CONFIDENTIAL CLIENT HISTORY 
 
Name: ____________________________ Date of Birth:____________  

Address: _________________________________________________

 Email Address:____________________________________________ 
 
 Phone number(s): H:__________________  C: ____________________ 
 
Emergency Contact Name ______________________________

Relationship _______________ Phone___________________ 
 
Are you employed? _______Employer’s Name  _________________

Occupation ______________________________________
         
What is your current relationship status? ________________________ 
  
Please list the persons currently living with you:
Name                


  Relationship                 
     
  Age  
 
 
 


 
PHYSICAL HEALTH:   


How would you describe your current physical health?     

Poor    Unsatisfactory       Satisfactory      Good       Very good  
 
Are you in the care of a physician? _________ 

Name of your physician: ___________________________  
 
Please list all medications, the reason for which each is prescribed, and the name of the prescribing physician:
     
_______________________________________________________
 
_______________________________________________________

Do you use tobacco, alcohol, or other drugs? __________________________________________



Please describe any recent changes in your sleeping habits, eating habits, or weight:
 _______________________________________________________


Do you exercise? _____ What type of exercise do you prefer? _____________

 
MENTAL HEALTH HISTORY:  
Have you ever received counseling, psychotherapy, or any other mental health services? _____
Practitioner's name: _________________When/Duration: ____________ 
 
What was the focus of your previous therapy experience?  
 
_______________________________________________________
 
Are you currently seeing a psychiatrist or have you seen a psychiatrist in that past?    ________  

Psychiatrist’s Name: _____________ When/duration: _______________     
  
What was the focus of the psychiatric treatment?  
 
_______________________________________________________
 
Have you ever been prescribed psychiatric medications?  Yes   No    
What medications and for what reason?  


_______________________________________________________
 
Have you ever intentionally harmed yourself or someone else?    

_______________________________________________________  
 
Have you ever been hospitalized for psychological reasons?    Yes      No   
   
Date(s) of hospitalization(s): ___________________________________
  
CLIENT GOALS
How many counseling sessions do you anticipate needing?  
 1-3       4-6       7-10       10-15       15-20       20+   
 
Please describe the problem or situation you most wish help with right now:  
 
 
 
 


In what ways have you attempted to deal with this problem or situation?  


How do you cope with stress?





What kinds of losses or major life changes have you experienced in the past? (divorce or separation, job loss, moving, death of a loved one, miscarriage, etc.)





  
How have you come to decide that now is the time in your life to address this problem or situation? 
 
 
  
 
 
 
List your strengths and qualities you admire about yourself or others compliment you on: 
 
 
  
 
 
If your life, problem, or situation were to change for the better, what would be different?
 
 
  
 
 
SIGNATURE:  

____________________          ______________________    _____          
Client Name                                        Client Signature                                   Date   
 
