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Please provide the following information for your records. Leave blank any questions you would rather not answer in print. Information you provide here is held to the same standards of confidentiality as in your counseling sessions.


Name: 
	             (Last)			  (First)			  (Middle Initial)
                               
Birth Date: _____/_____/_____ Age: _____                Gender:       Male        Female    


    Partnered        Married          Separated       Divorced              

Local Address: 
						(Street)


	(City)					(State)			(Zip Code)

Home Phone: 
	                                                                               (Okay to leave a message?)

Cell Phone: 
                                               				   (Okay to leave a message?)

Work Phone: 
    								   (Okay to leave a message?)

Emergency Contact Name: 

Emergency Contact Phone Number: 

Referred by: 


Can you briefly state what issues you are interested in addressing in counseling? 
Do you have or share in the parenting of any children? ____________________
Names and ages:



Who lives with you currently? ________________________________________



Is your relationship monogamous? _____________

Is your relationship polyamorous? (more than one committed partner) ________

On a scale of 1-10, how do you rate the quality of your current relationship? ___

Do you have any health problems? 



Are you currently taking prescribed medications?        Yes         No

If yes, please list medications: 





Do you regularly use alcohol?           Yes         No
    In a typical month, how often do you have 4 or more drinks within 24-hours? _____

How often do you engage in recreational drug use?          Daily         Weekly
         Monthly        Rarely        Never

Have you had suicidal thoughts recently?           Frequently         Sometimes
          Rarely          Never


In the last year, have you experienced any significant life changes or stressors?
            Yes        No
      If yes, please list: 

      	


What are effective coping strategies that you’ve learned?







What are your goals for counseling?







When will you know therapy is complete?











	
	
				                                                                                                                                                       (Client Signature)                                                                                                   	(Date)
(Client Signature)								(Date)
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