Mary Alexander Counseling, LLC

Adult Client Questionnaire (Client ages 18 and over)

To be completed by the client requesting services.

This, as well as other communications with your therapist, will be kept confidential to the full extent of Georgia law.

Identifying Information:




Date:_____________________

Name:________________________________________DOB:_________________Age:______

Home Address:______________________________________________________________________

City, State, Zip

Home Phone:_________________Work Phone:_________________Other:_________________

May we leave a message at Home?  Y * N    Can you be contacted at work?  Y * N

Emergency Contact Name/Number:_________________________________________________

Employer:_______________________________Occupation:____________________________

Marital Status:__________________________Anniversary Date:_________________________










Day/Month/Year

Spouse/Partner’s Employer:____________________________Occupation:_______________________________

If Divorced, for how long:_______________Number of Marriages:___________

Referred by:____________________________________________________________________

Address, if known:_________________________________________________________________

May we mail a thank you letter to your referral source? _____________

Billing Information:  

Party Responsible for Payment:___________________________Relation to Client:__________

Insurance Information:

PRIMARY

SECONDARY

Insurance Company

_____________________ _______________________

Policy Holder’s Name

_____________________ _______________________

ID Number


_____________________ _______________________

Employer


_____________________ _______________________

Group Number or Name
_____________________ _______________________

Family Information:
   Name



Age

Living with You?


Spouse/Partner ___________________________________________________Y or N________

Children 
__________________________________________________Y or N________



__________________________________________________Y or N________




__________________________________________________Y or N________



__________________________________________________Y or N________

Your Parents
__________________________________________________Y or N________



__________________________________________________Y or N________

Your Siblings
__________________________________________________Y or N________




__________________________________________________Y or N________



__________________________________________________Y or N________



__________________________________________________Y or N________

Others living with you:___________________________________________________________

Education:____________________________________________________________________

Spouse/Partner’s Education:_______________________________________________________

Religious affiliation:_________________________________Active________Inactive_________

How significant is religion to your everyday life?_______________________________________

Military Service:________________________________________________________________

Describe any physical problems you or members of your household have which require medication or physical care: _____________________________________________________________________________

_____________________________________________________________________________

List any medications you take – prescription or over the counter:__________________________

_____________________________________________________________________________

Do you have any allergies or adverse reactions to medication?____________________________

_____________________________________________________________________________

The following is a list of problems people commonly have.  Read each one carefully and circle the number to the right that best describes how much that problem is of concern to you.

0 – Not at all
1 – Mildly
2 – Moderately
   3 – Very Much
         4 – Extremely

1. Feeling low in energy or slowed down


0
1
2
3
4

2. Dissatisfied with my spiritual life


0
1
2
3
4

3. Repeated, unwanted thoughts that won’t leave my mind
0
1
2
3
4

4. Loss of control, or fear of losing control of my temper
0
1
2
3
4

5. Not satisfied with my weight or appearance

0
1
2
3
4

6. Nervousness or shakiness inside


0
1
2
3
4

7. Troubled by sexual thoughts or behavior


0
1
2
3
4

8. Drink when troubled or under pressure


0
1
2
3
4

9. Unusual fears that most people don’t have

0
1
2
3
4

10. Thoughts of ending my life



0
1
2
3
4

11. Sleep that is restless or disturbed


0
1
2
3
4

12. Problems with police or legal matters


0
1
2
3
4

13. Feel withdrawn and/or isolated
 


0
1
2
3
4

14. Loss/absence of sexual desire or pleasure

0
1
2
3
4

15. Other people being aware of my private thoughts

0
1
2
3
4

16. Feeling hopeless about the future


0
1
2
3
4

17. Problems with my eating



0
1
2
3
4

18. Spells of terror or panic



0
1
2
3
4

19. Feeling shy or uneasy with the opposite sex

0
1
2
3
4

20. Drinking or emotional problem in my family

0
1
2
3
4

21. Feeling that others are watching or talking about me
0
1
2
3
4

22. Things about my life that are too painful to talk about
0
1
2
3
4

23. Difficulty feeling close to another person

0
1
2
3
4

24. Problems dealing with stress or anxiety


0
1
2
3
4

25. Sadness or tearfulness




0
1
2
3
4

Why did you decide to seek counseling at this time?____________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

What do you think therapy is all about?______________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

How long do you expect your therapy to last?_________________________________________

_____________________________________________________________________________

Have you ever received counseling before?  If so, when, why, and with whom?_______________

_____________________________________________________________________________

_____________________________________________________________________________

What goals do you hope to accomplish by participating in therapy?________________________

_____________________________________________________________________________

_____________________________________________________________________________

In the past, have you ever been the victim of or witnessed any type of traumatic event or incident?  If yes, please explain:____________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Is there anything else which you believe or feel might be important for your counselor to know about you?____________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Primary Physician or other health care provider:________________________________________

Office address and telephone:______________________________________________________

Authorization for treatment:

I authorize treatment to be administered by Mary Alexander Counseling, LLC.

Client Signature:___________________________________________Date:________________
4

