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Each individual who will be attending the sessions 
must complete a separate copy of this form.

PART A – CLIENT IDENTIFICATION INFORMATION

NAM E (LAST ,  FIRST)

STREE T ADDRESS

C ITY ,  STATE ,  Z IP  CODE

OFFICE USE ONLY

HOME TELEPHONE SOCIAL SECUR ITY NUMB ER

WORK TELEPHONE DATE OF B IRTH GENDER :  
£  Male
£  Female

CELL PHONE MARITAL STATUS :  

£ Single £ Married £ Other

EM AIL EM PLOYM ENT & EDUCATION STATUS :
£ Employed £ Full-t ime £ Part-t ime

Student Student

EM PLOYER AND CITY WHERE LOCATED

Do you want your Primary Care Physician notified of your treatment 
(including disclosure of your mental health diagnosis, treatment plans and 
medications) for the purpose of coordinating treatment?  If  “yes,” you must 
complete an “Authorization to Release Information” (available from your 
counselor). ____________________________________________________________ £ yes;  £ no

Your signature below acknowledges that you have read and signed a “Policies & Practices 
Disclosure” form (Form 2) required by Federal regulations, and you have kept a separate 
copy for yourself.  Your signature below indicates your consent for treatment.  (If the client 
is a minor, a responsible adult also must sign.) 

Signature Date Signature Date
Please be certain you also  have com-
pleted Form 1-B (usually printed on 
reverse side).

Parent or guardian signature required 
if client is not of legal age.
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Each individual who will be attending the sessions must complete a separate copy of this form.
If more space is needed, please use a blank piece of paper

PART B – CLIENT HISTORY INFORMATION

1. Have you had counseling before?  £ yes; £ no.    If yes, when, and with whom? ______
________________________________________________________________________________

2. Have you been treated for any medical condition within the last 5 years? £ yes; £ no.
If yes, for what condition?  ______________________________________________________
________________________________________________________________________________
Who were you treated by, and for how long? ______________________________________
________________________________________________________________________________

3. Are you taking any prescribed medications?  £ yes; £ no.  If yes, please list:

Name of medication Dosage Frequency

Prescribing doctor is your: £ primary care physician; £ psychiatrist; £ other.
Prescribing doctor’s name:  ______________________________________________________

4. Are you taking any non-prescription, over-the-counter medications?  £ yes; £ no.
If yes, please list name, dosage, and frequency: ____________________________________
________________________________________________________________________________

5. Do you have any allergies?  £ yes; £ no.  If yes, please describe: ____________________
________________________________________________________________________________

6. Have you ever been treated or counseled for abuse of any mood-altering substance?
£ yes; £ no.  If yes, when and with whom? _______________________________________
________________________________________________________________________________

7. Have you ever had someone close to you (family member, friend, co-worker) suggest 
that you may have a problem with any mood-altering substance such as alcohol, drugs, 
etc?  £ yes; £ no.

Signature Date Signature Date
Parent or guardian signature required if client is 
not of legal age.
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