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Today’s Date:__________________

NAME (S):____________________________________ Date(s) of Birth(s):________________

   							        Age(s):_____________________

ADDRESS:______________________________________
           		(street address)

	         ________________________________________________
             		(city, state, zip code)

PHONE NUMBER(S): (Home)______________________Leave Msg? Yes/No

			   (Cell)_______________________Leave Msg? Yes/No Text? Yes/No

			   (Work)______________________Leave Msg? Yes/No

Name and ages of children if applicable:________________________

_____________________________________________________________

_____________________________________________________________

In case of emergency, who should I call?

Name:________________________________________________

Home number:___________________Cell number:_____________________

Relationship to you:_________________________________

What brought you to counseling today?___________________________

_____________________________________________________________

_____________________________________________________________



What are your goals for therapy?________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Have you been in therapy before? If yes, when and what was the outcome?
      
____________________________________________________________

_____________________________________________________________


Have you received a diagnosis from a mental health professional including a psychiatrist?  If so, what was it?

_____________________________________________________________

Are you currently under a doctor’s care?  If so, for what reasons?

_____________________________________________________________


List all medications you are on, including over-the-counter medicines that you take regularly.  Please list the dosage as well.

__________________________     _____________________________

__________________________     _____________________________

__________________________     _____________________________

Who referred you to counseling?_______________________________________ (Note: This information will not be released to the referring individual or organization)

Have you ever suffered a head injury? yes (  )  no (  )

Do you have seizures?  yes (  )  no (  )

Signature:____________________________________ Date:__________________________




