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CLIENT INFORMATION FORM - ADULT

Name:  _____________________________________
Today's Date:  ______________________

Date of Birth:  _______________________________
Age:  ______________________________

Main reason(s) for obtaining counseling at this time:  ________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Results you would like to see from counseling:  _____________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Previous counseling history:  


Date:  



Therapist:

___________________

______________________________________________________

___________________

______________________________________________________

Please comment upon what worked/didn't work with each therapist.

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Medications:
_________________________________


___________________________________

_________________________________


___________________________________

_________________________________


___________________________________
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Health Concerns:






Yes

No

If Yes, please explain

Infectious Diseases






________________________________

Allergies







________________________________

Injuries







________________________________

Weight Concerns






________________________________

Appetite Concerns






________________________________

Sleep Concerns






________________________________

Fatigue








________________________________

Stress








________________________________

Feeling Depressed






________________________________

Feeling Anxious






________________________________

Other Health Concerns





________________________________

Hospitalizations






________________________________
Other:

Are you currently consider harm to yourself?


________________________________
Are you currently considering harm to others?


________________________________

Are you currently being abused physically or sexually?

________________________________

Chemical Use:

Yes

No


If yes, please explain:

Use of Alcohol






________________________________

Use of Drugs







________________________________

Use of Caffeine






________________________________

Use of Tobacco






________________________________
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Do you exercise?  ____________.  Please describe:  ____________________________________________

Are you currently involved in any way with the legal system?  __________.  If yes, please describe:  _______

_________________________________________________________________________________________

Are you currently experiencing financial difficulties?  __________.  If yes, please describe:  _______________

__________________________________________________________________________________________

Ethnic/Cultural Identity:  How do you identify yourself ethnically and culturally?  _____________________

_________________________________________________________________________________________

Please list who/what you consider to be your support system:  _______________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Please list hobbies and interests and approximately how often you participate in each:  ____________________

__________________________________________________________________________________________

Education:

Not graduated high school  _______

High school graduate  _________

GED  ________

Years college  _________


BA in ______________________

Other  ________

Vocational school in ____________

MA in ______________________

Employment:  

Occupation/field:  _________________________________________________
Current employment, work from home or unemployed:  __________________________________________

Family History:

Parents - married, divorced, deceased?  ________________________________________________________

Siblings:  ________________________________________________________________________________
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Indicate for each family member if there are mental health issues, alcohol or chemical issues:  

Family Member




Issue

___________________________________

_____________________________________

___________________________________

_____________________________________

___________________________________

_____________________________________

___________________________________

_____________________________________

Any abuse in family:  _________________

Physical or sexual?  _____________________

If yes, please explain:  _____________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
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