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Name: _____________________________________ Age: ________________________  Date of birth: ______________


Gender: ___________________  Preferred pronoun: _______________________________________________________

Phone: _______________________________ Email: ______________________________________________________
Is it okay to leave a message at this number?   	Yes    No
Is it okay to text this number: 			Yes    No

Full address: _______________________________________________________________________________________


Emergency Contact Name:____________________________________________________________________________

Phone Number: __________________________________  Relationship: ______________________________________

Medical History:
Primary Care Physician: _____________________________________________________________________________

Psychiatrist (if applicable): ___________________________________________________________________________
Current medication:
_________________________________________________________________________________________________

_________________________________________________________________________________________________

Diagnosis: ________________________________________________________________________________________

Please list any significant medical history (cancer, accidents, surgeries, etc): 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Please list any accommodations needed (wheelchair access, etc.)
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Mental Health Treatment History
Have you been to therapy before?	Yes    No

 If yes, when and for how long? 
__________________________________________________________________________________________________

__________________________________________________________________________________________________
	
Previous therapist(s) name(s): _________________________________________________________________________

Reasons for previous therapy: _________________________________________________________________________

History of inpatient treatment:	Yes     No

If yes, when, where, and for what? __________________________________________________________________________________________________

__________________________________________________________________________________________________
Substance Use And Eating Disorder History:
Please list any CURRENT substance use and frequency:
__________________________________________________________________________________________________

__________________________________________________________________________________________________


Please list any PRIOR substance use and frequency:
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Are you currently in a substance abuse program or support group?	Yes     No
Have you previously been a member of a substance abuse program or support group? 	Yes     No
Do you currently suffer with or have you ever suffered with an eating disorder? 	Yes     No
Do you ever eat in secret? 	Yes     No
Does your weight affect the way you feel about yourself? 	Yes     No
Do you believe yourself to be fat when others say you are thin? 	Yes     No
Family History
Current Marital status: (circle one):   Married    Separated     Divorced     Single     Widowed     Involved
Currently in a significant romantic relationship? Yes     No
Number of children and ages (if applicable):_____________________________________________________________

_________________________________________________________________________________________________

Who currently lives in your home? ____________________________________________________________________

Pets? Yes     No
If yes, list name and type (dog, cat, bunny, etc..) __________________________________________________________





Employment/Education History
Job Title: _____________________________________________

Current Employer: __________________________________________________________________________________
Employment concerns (if applicable): ___________________________________________________________________
School attending (if applicable): _______________________________________________________________________
Degree (if applicable):_______________________________________________________________________________
Other:
Have you ever been arrested? 	Yes     No
If yes, please describe the charges and outcome: 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Do you currently have an assigned probation officer AND/OR social worker for any reason?      Yes     No

Have you ever been a victim of a crime? 	Yes     No

If yes, please explain: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________
 
Please list any other information not listed on this form that you feel is important to my working with you:
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Briefly state why you are seeking therapy:
__________________________________________________________________________________________________

__________________________________________________________________________________________________
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