WPS Psychology Clinic

WPS Clinic

Client Information 
IDENTIFYING INFORMATION:
Full Name ____________________________________________________       Today’s Date_________________________
Gender __________   	Date of Birth__________	    Age________          Race/Ethnicity___________________________
Religious affiliation____________________________ Sexual Orientation_________________________________________
Address ___________________________________________________________________________________________
	(Street, Apt #)					(City)			(State)		(Zip Code)
Phone Number: _______________________________ Cell/Home/Work (circle one)

OCCUPATION/EMPLOYMENT INFORMATION:
Check all that apply:     □ employed       □ retired      □disabled       □student     □ homemaker      □ unemployed     
If/When employed, what type of work do you do? ___________________________________________________________
Current employer is: ___________________________________________    Years on Current Job: ____________________
Ever in Military Service:  □ yes	□ no 	Currently in military?  □ yes    □ no   Branch:				
	
RELATIONSHIP STATUS:
Relationship Status: □ Single; □ Married/Committed Partnership; □ Separated/Divorced; □ Widowed; □ Other: _____ 
Are you experiencing any problems/stresses in your current romantic relationship?	□ yes	□ no
Did you experience any problems/stresses in your previous romantic relationship?	□ yes	□ no
Comments regarding stresses in current or previous marriage(s)/relationship(s):						
														
														
														
Describe your social network (number of friends and degree of closeness with each). _________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Explain how often you see your friends and what you usually do:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
EDUCATION:
Last grade completed in school/college is/was:  		 	Degree:				
Are you currently enrolled in school?   □ yes     □ no 		Major/focus:			
Describe any difficulties or problems you had/have in school:								
														
														
													
REASON FOR SEEKING TREATMENT
Please briefly describe the problems you are experiencing and why you chose now to reach out.  A therapist will discuss this in more detail with you later.
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HISTORY OF TREATMENT:
Have you ever had previous therapy/counseling of any kind?   	□ yes	□ no      If yes, when and for how long? _____________________________________________________________________________________________________
What concerns did you address in previous therapy?									
														
_____________________________________________________________________________________________________
Have you ever been hospitalized for emotional problems?  □ yes     □ no   If yes, where and for how long? _______________________________________________________________________________________________
Have you ever been treated or hospitalized for substance abuse problems? □ yes    □ no  If yes, where and for how long? _______________________________________________________________________________________________
Were any of your previous treatment experiences helpful?  □ yes     □ no  	
Please explain how you benefited or did not benefit from previous treatment and why:																																	

FAMILY BACKGROUND:
Where are you from? ___________________________________________________________________________________
Where do you live now? ________________________________________________________________________________
Who lives with you?                                                                                                                                    		
														
Do you have any children? Yes / No (circle one)
Names of children, including ages/genders: __________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe your relationships with family members:
Relationship 	Living?  		Frequency of contact?		Quality of relationship (good/neutral/bad)	
Father		□ yes □ no □ n/a 	 									
Mother		□ yes □ no □ n/a 	 									
Step-father	□ yes □ no □ n/a 	 									
[bookmark: _Int_infnLob7]Step-mother	□ yes □ no □ n/a 	 									
Spouse/partner 	□ yes □ no □ n/a 	 									
Sibling ________□ yes □ no  □ n/a 		 									
Sibling ________□ yes □ no  □ n/a 		 									
Sibling ________□ yes □ no  □ n/a 		 									
Sibling ________□ yes □ no  □ n/a 		 									
Other__________□ yes □ no □ n/a 	 									

What family member(s) are you closest to now?								
__________________________________________________________________________________________________________________________________________________________________________________________________________

Check the statement(s) below that describe the type of family you grew up in:
□ overly close family	 □ no “breathing room” 	 	□ everyone was in everyone else’s business 
□ no privacy 		□ boundaries not respected	□ Comfortably close family 	□ loving	
□ shared many positive experiences 	□ supportive	□ distant, everyone did their own thing 
□ not much time spent together	□ not a lot of support	□ angry, lots of fighting/hostility
□ verbal abuse and conflicts	□ violence	□ frightening	□ scared to make mistakes	
□ other descriptors:											

Has anyone in your family ever attempted or committed suicide?  □ yes     □ no 
If yes, please explain:																									
_____________________________________________________________________________________________________

IN CASE OF EMERGENCY, PLEASE NOTIFY:
Name:  ______________________________________________ Relationship ___________________________________
Address ___________________________________________________________________________________________
	(Street, Apt #)				(City)			(State)		(Zip Code)
Phone Number: _______________________________ Cell/Home/Work (circle one)

HEALTH/MEDICAL INFORMATION:
Physician							Approx. Date of last visit
_______________________________________________		___________________
_______________________________________________		___________________

Have you ever had a serious head injury?  □ yes	□ no 	If so, describe:																			

Please list any other significant medical problems/conditions/injuries (e.g., diabetes, cancer, chronic fatigue, arthritis, cardiovascular issues, musculoskeletal issues, gastrointestinal issues, etc.):																														
List all medications (include prescription, over the counter, and supplements) that you currently use:
[bookmark: _GoBack]Medication(s)                                       Dosage (amount and times per day)                                             Reason for taking
___________________________________________________________________________________________________	
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any “alternative” therapies/treatments you are currently using and the reason for each:																	
_____________________________________________________________________________________________________
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