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Client Questionnaire
This information is kept confidential. Thank you for completing this form.

Patient Name: ________________________________________________________________________


Marital or Partner Status (Circle One): 
Single
 
Partner

Married

Divorced
 Separated

People you call family, or who live with you, (first name, age, their relationship to you): _______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________

Describe why you are seeking therapy now: _______________________________________________________________________________________

_______________________________________________________________________________________

What do you hope to gain from therapy: _______________________________________________________________________________________

_______________________________________________________________________________________
Symptom Checklist. 

Please check symptoms that have affected you in the last few years:
____Aggression/Fighting
____Arguing

____Irritability

____Sleeping Problems

____Alcohol Use

____Drug Abuse

____Judgment Errors
____Speech Problems

____Angry Outbursts
____Anxiety

____Eating Problems
____Weight Gain

____Weight Loss

____Loneliness

____Neglect

____Dizziness

____Memory Problems
____Disorientation
____Disorganized Thoughts

____Mood Swings

____Trembling

____Chest Pain

____Hallucinations

____Phobias/Fears
____Depression

____High Blood Pressure
____Addictions

____Sexual Difficulties
____Fatigue

____Hopelessness

____ Suicidal Thoughts

____Distractibility

____Impulsivity

____Natural Disasters
____Physical Abuse

____Sexual Abuse

____Emotional Abuse
____Crime Victim

____Grief

____Homelessness

____Financial Crisis
____Divorce


Have you recently (in the past year) thought or talked about wanting to hurt yourself?  ____Yes
____No

If yes, have you felt suicidal in the last month?  ____Yes
____No

Have you felt like hurting other people recently or had a plan to do so?

____Yes
____No

Do you use tobacco products? What types? How much and how often? 

_____________________________________________________________________________________

Do you currently drink alcohol? ____Yes
____No

If so, how much? how often? what type?

______________________________________________________________________________________

Past Alcohol or Drug Use? ____Yes
____ No  
What types? Quantities, how often, prior treatment?

______________________________________________________________________________________

Please describe any current health concerns and past history of medical problems or serious illness and any medical diagnoses given to you by medical or alternative doctors: 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Current prescriptions or “over-the counter” medications (type, dosage, reason for taking): ______________________________________________________________________________________

______________________________________________________________________________________

Please list any medications or substances you might be allergic to:


 
______________________________________________________________________________________

Primary care doctor’s name, address, phone #: ______________________________________________________________________________________
______________________________________________________________________________________

Background Information: 
Family history (names, ages, health, occupations of parents & any siblings): 

______________________________________________________________________________________________________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​_______________________________________________________________________________________

_______________________________________________________________________________________

Medical and mental health history of family members:

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________​​​​​
Describe any developmental concerns you had as a child (head trauma, prenatal problems, learning or school problems, language or motor problems): 
______________________________________________________________________________________________________________________________________________________________________________​​​​​Military History: _______________________________________________________________________________________
Current Place of Employment: _______________________________________________________________________________________
History of Employment (list some jobs you have had): _______________________________________________________________________________________
_______________________________________________________________________________________

Education or Training History: _______________________________________________________________________________________

_______________________________________________________________________________________
Prior Mental Health Treatment: (When, with whom, for how long, what was helpful?)
_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________
Please list cultural and religious groups with which you identify: _______________________________________________________________________________________
Please list anything else you feel would be helpful for me to know: _______________________________________________________________________________________
