Client questionnaire
General: 
Name _________________________________ 		Today’s date_____________________________ Current address _______________________________________________________________________
Primary phone # __________________________ Secondary phone # ____________________________ 
E-mail ________________________________ Referred by _____________________________________ 
[bookmark: _GoBack]Age ________ Date of birth ___________________ Pronouns (s/he, they, hir, etc.) _________________
Emergency contact information ___________________________________________________________

Why are you seeking services? Please describe. _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Do you have any specific goals with regard to therapy? ________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ 
Have you ever received mental health treatment before? ________ With whom? ___________________
When and for how long? ________________________________________________________________ 
Are you currently taking any prescription medications? ________________________________________ 
Prescribed by whom? ___________________________________________________________________ 
Do you have any medical conditions that may affect your mental health treatment? ________________ 
Primary care provider: __________________________________________________________________ Are you experiencing any symptoms you attribute to a mental, emotional, or stress-related condition? Please describe. _______________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ Do you use any substances, including alcohol, tobacco, and other drugs? Please describe.____________
_____________________________________________________________________________________ Please feel free to include any other information that you believe is relevant to your mental health treatment, not previously requested. ______________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
