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NEW CLIENT INFORMATION


DEMOGRAPHICS AND FAMILY 

Name: _________________________________________________________________________________________________
Address: _______________________________________________________________________________________________
Phone Numbers: (H)__________________________ (Cell)_______________________ (W)_____________________
(Please note “Y” or “N” to indicate whether a voicemail message may be left)

Date of birth: ___________ Are you currently employed? ________ Occupation: _____________________
Company/organization: ____________________________Highest level of education: __________________
Ethnicity: _____________________________ Sexual orientation: __________________________________________
Religious or spiritual background/interest/involvement: ________________________________________
Marital/relationship status: Please circle all that apply:  
Married                 Committed relationship                 Single                 Divorced                 Widowed 
If married or in domestic partnership, for how long? _____________________________________________
Do you have any children? ________________How many? _____________ Ages: ________________________
With whom do you currently live? __________________________________________________________________

If coming for couples, partner’s name: ____________________________ Date of birth: _________________
Occupation: ____________________________ Company: __________________________________________________
Highest level of education: _______________________________________ Ethnicity: _______________________
Religious or spiritual involvement:__________________________________________________________________


MEDICAL/ MENTAL HEALTH INFORMATION 

Name/phone number for primary care physician? ________________________________________________
Please list any medical issues:_______________________________________________________________________
Are you currently under the care of psychiatrist? _________________________________________________
If yes, name/phone number: ________________________________________________________________________
Please list all current medications: ________________________________________________________________
_________________________________________________________________________________________________________
Have you ever received counseling of psychotherapy before? ___________________________________
If yes, for what reasons?  _____________________________________________________________________________
Have you ever been hospitalized for a psychiatric condition? ___________________________________
If yes, please explain and note length of stay, any diagnoses and/or medication: ______________ _________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Have you ever tried to hurt yourself of made a suicide attempt? ________________________________
If yes, please explain: _________________________________________________________________________________
_________________________________________________________________________________________________________
Have you ever tried to harm or actually harmed someone? ______________________________________
If yes, please explain: _________________________________________________________________________________
_________________________________________________________________________________________________________
Are you currently feeling like harming yourself or another person? ____________________________
Do you currently use alcohol or other drugs? ______________________________________________________
If yes, what do you use and how often? _____________________________________________________________
Do you have a history of substance abuse or dependence? _______________________________________
If yes, how long clean/sober? _______________________________________________________________________
What were the drug(s) used and for how long? ___________________________________________________
Do you have any concerns regarding your substance use? _______________________________________
Do you have any history of trauma? If yes, please explain: _______________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any history of abuse (physical, verbal, sexual)? _____________________________________
If yes, please explain: _________________________________________________________________________________
Do you have any significant losses? Please give dates: ____________________________________________
_________________________________________________________________________________________________________

Symptoms (Please circle all current symptoms and underline those you’ve had in the past)
	Sadness 
	Tearfulness
	Difficulty sleeping 
	Loss of appetite
	Increase in appetite
	Low self-esteem

	Loss of interest in activities
	Difficulty concentrating 
	Fear
	Anger
	Difficulty making decisions
	Mind racing

	Lack of energy
	Increased energy 
	Little need for sleep
	Anxiety
	Depression
	Hopelessness

	Nightmares
	Panic
	Thoughts of suicide
	Thoughts of harming another
	Weight gain
	Weight loss

	Sex drive changes
	Using too much alcohol or other drugs
	Memory issues
	Phobias
	Obsessions
	Compulsions

	Seeing or hearing things others don’t
	Increase in sexual activity 
	Lack of motivation
	Worry 
	Guilt
	Withdrawal

	Inability to cope
	Helplessness
	Lack of emotional response
	Loneliness
	Fatigue
	Unexplained aches and pains

	Heart racing
	Palpitations
	Feels of dread
	Shortness of breath
	Sweating
	Irritability 

	Distress in social situations
	Elated mood 
	Increase in activity  
	Feeling overwhelmed
	Feeling out of body
	Difficulty with relationships




Please describe the reasons you are seeking therapy: ____________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else you would like your therapist to know? ___________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


___________________________________________________________          _________________________________________
Client Signature		                                                                 Date

FOR INFERTILITY, ADOPTION & FAMILY LIFE ISSUES


Family Building 

If you are seeking therapy and/or counseling regarding issues related to family building including:  infertility, assisted/ third party reproduction and adoption, please provide any background and history that may helpful for us to know and that you feel comfortable sharing:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family Support

If you are seeking therapy and/or counseling regarding issues related to family life or parenting, please describe the problems or issues you would like to address and provide any history or background that may be helpful for us to know and that you feel comfortable sharing: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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