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Psychological Services: Psychotherapy is not easily described in general statements.  It 
varies depending on the personality of both the therapist and the patient and the particular 
problems that the patient brings.  There are many different methods I may use to deal 
with the problems that you hope to address. Psychotherapy is not like a medical doctor 
visit; it calls for an active effort on the part of the patient. Psychotherapy can aid you in 
discovering tools and techniques that can be utilized to improve the quality of your life 
and your relationships.  Psychotherapy involves change, which may feel threatening not 
only to you but also to those people close to you.  The prospect of giving up old habits, 
no matter how destructive or painful, can often make you feel very vulnerable. The 
process can include experiencing feelings like sadness, guilt, anxiety, anger, and fear and 
making changes that you did not originally intend.  Like any professional service, therapy 
may not work, and for a relatively small number of people, problems may get worse. 
Even so, many people find that therapy is worth the discomfort they feel. Therapy often 
leads to better relationships, solutions to specific problems, and significant reductions in 
feelings of distress. There are no guarantees of what you will experience.  As the patient 
involved in this process, you have the right to ask me about my professional experience, 
background, and theoretical orientation.  As the therapist, I am offering the following 
information regarding the therapeutic relationship in response to frequently asked 
questions.  
  
The Therapy Process: Initially, we will meet to evaluate the problems that bring you to 
therapy and I will give you some initial impressions of the kind of treatment that would 
be helpful to you. During the first few sessions, you should be thinking about whether 
you feel comfortable working with me.  Because therapy may involve a substantial 
commitment of time, money, and energy, it is important that you feel comfortable with 
the therapist you choose.  If you decide that you are not comfortable working with me, I 
would be happy to help you find another therapist.  If you do decide to work with me, we 
will develop goals and a treatment plan together.  If we decide that group therapy is 
appropriate, I will give you a separate group contract, which we will discuss.  Once 
psychotherapy is initiated we will decide on a regular schedule of meetings; usually at 
least one session a week.  You may discontinue therapy at any time, though I strongly 
encourage you to discuss it with me first.  I can provide you with referrals to other 
therapists if that seems needed.  
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CLIENT INFORMATION 
COMPLETION OF THIS FORM IS VOLUNTARY. YOU MAY OMIT ANY PARTS YOU WISH. 

 
 

 
 
Name:_______________________________________________ Date: _____________ 

(Last) (First) (MI) 
 
Address: ________________________________________________________________ 
 
City:___________________   State:______   Zip Code:____________ 
 
Home phone #: _____________________ May I call you at home?_____  
 
Work phone #: _____________________ May I call you at work?_____  
 
Cell phone #: ______________________ May I call your cell?________ 
 
Email address: __________________________ May I email you?_________  
 
Of the numbers listed above, are there any at which I should NOT leave a voicemail 
message? _______________________________________________________________ 
  
May I text you (regarding appointment times only) if necessary?   YES     NO 
May I email you (regarding appointment times only) if necessary?  YES    NO 
 
Age: _________ Date of birth: _______________ Occupation: _____________________ 
 
Relationship status: MARRIED SINGLE LIFE PARTNER DIVORCED  
(circle all that apply) SEPARATED WIDOWED INVOLVED DATING 
 
Briefly describe your level of satisfaction with your relationship status: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Significant other’s name, age, and any other relevant information about her/him: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
How did you hear about me?________________________________________________ 
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If a specific person referred you, who was it?___________________________________ 
May I contact this person to thank her/him for the referral?________________________ 
 
Briefly describe what brings you in for counseling: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Have you seen a therapist before? YES NO 
If yes, please indicate who, when, where, why, and for what reasons your work with this 
therapist was terminated: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Please list all medical diagnoses/conditions that you have: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Please list all medications, both prescription and over-the-counter, that you currently 
take, dosage, and reason for taking: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Names of prescribing physicians: 
________________________________________________________________________
________________________________________________________________________ 
 
Name of primary care physician: _____________________________________________ 
Date of last physical: ______________________________________________________ 
Any allergies? ___________________________________________________________ 
 
Is faith/spirituality an important part of your life?     YES        NO 
Would you like for your spiritual life to be a part of the counseling process?    YES     NO 
Please elaborate on your faith background if relevant. 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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Number of pregnancies: _____  
Number of births: _____ 
Number of children: _____ 
 
Did you have a vaginal delivery?     YES          NO 
Can you describe your birth experience? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Did you have a C section?      YES           NO 
Can you describe your birth experience? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Have you ever been hospitalized for psychiatric reasons? YES NO 
If yes, please indicate when, where, how long, and for what reasons: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Have you ever experienced thoughts or plans of suicide or self-harm?     YES NO 
If yes, please indicate when the thoughts or plans occurred and precipitating issues: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Have you ever experienced challenges related to drugs and/or alcohol?   YES NO 
If yes, please explain: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Do you have a family history of mental health problems or drug and/or alcohol abuse? 
YES                 NO 
If yes, please explain: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Are there any experiences related to violence or trauma in your past?   YES NO 
If yes, please explain: 
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________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Are you currently experiencing any thoughts of suicide or self-harm?   YES NO 
 
Please indicate who should be contacted in case of an emergency (names and phone #s): 
*Completion of this section indicates permission to contact these people should an emergency (as 
determined by the therapist) arise. If you choose not to complete this section, should an emergency arise, I 
will contact 911. 
 
_______________________________________________________________________ 
 
 
 
 
___________________________________________ _______________ 
Client’s Signature   Date 
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