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Client Information Form

19 September 2013
	Your name:
	Date of birth:
	Age:

	Nick name or alias:
	
	

	Home street address:
	
	

	City:
	State:
	Zip:

	Mobile phone:
	
	

	Home phone:
	Work phone:
	

	Email:
	
	


Calls or e-mail will be discreet, but please indicate any restrictions: 

How did you hear about me?

If you referred to me by another person, may I have your permission to thank him or her for the referral?  __Yes __ No



Your Medical Care.
From whom or where do you get your medical care?
	Doctor’s name:
	Phone:
	

	Address:
	
	

	City:
	State:
	Zip:

	Email:
	
	


If you enter treatment with me, may I tell your medical doctor so that he or she can be fully informed and we can coordinate your treatment? __Yes __No
Person to Call in Case of Emergency.
	Name:
	Relation to you:
	

	Mobile phone:
	
	

	Home phone:
	Work phone:
	


Your education/ occupation:
	Highest grade/degree:
	Type of degree:
	

	Employer:
	Position:
	




Chief Concern.
Please describe the main difficulty that has brought you to see me:
Estimate the severity of the problem:
Mild
Moderate
Severe

Very Severe
When did this first begin?



Treatment.
Have you received psychological, psychiatric, drug or alcohol treatment, or counseling services before? __No
__Yes
If yes, please indicate:

	When?
	From whom?
	For what?
	With what results?

	
	
	
	


Have you ever threatened or attempted to seriously harm yourself or take your life?

__No   __Yes   If yes, please indicate:

	Your age?
	Thought or attempt?
	What did you do or consider doing?
	Reasons or Circumstances?
	What happened?

	
	
	
	
	


Have you ever taken medications for psychiatric or emotional problems?  __No  __ Yes 

If yes, please indicate:

	When?
	From whom?
	Which medications?
	For what?
	With what results?

	
	
	
	
	




Medical Care.
Please describe any present or past major medical problems, illness, surgeries, accidents, etc.

Other Medications.
Are you presently taking medications for physical (non-psychological) problems? 

 __No   __Yes    If yes, please indicate:

	From whom?
	Which medications?
	For what?
	For how long?

	
	
	
	


Drug and Alcohol Use.
Think about any and all chemicals you have used (e.g., alcohol, marijuana, cocaine, crystal meth, speed, club drugs, etc.) and indicate how much you used (amount) and how often
When was the last time you used any of the drugs you listed above?

Have you ever been treated for alcoholism or drug abuse?    __No   __Yes 

If yes, please describe type of treatment (e.g. AA, NA, in-patient treatment center): 


Significant Relationships.
(Start with present)

	Name of other person
	Your age when started
	Your age when ended
	Reasons for ending

	
	
	
	


How do you get along with your present partner or spouse? 
Do you have children? __No __Yes   If yes, please indicate:

	Name:
	Gender:
	Age:

	Name:
	Gender:
	Age:

	Name:
	Gender:
	Age:

	Name:
	Gender:
	Age:


Abuse History.
 __I was not abused in any way.  __I was abused. __I was threatened with abuse.

If you were abused, please indicate the following. For kind of abuse, use these letters: P= Physical, such as hitting, slapping, biting, thrown objects. S=Sexual, such as touching/molesting, fondling, or unwanted intercourse. N=Neglect, such as failure to feed, shelter, or protect. E=Emotional, such as humiliation, verbal threats, etc.

	Your age
	Kind of abuse
	By whom?
	Effects on you?
	Whom did you tell?
	Consequences of telling?

	
	
	
	
	
	




Childhood Development.

Are there special, unusual, or traumatic circumstances that affected your childhood development?

Did you have any learning disabilities (e.g., reading, speech delays, etc.) that I should be aware of? 

Did you have any physical disabilities or physical developmental delays that I should be aware of?



Relationships in Your Family of Origin. 

Please describe the following:
Your parents’ relationship with each other
Your relationship with each parent and with other adults present: 
Your parents’ physical health problems, drug or alcohol use, and mental or emotional difficulties: 
Your relationship with your brothers and sisters, in the past and present:



Spirituality. 

Please check all of the activities you have participated in during the last year:
	__ Meditation
	__ Prayer
	__ Contemplation

	__ 12-Step Program
	__ Read spiritual books
	__ Affirmations

	__ Church, Temple, etc.
	__ Yoga, Ti Chi, etc.
	__ Other (please describe below)




Goals.
What do you most want to change about yourself? 
What are the three most important things you want to accomplish in your life right now? 
What is the biggest opportunity you are currently not taking full advantage of right now and what prevents you from doing so? 

Craig Kain, Ph.D. 
Client Information Form              Revised June 2013
Page 6 of 6

