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CLIENT HISTORY

Client Name:_______________________________________    Date:___________________________ 
Social History 
Please fill out this questionnaire and check the boxes for all applicable answers where appropriate. It will help me to do a better job in assisting and supporting what you need.
1. 
Briefly describe what you would like to accomplish in therapy:________________________________ 
    _________________________________________________________________________________
2. Marital status: 


Single  


Married     

Living Together  


Divorced 


Separated 

 
Widow/Widower 



Remarried  

If married, I have been in my current marriage for ________ years.    # of marriages_____________ 

If divorced, who has legal custody of children?_____________________________________ 
3. Highest level of education completed: 

Elementary school or less 


Some high school 


High school graduate 

Some college   


College degree  



Graduate school  
4. 
Employment Information: 

Are you currently employed: 
Yes

No


If yes, length of time at current job: ___________ What do you do? _________________________


Do you enjoy your work? Is there anything stressful about your current work: __________________

_______________________________________________________________________________ 


_______________________________________________________________________________

I have no income presently. I receive money from:  relatives/friends  

Welfare/Medicare/Medical                 Disabled  
5. 
List hobbies/activities you enjoy: ___________________________________________________
6. 
List any external stressors in past 6 months (i.e. death of loved one, illness, divorce…) and rate of 


the severity (i.e. mild, moderate, severe very severe): _____________________________________ 

________________________________________________________________________________
7. 
Do you have supportive friends/family members?  Yes     No If yes, list:_________________ 

________________________________________________________________________________
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Client Name: _____________________________________________  Date:_____________________ 
8.
What do you consider to be some of your main strengths? _________________________________


________________________________________________________________________________

9.
What do you consider to be some of your main weaknesses? _______________________________


________________________________________________________________________________

10.
 Do you consider yourself to be spiritual or religious?     

                  Yes           No

Do you want your orientation to be part of your therapeutic process?              Yes           No

If yes, please list or describe: 

​​​​​​​​​​​​​________________________________________________________________________________ 
 

________________________________________________________________________________
Medical History 
1. 
Name of your primary care physician: ____________________________ Phone :_______________ 
 
Address, City, State: _______________________________________________________________ 

2. 
List any present or past illnesses, medical conditions, or surgeries: ___________________________ 

________________________________________________________________________________


Are you currently experiencing any chronic pain?    Yes       No  




If yes, please describe and for how long? _________________________________________


​​​​​​​​​​​​​​​________________________________________________________________________________

3. 
Do you have any medical conditions that may need emergency attention, i.e., diabetes, epilepsy, high 

blood pressure, asthma, severe allergies, etc.?  If so, please list and describe action to be taken in an 

emergency:_______________________________________________________________________
      
________________________________________________________________________
4. 
List any prescribed and/or over-the-counter medications/supplements you currently are taking: 


________________________________________________________________________________

5. 
List any allergies: __________________________________________________________________ 
6. 
Sleep patterns (Check the box with the highest number that applies): 
 

0. I sleep very well and always have 
 

1. I wake up more tired than I used to. 
 

2. I wake up 1-2 hours earlier and I have difficulty going back to sleep 
 

3. I wake up in the middle of the night and have difficulty going back to sleep 



4. I toss and turn all night and don’t get much sleep. 
 

5. Other ___________________________________________________________________ 
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Client Name: _____________________________________________  Date:_____________________ 
7. 
Eating patterns in last 6 months: 
 

0. My appetite is the same as usual. I don’t worry much about my weight. 
 

1. I try not to eat very much.  
 

2. I am dieting and concerned about my weight. 
 

3. I tend to overeat and/or stuff myself with food. 

 
4. I think I have/had an eating disorder 
8. 
Common health concerns (circle all that apply): 
 

Frequent abdominal cramps 

Frequent nausea 

“Nervous stomach” 


Frequent headaches  



Allergies  


Frequent cold/flu 


Back pain  

Neck pain  

Aches/pains/stiffness 
Arthritis 




Indigestion  
Fatigue  

Other:_________________________________ 
9. 
Exercise frequency:  

Not at all        Not regularly        1-2 times a week        2-5 times a week          Daily 
10. How often do you consume food with added sugar (i.e. soda, candy, sweets)? 

Not at all 
Not regularly 
1-2 food items daily          3 or more items daily

11. Do you drink coffee?    Yes    No         If yes, amount/frequency? _______________________ 
12. Do you smoke cigarettes?    Yes    No  If yes, amount/frequency? ______________________ 
13. Alcohol consumption: 

Not at all           Socially       1-2x week  
     Daily         Recovering alcoholic 


   Current problem area 
14. Do you use drugs recreationally?   Yes   No    If yes, list:______________________________ 

Not at all           Socially       1-2x week  
     Daily         Recovering addict 


   Current problem area 
15. Have you attended or are you attending any 12 Step Program?     Yes         No            
16. Do you believe that there is a mind-body connection? (i.e. that one’s mind/thoughts can influence 

one’s body and/or one’s body can influence one’s mind) 

Strongly Agree       Agree       Don’t know       Disagree         Strongly disagree 
Psychological History 
1. 
Have you ever received counseling, therapy or psychiatric care?    Yes       No  

If yes, when and for what reason? ____________________________________________________


Previous therapist(s) ______________________________________________________________ 

2.
Have you ever been hospitalized for a psychiatric disorder?  
  Yes       No  




If yes, when and for what reason?______________________________________________
3.
Are you currently taking any prescription medication?            
  Yes          No           
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Client Name: ____________________________________________  Date:_____________________ 


Please list: ______________________________________________________________________  

_______________________________________________________________________________ 

4.
Have you ever been prescribed psychiatric medication?         
  Yes          No                                                 

Please list and provide dates  ______________________________________________________  

_______________________________________________________________________ 

5.
Are you currently experiencing overwhelming sadness, grief or depression?  
     Yes       No  




If yes, for how long and about what: ___________________________________________

6.
Are you currently experiencing anxiety, panic attacks or have any phobias?         Yes       No  




If yes, for how long and about what: ​___________________________________________

7.
Are you currently in a romantic relationship?  





    Yes       No 




If yes, for how long? ______________________




On a scale of 1-10, how would you rate your relationship? _______________
8. 
Do any relatives have a history of serious depression or suicide:                          Yes       No  



If yes, are they biologically related relatives?           

   

     Yes       No  
9. 
Do any relatives have a history of psychiatric illness requiring hospitalization:    Yes       No  
  


If yes, are they biologically related relatives?     



     Yes       No  
10. 
Have you ever attempted suicide?    Yes       No            How many times? _____________
  


If yes,  when?:_______________________________      Age:_______________________ 
  


How?: ___________________________________________________________________ 
11. 
Do you have any current thoughts of harming yourself?     

   Yes       No 

12. 
Has anyone close to you died in the past 5 years?   


                 Yes       No  

  


If yes, relationship to person(s): _______________________________________________ 
13. 
Have you ever experienced any form of abuse?    Yes       No       Unsure 
  


If yes, check all those that apply: 
  


Physical abuse                   
Sexual abuse                           Emotional abuse 
 

 
Was the perpetrator: 



A family member 


Someone you know 

A Stranger 



Your age during abuse: From ______________       To _______________

14.

Anything else you would like me to know? 
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