   Today’s Date:

Name:





                             Date of Birth:

 

Address:

 Phone Numbers: 

Email:

Is it OK to contact you at these phone numbers and email address?

Emergency Contact and Phone: 

Significant Relationship:    Yes     No           Children:  If so, their ages?
Have you been in counseling before?  Yes   No     Was it a positive experience?    Yes   No
Presenting Concern:

History of Presenting Concern:

Symptoms: Are you Eating, Sleeping, Exercising? Experiencing significant weight gain or loss? Do you have libido?

Relevant Medical History / Psych Treatment: 

Are you on medications now? Have you taken medications in the past? Who prescribed them and approximately when?

Risk Factors: Suicide / Homicide: 

Do you feel suicidal?  Have you been suicidal in the past?  Do you currently have thoughts of hurting others?

Alcohol and/or Drug Use: If so, what substances and how often do you use them?

Relevant Family History:

Trauma History: Significant Accidents, Relational Issues, Abuse (Refrain from using any names under abuse information until we discuss confidentiality), Abandonment, Divorce, War, Death, Severe Financial Problems, Other Issues

Cultural Considerations: Ethnicity, Religious, Gender, Disabilities, Other

Strengths and Support Networks: Who can you count on? What is enjoyable in your life?

What do you like to do? What are you good at? 

Goals For Therapy:

Anything else you would like me to know?

