
1 

Client Information Sheet 
Date: _____________ 

Please complete all the following information: 

Name: __________________________________ DOB: ____________________ 
SS#: __________________________________ 

Phone: Home (__)___________ Work (__)_____________ Mobile (__)___________ 

Address: _____________________________________________________________ 

_____________________________________________________________ 

Employer: _________________________ Gross monthly income: _______________ 

Education: _________________________ 

Name: __________________________________ DOB: _____________________ 
SS#: __________________________________ 

Phone: Home (__)_____________ Work (__)____________ Mobile (__)__________ 

Address (if different): ___________________________________________________ 

Employer: _______________________ Gross monthly income: _________________ 

Education: _______________________ 

Others Living in Home: 

Name: _____________________ Age: ______ Relationship: ______________________ 

Name: _____________________ Age: ______ Relationship: ______________________ 

Name: _____________________ Age: ______ Relationship: ______________________ 

Name: _____________________ Age: ______ Relationship: ______________________ 

Name: _____________________ Age: ______ Relationship: ______________________ 

Have you had prior counseling? (include hospitalizations): Y / N 

Name of client  Where/With Whom  For Help With  How Long 
______________  _______________  _______________  ________ 

______________  _______________          _______________  ________ 

______________  _______________  ________________           ________ 

How was the treatment helpful (or not)? ____________________________________ 
_______________________________________________________________________
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Check any problem(s) that apply to your reason for seeking treatment: 

___ Child behavior concerns: (explain: _____________________________________) 
___ Academic Issues  ___ Panic attacks 
___ Peer Problems/ Sibling Issues (circle)  ___ Post­partum difficulties 
___ Relationship Problems  ___ Sexual abuse 
___ Self­ esteem  ___ Physical abuse 
___ Withdrawn behavior  ___ Alcohol/ drug abuse (self) 
___ Sleep problems (too much/too little)  ___ Alcohol/ drug abuse (other) 
___ Nightmares  ___ Work issues 
___ Eating problems  ___ AIDS/ other health concern 
___ Parent – child conflict  ___ Pregnancy 
___ Lying  ___ Miscarriage/Fertility Concerns 
___ Sexual problems  ___ Legal difficulties 
___ Enuresis/encopresis  ___ Stress 
___ Depression/ sadness  ___ Communication difficulties 
___ Financial concerns  ___ Death of a loved one 
___ Blended family issues  ___ Other losses 
___ Divorce/ separation  ___ Recent move 
___ Anxiety/ phobias  ___ Age/life transition issues 
___ Anger  ___ Transition to parenthood issues 
___ Attention Deficit Hyperactivity Disorder  ___ Suicidal thoughts/actions (circle) 
___ Repetitive thoughts­ thinking of the same incidents over and over 

Symptoms have been present for: _____ week(s)  ______ month(s)  ______ year(s) 

How have you tried managing these problems: _______________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 

Briefly describe your goals for counseling: ___________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 

Have you and/or your child had a problem with drugs or alcohol in the past? Y/N 

Your Alcohol consumption: _______ drinks per day of _____________________ 
_______ drinks per week of ____________________ 

Please list all drugs you have used in the past year: ___________________________ 
_______________________________________________________________________
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Habits: Coffee: __________ cups per day 
Caffeinated soft drinks: ________ 12 oz. cans per day 
Cigarettes: _________ cigarettes per day  ­OR­ 

_________ packs per day 

Exercise: ____ not at all  ___ weekly  ______ 3X a week or more 

Sleep: ______ 6­8 hours nightly  ______ less than 6 hours 
______ trouble falling asleep  ______ early morning wake­up; unable to 

return to sleep once awake 

Please describe any major medical problems in the family: _____________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 

Medications: _________________  Dosage: _________  For: _________________ 
__________________  Dosage: _________  For: _________________ 
__________________  Dosage: _________  For: _________________ 

Doctor's name(s): __________________________ 

Doctor's address:  __________________________ Phone: _______________________ 

Please briefly discribe your family of origin (History of chemical dependence, mental 
health, eating disorders, etc.  Birth order, how happy were your parents, siblings 
and you?) ______________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

Emergency Contact: _________________________ Phone: _____________________ 

Referred by: ______________________ OK to thank? _________________________ 

Phone: ______________________ 

by Julie A. Hanson, Psy.D.  www.juliehansoncounseling.com  425­775­4059

http://www.juliehansoncounseling.com/

