	New Client Questionnaire



Name:_____________________________________________      Date:___________________
Address:______________________________________________________________________
City: _______________________  State: _____________________  Zip:__________________
Preferred phone number: ______________________ Is leaving messages okay? ___Yes ___No
Age: __________ Date of Birth: _____________ Social Security Number: _________________
Referred by: ___________________________________________________________________

Emergency Contact
Name: _____________________________ Relationship to you:__________________________
Address:______________________________________________________________________
City: _______________________  State: _____________________  Zip:__________________
Phone number: ______________________

Occupation
Current job title: ______________________________________________ Hrs/week: ________
Employer name: _______________________________________________________________
Address:______________________________________________________________________
City: _______________________  State: _____________________  Zip:__________________

Education
Highest Level of Education: ______________________________________________________
Last School Attended: ___________________________________________________________
Are you currently a student?  ____ Yes ____ No
If yes, what school and major? ____________________________________________________
_____________________________________________________________________________

Relationship Status: ___ Single   ___ Married   ___Divorced   ___ Widow/Widower
		         ___ Dating   ___ Same-sex partner   ___Polyamorous 
(If applicable) How long have you been in your present relationship? _______________



Please list who you currently live with and their relationship to you:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Do you have any children? ___ Yes  ___No
If yes, please list their names and ages: ______________________________________________
______________________________________________________________________________


Have you ever been hospitalized? ___Yes  ___No
If yes, please list the date and the reason for hospitalization. Please include hospitalizations due to mental illness, illness, injury or surgery.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any prior treatment you have received for mental health concerns:
	Name of Provider
	Problems Addressed
	Dates of Treatment

	
	
	

	
	
	

	
	
	

	
	
	



Are you currently taking any medications? ___Yes  ___No
If yes, please list medication name and dosage. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Are you currently on a diet? ___Yes  ___No
If yes, please describe. ___________________________________________________________
______________________________________________________________________________

Have any relatives ever been treated for a mental health condition or substance abuse problems? If yes, please list their relation to you and condition treated. 
____________________________________________________________________________________________________________________________________________________________

Do you have any physical or intellectual disabilities? ___________________________________
______________________________________________________________________________

Please describe what has brought you to counseling.
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

How have you addressed this in the past? 
______________________________________________________________________________
______________________________________________________________________________

What do you hope to get out of therapy? 
______________________________________________________________________________
______________________________________________________________________________

Please describe who else knows what you are struggling with and their relationship to you.
______________________________________________________________________________
______________________________________________________________________________

Please list your hobbies and what you like to do for fun.
______________________________________________________________________________
______________________________________________________________________________

What coping skills do you have that help you relax or calm down?
______________________________________________________________________________
______________________________________________________________________________

Do you currently have any legal involvement? ___Yes  ___No
If yes, please describe. This includes divorce, custody, criminal charges, etc.
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Please indicate any significant losses you have experienced with a check mark.
	___Death of a parent
	___Death of a grandparent

	___Separation from parent(s)
	___Death of other significant family member

	___Death of a sibling
	___Death of a friend

	___Separation from sibling(s)
	___Death of a pet

	___Death of a spouse/partner
	___Divorce

	___Separation from children
	___Other:



Please indicate if you have done any of the following:
	___Self-harmed (cut, burned, hit, etc)
	___Attempted suicide

	___Started fires
	___Forced someone else to have sex

	___Harmed someone else intentionally
	___Solicited sex

	___Harmed an animal
	___Had sex in exchange for money/other items

	___Ran away (as a child)
	





Please indicate your substance use below. 
	Substance
	Yes/No
	How often?
	How much?
	Last use

	Alcohol
	
	
	
	

	Caffeine
	
	
	
	

	Nicotine
	
	
	
	

	Marijuana
	
	
	
	

	Cocaine
	
	
	
	

	Heroin
	
	
	
	

	LSD
	
	
	
	

	Narcotics
	
	
	
	

	Other:
	
	
	
	



Please list the ages at which you first tried alcohol and other substances. ___________________
______________________________________________________________________________
______________________________________________________________________________

As a child, did either of your parents have a problem with alcohol? ___Yes ___No
As a child, did either of your parents take illegal drugs? ___Yes ___No
Did anyone else that lived with you as a child abuse alcohol or other substances? ___Yes ___No
As a child, did an adult ever hit, kick, burn or beat you? ___Yes ___No
As a child, did an adult ever berate, yell at, or overly criticize you? ___Yes ___No
As a child, did anyone ever sexually touch you without your consent? ___Yes ___No
As a child, did anyone ever expose himself or herself to you? ___Yes ___No
As a child, did an adult ever show you pornography? ___Yes ___No
As a child, did anyone ever force you to have sex? ___Yes ___No

As an adult, has a romantic partner ever hit, kicked, burned or beat you? ___Yes ___No
As an adult, has anyone ever sexually touched you without your consent? ___Yes ___No
As an adult, has anyone ever forced or coerced you into having sex? ___Yes ___No

[bookmark: _GoBack]
Please indicate with a check mark the areas you would like to work on:
	___Anger
	___History of verbal or emotional abuse

	___Anxiety
	___Religious or spiritual concerns

	___Depression
	___Self-harm 

	___Domestic violence
	___Sexual concerns

	___Education/School problems
	___Sexual orientation

	___Eating difficulties
	___Thoughts of harming someone

	___Fearfulness
	___Thoughts of suicide

	___Financial problems
	___Trauma

	___Health concerns
	___Trouble concentrating

	___Marital problems
	___Trouble sleeping

	___Mood swings
	___Unhappy most of the time

	___Obsessions
	___Use of alcohol/drugs

	___Pregnancy concerns
	___Use of alcohol/drugs by a partner/spouse

	___Problems with partner/significant other
	___Use of alcohol/drugs by a parent

	___Problems with children
	___Victim of crime/assault 

	___Problems with parents
	___Vocational goals

	___History of physical abuse
	___Weight loss/management

	___History of sexual abuse
	___Other:



Please describe anything else that you would like for me to know about you. 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
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