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Client Information Form 

 
 
Full Name ________________________________________________________________________  
 
Today’s Date__________________ Birth date___________________  
 
Address__________________________________________________________________________  
 
City______________________________ State___________ Zip____________________________ Sex: M F  
 
Home phone____________________ (OK to leave message?) Y  N   
 
Cell phone ______________________(OK to leave message?) Y  N 
 
Email address___________________________________________________ (OK to email?) Y  N 
 
Employer________________________________________________________  
 
Occupation________________________________________________________________________________  
 
Relationship Status: (circle all that apply)  
 
Married Single  Domestic Partner Divorced Separated  
 
Long Term Relationship  
 
Referral Source  
How did you hear about me?__________________________________________________________ 
 
Presenting Problem  
Reason for seeking therapy?__________________________________________________________ 
 
___________________________________________________________________________________________ 
 
What do you hope to gain from therapy?_____________________________________________  
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
 



Medical History  
Primary Care Physician ___________________________________  Phone__________________________ 
 
List any health concerns_____________________________________________________________________  
 
List Medications _____________________________________________________________________________  
 
Please check any areas of concern: 
[  ] Relationship issues   [  ] Depression 
[  ] Work/School issues   [  ]Anxiety 
[  ]Alcohol/Drug problems   [  ]Abuse (Physical, sexual) 
[  ]Financial problems   [  ] Violence 
[  ]Bipolar     [  ]PTSD/Trauma 
[  ]Suicide     [  ]Grief/Loss 
 
 
Therapy History  
Have you received therapy before? Y  N 
 
Name _____________________________________ Date________ Was this helpful?______________  
 
Name _____________________________________ Date________ Was this helpful?______________  
 
Are you currently seeing a psychiatrist? Y N  
 
Name ____________________________________ Phone__________________________________  
 
Do you have any diagnosed psychiatric conditions? (please list)  
 
_________________________________________________________________________________  
 
Are you currently taking psychotropic medication? (please list)  
 
_________________________________________________________________________________  
 
Emergency Contact  
Name____________________________________________________ Phone___________________  
 
Relationship to Client ____________________________________________  
 

 


