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A. Identification

Your name: 	 Date of birth: 	Age: 	 

Preferred name 		

Home street address: 	Apt.: 	

City: State: 	Zip: 	

Cell Phone: 	e-mail: 	

How do you identify?  He/His   She/Hers    They/Theirs     Other:__________________   

B. Emergency information
If some kind of emergency arises and we cannot reach you directly, or we need to reach someone close to you, whom should we call?

Name: 	 Phone: __________________________________
Relationship: 				 

C. Communication Preference
Cell Phone	⃣ Yes ⃣ No
Voicemail	⃣ Yes ⃣ No
Text		⃣ Yes ⃣ No
Home Phone	⃣ Yes ⃣ No
Email		⃣ Yes ⃣ No
Other		___________________

D. Cultural  identification
❑ Protestant ❑ Catholic ❑ Jewish ❑ Islamic ❑ Buddhist ❑ Hindu Other (specify): 	_______
Involvement: ❑ None  ❑ Some/irregular ❑ Active

How important are spiritual concerns in your life? 			 Ethnicity/national origin: 	Race: 	
What other ways  you identify yourself and consider important: 				
E. Your medical care: 

Physician’s  name: 	 Phone: 	 Address: 			
Would you like me to coordinate care with your physician?  ❑ Yes ❑ No


F. Medical Conditions (Check all that apply):
	Heart & Respiratory
	Endocrine & Neurological
	Gastrointestinal & Musculoskeletal

	☐ Heart Disease
	☐ Diabetes
	☐ Irritable Bowel Syndrome (IBS)

	☐ High Blood Pressure
	☐ Thyroid Disorder
	☐ Crohn’s Disease

	☐ Arrhythmias (Irregular Heartbeat)
	☐ Epilepsy or Seizure Disorders
	☐ Ulcerative Colitis

	☐ Asthma
	☐ Migraines/Chronic Headaches
	☐ Arthritis (Osteo/Rheumatoid)

	☐ COPD (Chronic Obstructive Pulmonary Disease)
	☐ Stroke
	☐ Fibromyalgia

	☐ Sleep Apnea
	☐ Multiple Sclerosis (MS)
	☐ Chronic Pain Conditions

	☐ Chronic Bronchitis
	☐ Parkinson’s Disease
	☐ Osteoporosis





	Autoimmune & Infectious
	    Cancer & Blood Disorders
	Renal, Liver & Dermatological

	☐ Lupus
	    ☐ Any history of Cancer
	☐ Chronic Kidney Disease

	☐ Rheumatoid Arthritis
	    ☐ Anemia
	☐ Kidney Stones

	☐ Celiac Disease
	    ☐ Hemophilia
	☐ Renal Failure

	☐ Sjogren's Syndrome
	    ☐ Sickle Cell Disease
	☐ Liver Disease (Hepatitis/Cirrhosis)

	☐ HIV/AIDS
	    ☐ Clotting Disorders
	☐ Psoriasis

	☐ Hepatitis (A, B, C)
	
	☐ Eczema

	☐ Tuberculosis (TB)
	
	☐ Chronic Skin Infections




	
Reproductive & Mental Health
	
    Substance Use & Sleep
	
    Other Conditions

	☐ Endometriosis
	    ☐ Alcohol Use Disorder
	    ☐ Chronic Fatigue Syndrome (CFS)

	☐ Menstrual Disorders
	    ☐ Drug Use Disorders
	    ☐ Chronic Lyme Disease

	☐ Infertility
	    ☐ Sleep Disorders
	    ☐ Obesity

	☐ Menopause-related Symptoms
	    ☐ Insomnia
	    ☐ Eating Disorder

	☐ Depression
	    ☐ Narcolepsy
	    ☐ Developmental Disorder (e.g., ADHD)

	☐ Anxiety
	
	    ☐ Learning Disabilities

	☐ Bipolar Disorder
	
	    ☐ Other (specify): _______________





G. Your Mental Health History

Previous Therapy.  ⃣ Yes ⃣ No	

Therapist’s Name____________________________________________.  Phone Number ________________________

Office Address_________________________________________

When?______________________.   How Long___________________

What did you like about this therapist?/What worked?__________________________________________________

What didn’t work well for you?______________________________________________________________________



Why did you leave/stop?________________________________________________________________________


May I contact this provider?   .  ⃣ Yes ⃣ No


H. Symptoms Checklist
	Mood Symptoms
	Anxiety Symptoms
	Cognitive & Behavioral Symptoms

	☐ Persistent sadness or low mood
	☐ Excessive worry or fear
	☐ Difficulty concentrating

	☐ Feelings of hopelessness
	☐ Panic attacks
	☐ Memory problems

	☐ Irritability or anger
	☐ Restlessness
	☐ Indecisiveness

	☐ Loss of interest in activities
	☐ Feeling on edge
	☐ Compulsive behaviors

	☐ Feelings of guilt or worthlessness
	☐ Shortness of breath
	☐ Repetitive thoughts (obsessions)

	☐ Mood swings
	☐ Muscle tension
	☐ Impulsive behaviors

	☐ Crying spells
	☐ Sweating or trembling
	☐ Procrastination

	☐ Suicidal thoughts or behaviors
	☐ Rapid heartbeat
	☐ Social withdrawal

	☐ Sleep disturbances (insomnia or hypersomnia)
	☐ Fear of losing control
	☐ Difficulty making decisions
☐ Aggressive behaviors


	
	
	



	Physical Symptoms
	☐ Nightmares
	Other Symptoms

	☐ Headaches
	☐ Flashbacks to traumatic events
	☐ Changes in appetite or weight

	☐ Stomach problems
	☐ Lack of motivation
	☐ Increased substance use

	☐ Chronic pain
	☐ Difficulty managing stress
	☐ Sexual dysfunction

	☐ Muscle aches
	
	☐ Self-harm behaviors

	☐ Nausea or digestive issues
	



I. Mental Health Conditions Checklist
	Mental Health Condition
	Client
	Parent(s)
	Grandparent(s)
	Other Family Member

	Mood Disorders
	
	
	
	

	Depression
	☐
	☐
	☐
	☐

	Bipolar Disorder
	☐
	☐
	☐
	☐

	Dysthymia
	☐
	☐
	☐
	☐

	Anxiety Disorders
	
	
	
	

	Generalized Anxiety Disorder (GAD)
	☐
	☐
	☐
	☐

	Panic Disorder
	☐
	☐
	☐
	☐

	Social Anxiety Disorder
	☐
	☐
	☐
	☐

	Obsessive-Compulsive Disorder (OCD)
	☐
	☐
	☐
	☐

	Post-Traumatic Stress Disorder (PTSD)
	☐
	☐
	☐
	☐

	Psychotic Disorders
	
	
	
	

	Schizophrenia
	☐
	☐
	☐
	☐

	Schizoaffective Disorder
	☐
	☐
	☐
	☐

	Delusional Disorder
	☐
	☐
	☐
	☐

	Personality Disorders
	
	
	
	

	Borderline Personality Disorder
	☐
	☐
	☐
	☐

	Antisocial Personality Disorder
	☐
	☐
	☐
	☐

	Narcissistic Personality Disorder
	☐
	☐
	☐
	☐

	Eating Disorders
	
	
	
	

	Anorexia Nervosa
	☐
	☐
	☐
	☐

	Bulimia Nervosa
	☐
	☐
	☐
	☐

	Binge-Eating Disorder
	☐
	☐
	☐
	☐

	Substance Use Disorders
	
	
	
	

	Alcohol Use Disorder
	☐
	☐
	☐
	☐

	Drug Use Disorders
	☐
	☐
	☐
	☐

	Developmental & Neurodevelopmental Disorders
	
	
	
	

	Autism Spectrum Disorder (ASD)
	☐
	☐
	☐
	☐

	Attention-Deficit/Hyperactivity Disorder (ADHD)
	☐
	☐
	☐
	☐

	Learning Disabilities
	☐
	☐
	☐
	☐

	Other Mental Health Conditions
	
	
	
	

	(Specify): ________________________
	☐
	☐
	☐
	☐





J. Medications and Supplements
	Name
	Dose
	Purpose
	Date From
	Side Effects/Concerns

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




K. Chemical use

a. How many cups of regular coffee do you drink each day? 	 How many cups of tea? 	.
How many sodas/pop with caffeine (Coke, Pepsi, Mountain Dew, Dr. Pepper, Orange Crush, etc.)? 	 How many “energy drinks”? 	 How often do you use No Doz or similar caffeine pills? 	 .
b. How much tobacco do you smoke or chew each week? 	
c. Have you ever felt the need to cut down on your drinking? ❑ No  ❑ Yes
d. Have you ever felt annoyed by criticism of your drinking? ❑ No  ❑ Yes
e. Have you ever felt guilty about your drinking? ❑ No ❑ Yes
f. Have you ever taken a morning “eye-opener”? ❑ No  ❑ Yes
g. How much beer, wine ,or hard liquor do you consume each week, on the average? 	
h. Are there times when you drink to unconsciousness, or run out of money as a result of drinking? ❑ No ❑ Yes
i. Have you ever used inhalants (“huffing”), such as glue, gasoline, or paint thinner? ❑ No ❑ Yes If yes, which and
when? 	 Which drugs (not medications prescribed for you) have you used in the last 10 years? 	
______________________________________________________________________________________


Please provide details about your use of these drugs or other chemicals, such as amounts, how often you used them, their effects, and so forth: 	



L. Employment

Employer: 		

Occupation: 		 

How Long:______________________________________  

How satisfying is your work:   ( 1:not at all satisfying . . . 10: best job on the planet). ____________


M. Education and Training

  Are you currently a student 	⃣ Yes ⃣ No	
	
⃣ Full time   ⃣  Part time	 

   Grade/Level	 

Expected Grad. Date	

Last Grade Completed 	 

High School   ⃣ Yes ⃣ No            College: ⃣ Yes ⃣ No	       Graduate School: 	⃣ Yes ⃣ No


Last or Current School	

Location	


N. Military experience ? 

Have you served in the military   ⃣ Yes ⃣ No

Enlistment Dates: From: 	________________ to ____________________


O. Family of Origin History


	Relationship
	Name
	Current Age
	Living? If no, year and age of death.
	Illnesses/Cause of Death

	Mother

	
	
	
	

	Father
	
	
	
	

	Stepmother
	
	
	
	

	Stepfather
	
	
	
	

	Sisters
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Brothers
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Stepsiblings
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Grandmother (maternal)
G
	
	
	
	

	Grandfather (maternal)
	
	
	
	

	Grandmother (paternal)
G
	
	
	
	

	Grandfather (paternal)
	
	
	
	

	Other
	
	
	
	




P. Relationship within your family of origin

a. Your parents’ relationship with each other: 	





b. Your relationship with each parent and with any other adults present: 	





c. Your parents’ medical problems, drug or alcohol use, and mental or emotional difficulties: 	




d. Your relationship with your brothers and sisters, in the past and present: 	





Q. History of Abuse ? 

❑ No ❑ Yes

	    ❑ Physical.   ❑Sexual.   ❑ Emotional    ❑Verbal	❑Verbal

Explain:	
  ___________________________________________________________________________________________
R. Marital/Relationship history

⃣ Single    ⃣ In a Relationship.   ⃣.  Married ⃣.    Separated ⃣.     Divorced ⃣ Widowed ⃣.          Remarried


Name of Significant other		 Age	     

Date Relationship Began 	Date of Marriage		

Date of Separation/Divorce/Death/ Relationship End	

If divorced, has ex-spouse remarried?	


Tell me about your current relationship._______________________________________________

____________________________________________________________________________________




S. Children

	Name
	Age
	Gender Preference
	Grade
	Biological/Step?
	Living with you?
	Deceased?

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	










T. What brings you to therapy ?  What are your biggest challenges right now?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


U. What are you hoping will be different for you when we are done?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



V. Is there anything else that is important for me to know about?

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Thank you so much for your vulnerability in sharing all of this.  I can’t wait to start our work together to get you to your goals.  Change is not just possible, it’s what humans are meant to do.  For me the tag line, “Your history doesn’t have to be your story.” isn’t a gimmick. It is born watching my clients over the past decade create the lives they want and undo the challenges that came before. Let’s get to work.

 -Katherine  xoxo
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