
Client Questionnaire
______________________________________________ ______________________________________________
Today’s Date Referred by
______________________________________________ ______________________________________________
Name(s) (please print) Spouse/Other Name
______________________________________________ ______________________________________________
Occupation Spouse/Other Occupation
___________________ ____________________ _______________________ ______________________
Home Phone # Work Phone # Spouse/Other Phone # Spouse/Other Phone #

_____________________________________________ ______________________________________________
Street Address Spouse/Other Street Address
_____________________________________________ ______________________________________________
City State ZIP City State Zip
_________________ _______ - _____ - ______ _______________ ______ - ______ - _______
Date of Birth Social Security # Spouse Date of Birth    Spouse Social Security #

Marital Status: Single Engaged Married Separated Divorced Remarried

List members of your family and/or all others living in your home:
Name Sex       Age        Relationship to you Occupation
________________________ _______ _____ ________________        ___________________
________________________ _______ _____ ________________        ___________________
________________________ _______ _____ ________________        ___________________
________________________ _______         _____    ________________        ___________________

Briefly describe your reason for seeking help:
____________________________________________________________________________________________
____________________________________________________________________________________________
When were you last examined by a physician? ______________________________________________________
Name of physician:_________________________________ Phone number:__________________________
List any major health problems for which you currently receive
treatment:____________________________________________________________________________________
____________________________________________________________________________________________

List all medications you are now taking:
____________________________________________________________________________________________
____________________________________________________________________________________________
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Have you ever received psychiatric or psychological treatment or counseling before? Yes No
If yes, please give name(s) of provider(s), location(s) and treatment date(s):
________________________________________________________________________________________
________________________________________________________________________________________
____________________________________________________________________________

May we contact you at work? ______________ May we leave messages for you at work? _______________

Person(s) to be contacted in case of emergency:

__________________________ _____________________ ______________________
Name Relationship to You Phone number

I have/will read the practice policies section and agree to abide by the terms.

__________________________________________________ ______________________
Signature of Responsible Party Date

Please check all of the symptoms that pertain to you (first box) and/or your spouse/other (second box):

Nervous Sexual Problems Fear

Shyness Divorce Suicidal Thoughts

Separation Alcohol Use Financial Concerns

Drug Use Impulse-Control Trouble with Friends

Anger Stress Unhappiness

Sleep Headaches Problems at Work

Relaxation Memory Problems Tiredness

Legal Matters Insomnia Lack of Ambition

Energy Inferiority Feelings Trouble with Decisions

Loneliness Career Choices Lack of Concentration

Education Nightmares Health Concern(s)

Temper Appetite Changes Marriage Problems

Trouble with Children Problems with Parents Stomach Trouble

Bowel Troubles Problems being a Parent Troubling Thoughts


