__Suicidal Thoughts

__Compliance with Doctors

__Flashbacks


__Marriage/Family Relationships
__Weight/Body Image

__Confusion


__Hallucinations/Delusions

__Memory Problems

__ ____________________

__Custody Issues


__Headaches


__Menopause Symptoms

__ ____________________

Previous Mental Health Treatment

Have you ever been treated for any behavioral, emotional, or psychiatric problems on an outpatient basis? (Yes / No) 

Name of doctor/therapist______________________________________________________________________________ 

Location____________________________________________________________ Phone_________________________ Type of Treatment ___________________________ Length of Treatment_________ Approximate Dates_____________

Reason for Treatment ________________________________________________________________________________

Reason for Discontinuing Treatment ____________________________________________________________________

Have you ever been treated for any behavioral, emotional, or psychiatric problems on an inpatient basis? (Yes / No)

Name of inpatient doctor/therapist/hospital_______________________________________________________________

Location____________________________________________________________ Phone_________________________ Type of Treatment ___________________________ Length of Treatment_________ Approximate Dates_____________

Reason for Treatment ________________________________________________________________________________

Reason for Discontinuing Treatment ____________________________________________________________________

Medical Information

Primary Physician ________________________________________________  Phone ____________________________

May I contact you physician to discuss your physical and mental health? _______________________________________

Current Medical Problems/Concerns ____________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Current Medications _________________________________________________________________________________

__________________________________________________________________________________________________

