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Client Initial Questionnaire

Client name: ___________________________ Date of birth:  _____________________
How did you hear about us? 

What is the reason for your appointment today?

Have you sought counseling in the past for this issue? If yes, describe your experience.

Are you presently in psychotherapy/ counseling with anyone?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   Who?________________
What medications are you currently taking and for what conditions?

	Medication
	Condition
	Medication
	Condition

	
	
	
	

	
	
	
	

	
	
	
	


In the past 2 weeks, have you had thoughts of seriously harming yourself or others?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Have you attempted suicide in the past?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If so, when?

Who is supportive of you at this time?

How much difficulty are you having presently in functioning at your work/ home life/school? Circle one:

	None
	Very little
	More than I would like
	Unable to complete tasks
	


What is your church home? _________________________________________  Do you desire your spiritual/religious values to be incorporated in your counseling experience?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Present Substance Use:

	Substance
	Occasionally/Socially
	Weekly
	Daily

	Alcohol
	
	
	

	Marijuana
	
	
	

	Cocaine
	
	
	

	Pills
	
	
	

	Other Substances
	
	
	


Have you ever had treatment for substance abuse?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
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