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BIOGRAPHICAL INFORMATION-INTAKE FORM
Please, fill out (each client) as completely as possible and bring with you to our first session. It will help me in our work together. If you wish you can Fax it to 703-437-6344 at least a couple of days prior to the first session. You can also bring it with you to your first session. If you do not desire to answer a question, merely write "Do not care to answer."

DATE:

NAME:



                                                                                      

MALE/FEMALE:                

DATE OF BIRTH/PLACE: 

            

AGE: 

SOCIAL SECURITY NUMBER:

ADDRESS:       

TELEPHONE:      



Home:

Cell:





Fax:

Email:

FOR CONFIDENTIAL/PRIVATE MESSAGES: If same as above, write “Same as above”
Address:

Phone:

E-mail:

HIGHEST GRADE/DEGREE:

TYPE OF DEGREE:       

PERSON AND PHONE NO. TO CALL IN EMERGENCY: 

REFERRED BY (Doctor, Internet, Friend, etc.): 

OCCUPATION (former. If retired):

PRESENTING PROBLEM (Be as specific as you can:  When did it start, how does it affect you…):  

Estimate the severity of the above problem: 

Mild__, Moderate__, Severe ___, Very severe __

CURRENT: Marital status:        


Live with someone: 


Name:  


Years:

PAST & PRESENT MARRIAGE/S (years together, names & statement about the nature of the relationship/s, i.e., friendly, distant, physically/emotionally abusive, loving, hostile): 

PRESENT SPOUSE/PARTNER:  

Education:           

Occupation: 

CHILDREN/STEP/GRAND (names/ages & brief statement on your relationship with the person) 

PARENTS/STEPPARENTS (Name/age or year of death/cause of death, occupation, personality, how did s/he treat you, brief statement about the relationship): 
Father:

Mother:

Stepparents:

SIBLINGS: (name/age, if dead: age and cause of death & brief statement about the relationship): 

PRIMARY CARE DOCTOR: (name /phone):  

OTHER DOCTORS PROVIDING TREATMENT: (name/phone)

DO YOU HAVE ANY CURRENT MEDICAL PROBLEMS?                IF SO, PLEASE DESCRIBE:
Specify all MEDICATION you are presently taking and for what. PRINT clearly:  

TOBACCO:     _______None      Packs per day: _______________________________________

PAST/PRESENT DRUG/ALCOHOL USE: 

When was the last time you drank any alcohol?

How much did you drink at that time?

How often do you drink alcohol?

How much alcohol do you usually drink when you do drink?

Has anyone ever expressed a concern about your drinking?    

If so who?                                              What was their concern?

Have you ever used marijuana?   

If so, how often?                                                    

Date you last used marijuana:

Have you ever used cocaine?                   

If so, how often?

Date you last use cocaine:

Do you have any family members or significant others who now have or once had a problem with alcohol or drugs?              If so who?

SUICIDE ATTEMPT/S or VIOLENT BEHAVIOR: (describe: ages, reasons, circumstances, how, etc.) 

PAST LEGAL/LITIGATION HISTORY (Describe past incarcerations, lawsuits and other criminal or civil litigations):

ARE YOU PRESENTLY INVOLVED IN ANY CURRENT OR PENDING CIVIL OR CRIMINAL LITIGATIONS, LAWSUITS OR DIVORCE AND CUSTODY DISPUTES? (If  Yes, explain):
Are you currently having, or have you ever had any problems related to money, spending, gambling, credit cards or finances?  If so, please describe:

FAMILY MEDICAL HISTORY (Describe any illness that runs in the family: cancer, epilepsy, etc.): 

FRIENDSHIPS, COMMUNITY, & SPIRITUALITY (Describe quality, frequency, activities, etc.):

ANY PREVIOUS THERAPY?                             

DATES AND LENGTH OF TREATMENT:

WAS THERAPY HELPFUL?               WHY OR WHY NOT?

DESCRIBE YOUR CHILDHOOD IN GENERAL (Relationships with parents, siblings, others, school, neighborhood, relocations, any school/behavioral/problems, abusive/alcoholic parent):  

IF PARENTS DIVORCED:  

Your age at the time:      

Describe how it affected you at the time: 

FAMILY HISTORY OF ALCOHOLISM, MENTAL ILLNESS, OR VIOLENCE (including suicide, depression, hospitalizations in mental institutions, abuse, etc.):  

HAVE ANY ASPECTS OF YOUR SEXUALITY EVER BEEN A CAUSE OF CONCERN FOR YOU:                IF SO, PLEASE DESCRIBE:

HAVE YOU EVER EXPERIENCED ANY PHYSICAL OR SEXUAL ABUSE?     IF SO, PLEASE DESCRIBE:  

HAVE YOU EVER BEEN DEPRESSED FOR A SIGNIFICANT LENGTH OF TIME?       IF SO, PLEASE DESCRIBE:

HAVE YOU EVER EXPERIENCED STRONG FEELINGS OF ANXIETY OR PANIC?        

IF SO, PLEASE DESCRIBE:

WHAT TYPE OF EXERCISE DO YOU DO?  HOW OFTEN DO YOU EXERCISE

HOW WOULD YOU RATE THE LEVEL OF STRESS THAT YOU ARE CURRENTLY EXPERIENCING ON A DAILY BASIS?  (1 = NO STRESS, 10 = CONSTANT, SEVERE STRESS):

IF THERE IS SOMETHING IN PARTICULAR THAT YOU FEEL IS RESPONSIBLE FOR THE STRESS IN YOUR LIFE AT THIS TIME, PLEASE DESCRIBE:

DIET:  HOW WOULD YOU RATE YOUR DIET?

WHAT DID YOU EAT YESTERDAY? (PLEASE LIST ALL FOOD AND BEVERAGE YOU CONSUMED AND THE TIME YOU CONSUMED IT)

BREAKFAST:

LUNCH:

DINNER:

SNACKS:

HAVE YOUR EATING PATTERNS OR YOUR BODY WEIGHT EVER BEEN A CONCERN FOR YOU?                  IF SO, PLEASE DESCRIBE:

SLEEP PATTERNS:  Total hours of sleep per night: ______________  -------------- -Usual Schedule:  ___________ to ___________________ Do you take naps during the day? __________Yes    __________No   If  Yes, how many hours in a typical day?

Sleep Concerns:


        Current
         Change within last 6 months


Difficulty falling asleep:   _____yes _____no
 ______yes _______no


Frequent awakening:
_____yes _____no
 ______yes _______no


Snoring:


_____yes _____no
 ______yes _______no


Restlessness/Movements: _____yes _____no
 ______yes _______no


Early morning awakening: _____yes _____no
 ______yes _______no


Nightmares: 


_____yes _____no
 ______yes _______no


Not rested: 


_____yes _____no
 ______yes _______no

What gives you most joy or pleasure in your life?

What are your favorite leisure activities?

What are your greatest strengths, talents and resources?

What are your main worries and fears?

What are your most important hopes or dreams?

What else would you like me to know in order to better be able to help you?
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