[bookmark: _GoBack]Client History Questionnaire 		Today’s Date: _________________

Full Name:  ___________________________	Date of Birth: ________________
Home address: _________________________________________________________
Home phone: _____________Work phone:____________   Cell phone:____________
Occupation and place of employment: _______________________________________
How were you referred to this office? _______________________________________

* Your answers to the following will help me to determine how to best meet your counseling needs. If you feel uncomfortable answering any of the following in writing, please note this and we can discuss it verbally instead. 

Current Reason for Seeking Counseling Services:
Please state the primary concern(s) that you are experiencing which has led you to seek counseling services: ___________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Please rate how much these concerns are currently distressing you:
______Mildly upsetting	______Moderately upsetting	    ______Very Upsetting
______Extremely upsetting    _____Totally unable to function because of it

What other services have you sought to deal with these concerns: _________________
____________________________________________________________________

Please list any current medication(s) that you are taking, the dosage(s) and the frequency:
____________________________________________________________________
____________________________________________________________________





Please circle any of the following that you currently are experiencing or regularly experience:

Headaches		Dizziness		Fainting spells		Stomach trouble
Anxiety		Fatigue			No appetite		Insomnia
Nightmares		Panic attacks		Muscle tremor		Loneliness
Depression		Suicidal ideas		Chronic Pain		Use of tobacco	
Use of alcohol		Use of street drugs	Frequent need for painkillers
Inability to relax	Sexual difficulties	Shyness		Can’t make friends
Feeling inferior	Can’t make decisions 	Financial trouble	Legal problems
Easily distracted	Memory problems	Extreme Guilt
Recent weight gain or loss 		No interest in usual activities
Frequently missing school or work	Hearing voices	Visual hallucinations
Fears that someone is following or watching you
Frequent worries about death		Flashbacks of traumatic events in the past
Inability to get up in the morning	Inability to perform personal care each day

Please circle family history of any of the following (can be discussed further in person:
Depression		Anxiety/Panic			Suicide		
Dementia 		Accidental Death		Alcoholism/Addiction	
Psychiatric treatment or hospitalization 		Auto Immune diseases
Cancer			High Blood Pressure

Current Living Situation
Where do you reside? ____ Own residence   ____ Rental     ______With family/friends
Significant relationship status:  (please circle one)
Never married		Current Significant Other	Living with Sig. Other
Married 	Separated		Divorced	     Remarried		Widowed
Length of current relationship, if applicable: _______________________________

Children Living in your home:   (Names and ages)
___________________________________________________________________
___________________________________________________________________
Children Not Living with you: (Names and ages)
___________________________________________________________________
___________________________________________________________________

Personal Data:

Educational background: (please include place of education and the approximate date of any degree or diploma received)
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Any special education services received:_______________________________________

Previous Employment before current job: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Any Military History/Experience: _______________________________________________________________________

Convictions of Felony or Misdemeanor legal offenses:  __________________________
_______________________________________________________________________

In what other cities or towns have you lived? ___________________________________
________________________________________________________________________

Current spiritual or religious affiliation (if any):  ________________________________

How do you spend your free time? ______________________________________________________________________
Present hobbies, interests, volunteer activities: _________________________________
_______________________________________________________________________

Brief Physical and Psychiatric History:

Please list any previous experience with counseling, psychiatric medications, or psychiatric hospitalizations (include previous diagnoses if you know of any): _______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Please list any major illnesses or injuries that required hospitalizations, including any surgeries: _______________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Any difficulties with conceiving children, pregnancies, or childbirth as an adult: _______________________________________________________________________
_______________________________________________________________________

Childhood information:

Major childhood illnesses: ________________________________________________
Any problems with your birth or early development: ___________________________
_____________________________________________________________________
Any behavioral or learning difficulties in school: ______________________________
______________________________________________________________________
Any placements outside of the family home as a child or adolescent: _______________
______________________________________________________________________
Any history of head injury or other major injuries as a child or teen: _______________
______________________________________________________________________
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