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Client Information Form

Name:__________________________________________________________ Age:

  Date of Birth:______________
Referred by:_______________________________________________________________________________________________________
Home Address:___________________________________________________________________________________________________________
Parent(s) 

Cell:________________________________________________________________________________________________________________
Home





         Child’s
Telephone:______________________________________________ Cell:_____________________________________________________
Parent(s) Email:______________________________________________________________________________________________________________
Child’s

Email:______________________________________________________________________________________________________________

Child’s

School______________________________________________________________________________________________________________

Child’s Physician

& Phone Number__________________________________________________________________________________________________

Please list all those who live in your child’s home:

Name:





Age:


Relationship:














      

______












       

______












       

______












      

______
Date of last Physician’s Visit:_____________________________________________________________________________________

Past/Present Medical Problems:                                   


                                                       ______ 
                                                                                            






______
_____________________________________________________________________________________________________________________
Current Medications:                                                                                          


                            ______














______

Current reasons to seek Psychotherapy:________________________________________________________________________
_____________________________________________________________________________________________________________________
                                                                                                                                                                                            ______
_____________________________________________________________________________________________________________________
Previous Psychotherapy Experience: (Dates/Reason)                             



             ______                                                                                                            

                                                                                                                                                                   ______
                                                                                                                                                                                           ______
Please circle those applicable.
Family history of:  
Alcoholism       Child Abuse (Emotional / Physical /Sexual)  


Domestic Violence      Drug Abuse      Mental Illness      Suicide

Personal history of:  
Alcoholism       Child Abuse (Emotional / Physical /Sexual)  

Domestic Violence      Drug Abuse      Mental Illness      Suicide

Family History of Note:___________________________________________________________________________________________

_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
What do you want your child’s life/family life to be like when your child is finished with therapy? 
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
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