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Name(s) ______________________________________________________________________________
Briefly describe what problems or concerns bring you here_______________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

List any current health problems___________________________________________________________

_____________________________________________________________________________________

List any serious illnesses/accidents in your life________________________________________________

Allergies   ___ yes   __ no  If yes, what?_____________________________________________________

Smoker   __ yes   __ no   If yes, how much?__________________________________________________  

Drugs Used                                     Frequency/Quantity/Dosage                                           Last Use        

(Prescribed, OTC, alcohol, illicit)

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you previously received counseling of any kind?  ___ yes   ___ no   If so:

Date of counseling              Purpose                                                                                     Duration

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Circle any of the following concerns that pertain to your FAMILY history:

alcoholism          drug abuse          verbal abuse          physical abuse          sexual abuse          depression

anxiety          panic attacks          suicide attempt/completion          psychiatric hospitalization

Circle any of the following issues in your PERSONAL history:

 alcoholism         abortion         adoption         depression         suicidal thoughts/attempts          ADD/ADHD 

temper         anxiety         panic attacks         drug abuse         verbal abuse        eating disorder
physical abuse         sexual abuse         adult rape         psychiatric hospitalization         

legal matters         divorce         financial stress         DUI         homicidal thoughts/attempts                                         

