New Client History Questionnaire
Please fill out this biographical background form as completely as possible. It will help me in our work together. Information is confidential as outlined in the the HIPAA Notice of Privacy Practices. 
NAME: ___________________________________________________ GENDER:____________ 
DATE: ______________               DATE OF BIRTH:  _________________________________ 
AGE: _________
ADDRESS:   ____________________________________________________________________________________  Street       Apt #  City   Zip Code 
TELEPHONES: H: ______________ Cell: _______________________ Work: ____________________ 
E-MAIL:______________             Would you like appointment reminders? If YES, please circle which method:     text  email
PERSON TO CALL IN EMERGENCY: _______________________________________PH:_________________________ 
Nature of the Relationship (circle one):  Parent     Spouse/Partner    Child     Friend    Other:___________________
REASON FOR REFERRAL Referral Source: _____________________________________________________________________________________
PRESENTING PROBLEM (be as specific as you can: when did it start  and how does it affect you?): _____________________________________________________________________________________ _____________________________________________________________________________________ ____________________________________________________________________________________ _____________________________________________________________________________________CURRENT SYMPTOMS 
Check List 
 Anxiety/Nervousness
 Sadness / tearfulness
 Legal problems
 Concentration/Attention Problems  
 Developmental Problems 
 Eating / Weight related Problems 
 Substance Abuse Problems 
 Risk Taking
  Anger Management problems 
 Threats or Violence toward others 
 Behavioral Problems
  Current Mental or Emotional Abuse

 Current Physical Abuse 
 Thoughts of death / suicide
 Current Physical Abuse 
 Sleep problems 
 Self-injurious behavior 
 Chronic pain 
CURRENT MARITAL STATUS: Married:____ Single:_____ Live with someone: ____ Years: ____ 
CURRENT WORK STATUS:________________________________________________________________ 
FAMILY HISTORY CHILDREN (names/ages & brief statement on your relationship with the person.) __________________________________________________________________________________________________________________________________________________________________________
DESCRIBE YOUR CHILDHOOD, IN GENERAL (Relationships with parents, siblings, school, bullying, neighborhood, relocations, any school/behavioral/problems, abusive/alcoholic parent): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ IF PARENTS DIVORCED: Your age at the time: ______
FAMILY MEDICAL HISTORY (Describe any illness that runs in the family: e.g., cancer, epilepsy, etc): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
FAMILY HISTORY OF ALCOHOLISM, MENTAL ILLNESS, OR VIOLENCE (including suicide, depression, hospitalizations in mental institutions, abuse, etc.): _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ SIBLINGS (name/age, if deceased: age and cause of death and brief statement about the relationship.): _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________PERSONAL HEALTH HISTORY PAST/PRESENT MEDICAL CARE (major medical problems, surgeries, accidents, falls, illness, etc.): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________CURRENT MEDICATION: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________PAST/PRESENT PSYCHIATRIC CARE (mental health diagnosis, hospitalizations, etc.): _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________PAST/PRESENT DRUG/ALCOHOL USE/ABUSE (AA, NA, treatments.): __________________________________________________________________________________________________________________________________________________________________________ HISTORY OF ABUSE  / EXPOSURE TO VIOLENCE OR TRAUMA (physical, sexual, emotional, financial abuse, neglect, domestic violence, natural disasters, accidents, etc.): __________________________________________________________________________________________________________________________________________________________________________
SUICIDE ATTEMPT/S or VIOLENT BEHAVIOR (describe: ages, reasons, circumstances, how, etc.): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________FRIENDSHIPS, COMMUNITY, & SPIRITUALITY: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________WORK HISTORY (including type of work/dates, terminations, family leave disability, social security disability, unemployment): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PAST/PRESENT PSYCHOTHERAPY (Individual/Couple/Family, medication, brief description of the relationship and how helpful it was, and how/why it ended): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________
EDUCATION: Highest grade/degree: ________________________ 
Type of degree: ___________________________
ESTIMATE HOW MANY HOURS/DAY YOU SPEND ONLINE Facebook: ______  YouTube: ______  Gaming: ______  Texting: ______  Browsing: ______ Work/School: ______  Instagraming: _______     Other: _______  
LEGAL HISTORY: ARE YOU INVOLVED IN ANY CURRENT OR PENDING CIVIL OR CRIMINAL LITIGATION/S, LAWSUIT/S OR DIVORCE OR CUSTODY DISPUTE/S? (if you answer Yes, please explain): __________________________________________________________________________________________________________________________________________________________________________ THERAPEUTIC GOALS What would you like to achieve through the use of psychotherapy services? 1)___________________________________________________________________________________ _____________________________________________________________________________________2)___________________________________________________________________________________ _____________________________________________________________________________________3)___________________________________________________________________________________
[bookmark: _GoBack]_____________________________________________________________________________________
What are your personal strengths and ways of managing stress? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
