Randi Weber Thoma, MA, LPC

5410 SW Macadam Ave., Suite 255, Portland, OR 97239


Phone:503-684-7948 * Fax:503-684-7958
Email: Rweber3158@aol.com
CLIENT INFORMATION(Youth Form)          






Date:
	First Name:      
	Last Name:      

	Date of Birth:                          Age:      
	Social Security #:              

	School:                                                                                                                 Grade:           

	Address (include Apt. # ):      
Permission to send mail to this address:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	City:      
	State/ Zip Code :      

	Home Phone:      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Work Phone:                          ext.      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Mobile Phone:      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Other phone:      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	E-Mail:      
	Permission to send message to this email address:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	PARENT/GUARDIAN INFORMATION                  
	

	Mother’s name (legal guardian):                                                            Date of Birth:      


	Mother’s Employer:      
	Mother’s work phone:  FORMDROPDOWN 

Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Mother’s Mobile Phone:      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Email:      
Permission to send message to this email address:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	

	Father’s name (legal guardian):                                                            Date of Birth:      


	Father’s Employer:      
	Father’s work phone:  FORMDROPDOWN 

Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Father’s Mobile Phone:      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Email:      
Permission to send message to this email address:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Other members of the household (include name, age, relationship):      



RESPONSIBLE PARTY (Person Responsible for Payment.  If same as guardian, write SAME and go to next.)

	First Name:      
	Middle Name:      

	Last Name:      
	Relationship:  FORMDROPDOWN 


	Social Security #:              
	Date of Birth:      

	Address:      
Address same as client:  FORMCHECKBOX 
 Yes                                                                                                                         Permission to send mail to this address:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	City:      
	State/ Zip Code :      

	Home Phone:      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Work Phone:                           ext.      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Mobile Phone:      
Permission to leave message:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	E-Mail:      
Permission to send message to this email address:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	EMERGENCY CONTACT
	

	Name:      
	Phone:      
 Permission to contact this person:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Relationship to client:      
	Phone:      


Presenting Problem

Presenting problem:  What concerns brought you here today?  (Why now?) 

	     
How long has this been going on?




Please check any symptoms that your child is having:     Please reserve this space for additional comments by 









   clinician)

	Depression
	
	Feeling Hopeless
	

	Extreme sadness
	
	Feeling tearful
	

	Trouble concentrating
	
	Feeling stressed
	

	Memory problems
	
	Lack of energy
	

	Change in eating habits
	
	Weight changes
	

	Anhedonia - lack of enjoyment of activities
	
	Feelings of extreme happiness
	

	Troubles performing your job
	
	Change in sexual interest or function
	

	Problems getting along with friends or family
	
	Change in sleeping habits
	

	Self-esteem problems 
	
	Easily irritated
	

	Perfectionism
	
	Feeling guilty
	

	Obsessions or compulsions
	
	Feeling nervous or anxious
	

	Feeling Fearful
	
	Sudden feeling of panic
	

	Physical complaints of pain 
	
	Muscle Tension
	

	Problems with anger
	
	Acting violently
	

	Thoughts of hurting or killing others
	
	Thoughts of hurting or killing yourself
	

	Hear or see things others do not
	
	Over-tired or easily fatigued
	

	Exposure to a traumatic event
	
	Bedwetting or Day wetting
	

	Firesetting
	
	Racing thoughts
	

	Worry a lot
	
	Hurting animals
	

	Nightmares
	
	Flash-backs
	

	Mood swings
	
	Blames others
	

	Lots of energy
	
	Exaggerated sense of worth
	

	Drug/alcohol abuse
	
	Poor impulse control
	

	Frequent conflicts
	
	Poor decisions
	


Substance Use History:

Does your child use alcoholic beverages?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  If yes, how frequently?     per  FORMCHECKBOX 
 day  FORMCHECKBOX 
 week   FORMCHECKBOX 
 month   FORMCHECKBOX 
 year

Does your child smoke marijuana?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, how frequently?        per  FORMCHECKBOX 
 day  FORMCHECKBOX 
 week   FORMCHECKBOX 
 month   FORMCHECKBOX 
 year

Does your child use non-prescribed drugs (uppers, downers, cocaine, etc.)?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No ____ If yes, how frequently?      per  FORMCHECKBOX 
 day  FORMCHECKBOX 
 week   FORMCHECKBOX 
 month   FORMCHECKBOX 
 year

Previous Therapy (include name of therapist, dates, duration, and outcome of therapy): 

	   Mental Health Therapy:
   Substance Abuse Treatment:



Medical history (medications, Primary Care Provider, allergies):

	Name of physician:      
	Phone:      

	Date of last appointment:      
	

	Please list medications and any current medical problems that you believe to be relevant (including allergies):

Do you have any major health conditions which significantly affect your life?




Please rate the severity of your concerns:       Mild                       Moderate                   Severe

                                                                                 FORMCHECKBOX 
  FORMCHECKBOX 
   FORMCHECKBOX 
    FORMCHECKBOX 
   FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 
    FORMCHECKBOX 
   FORMCHECKBOX 
    FORMCHECKBOX 
 

                                                                                 1    2     3      4     5      6     7      8     9     10

What do you want to see happen as a result of coming here?

	     












