newlife

PERSONAL DATA

Date: Referred By:

Client Name Male Female
Address City Zip Code

E-Mail Phone: Home Work Cell

Which one would you prefer your therapist to try first? May he/she leave a message at hm? wk? cell?
Age Birthdate Education/Highest grade completed?

Marital Status Satisfaction re: marital status

Number, ages, & gender of children With whom do they live?
Occupation

Work Address City Zip Code

Previous Occupations
Would you like spirituality/religious issues to be a part of your therapy? Yes / No [/ Don’t Know

Medication and Substance History: Please indicate with an “X” how often you use any of the following:

Daily Frequently Occasionally  Never
APPELItE SUPPIESSANTS. ... e e ieeie ettt e et e et e e e e
Sedatives/TranqUIlIZErs.........oou oo e,
Sleeping PillSs. .. ... e,
SHMUIANES. .. .. e e e e e,
N o TP
Pain KIHIEIS. ..ot e e e e e e e
AICONOL. ..
NICOTINE. .. et e e e e e e e e
A EINE. . e
T gV - F PP
HaIUCINOGENS. ..ot e e,
Blood Pressure MediCine.........oovveiui i e e e e
Heart MediCing. ... ... e e e

Please list other medications

Date of last medical examination with your Primary Care Physician? or Specialist?

Have you ever had any previous counseling or psychotherapy? Yes / No If yes, when?

Length? Was therapy successful? Please comment;

Have you ever been hospitalized for psychiatric reasons? Yes / No

If yes, when? Length of hospital stay?

Contact in case of emergency: Phone number Relationship to you:

In your words, what brings you to therapy today?

Client Signature Date
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