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Licensed Psychologist





Today's date: ____________________________

A. Personal Information and Identification
Your name: ______________________________Date of birth: _________________________ Age: ________

Your nicknames or aliases: ______________________________ Social Security #: _____________________

Home street address: ___________________________________________________ Apt.:_______________

City: _________________________________________ State: ______________Zip: ____________________

Home/evening phone: _______________ Calls will be discreet, but please indicate any restrictions:_________

________________________________________________________________________________________

B. Referral: Who gave you my name to call? 

Name: __________________________________________________

C. Your medical care: From whom or where do you get your medical care? 

Clinic/doctor's name: __________________________________________ Phone: ______________________

Address: ________________________________________________________________________________

If you enter treatment with me for psychological problems, may I tell your medical doctor so that he or she can be fully informed and we can coordinate your treatment? � Yes � No 

Do you have any current medical condition or are you under medical care now (Diabetes, hormones, thyroid, heart, blood pressure)?  In the past?

Are you on any medications (excluding psychiatric medications, which will be listed below) currently?

Medications 

Condition
Dosages
Date began

Prescribed by?


_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Do you have any side-effects (not intended) from your medication, either positive or negative?
Do you have any allergies or ever had any adverse reactions?
D.  Previous Psychological/Psychiatric Experiences

Have you had prior therapy or counseling services elsewhere? 

 Y

N

If yes, 

where/with whom?

      of sessions
  was the experience helpful?

_____________________________

   ____________
_________________________

_____________________________

   ____________
_________________________

_____________________________

   ____________
_________________________

_____________________________

   ____________
_________________________


Have you previously been prescribed any psychiatric medications?
Y

N

If yes, 

what medication

      who prescribed
  was it helpful?


________________

   ____________
_________________________



________________

   ____________
_________________________


________________

   ____________
_________________________



________________

   ____________
_________________________


________________

   ____________
_________________________



________________

   ____________
_________________________


Are you currently taking any psychiatric medications?

Y

N

If yes, 

medication/dosage
   
  who prescribes
  is it helpful?


________________

   ____________
_________________________



________________

   ____________
_________________________

________________

   ____________
_________________________


E. Your current employer
Employer or School:  _______________________________________________________________________

Work/school phone: ________________Calls will be discreet, but please indicate any restrictions:
_______________________________________________________________________________________

(cont.)
F. Including yourself, please list any member of your family who you believe has ever dealt with, experienced, or been diagnosed with a mental health/emotional condition or substance abuse.
Family member


Mental health/emotional condition or substance abuse

__________________

_________________________________________

__________________

_________________________________________

__________________

_________________________________________

__________________

_________________________________________

__________________

_________________________________________

__________________

_________________________________________

G. Relationship/Partner/Marital History (adult clients only)
Current relationship situation (please circle)
Single

Legally Married

Domestic Partner

Multiple Partners

Separated from spouse/partner

Divorced/Permanently separated

Widowed

Other __________________________

                                                      Partner’s age at              Your age at                           Your age                              

Partner’s name         

  time of relationship        time of relationship
         when relationship ended                



First 
____________________      _________        
______________________     _____________

Second
____________________      _________        
______________________      _____________

Third
____________________      _________        
______________________      _____________

H. In the space below, please describe what has caused you to seek therapy/counseling at this time.

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.
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