CARING SOLUTIONS COUNSELING CENTER

1601 116TH Avenue NE, Suite 114 ∙ Bellevue, Washington 98004 ∙ (425) 455-0300


CLIENT INFORMATION

First Name: __________________
Middle Initial: ____  Last Name: _________________  Today’s Date: _________

Street Address: __________________________________________ City: _______________ State/Zip: ___________

Phone: Home _________________________________   Work __________________
Cell ___________________

Email Address: ___________________________________________________
Date of Birth: __________________

Insurance (if applicable): _____________________________________ Social Security Number: ________________

Emergency Contact Person: ________________________   Relationship: _______________   Phone: _____________

Spouse Name:  __________________________________________________
Date of Birth: ___________________

Child Name: ____________________________________________________
Date of Birth: ___________________

Child Name: ____________________________________________________
Date of Birth: ___________________

Child Name: ____________________________________________________
Date of Birth: ___________________

Child Name: ____________________________________________________
Date of Birth: ___________________

Physician: __________________________________   Phone: _____________   Date of Last Physical: ____________

Referred By: ___________________________________________   □ Qwest-Yellow Pages, □ Verizon-Yellow Pages

May I have your permission to thank this person for the referral?   □ Yes, □ No

CLIENT HISTORY

Why are you coming to therapy at this time? ____________________________________________________________ 

________________________________________________________________________________________________

How long have you been experiencing this problem? _____________________________________________________ 

________________________________________________________________________________________________

How is this problem impacting your life? ______________________________________________________________ 

Please describe what you would like to be different in your life when you are done with therapy? _________________
_______________________________________________________________________________________________
Are you currently in treatment for drug or alcohol or mental health problems?   □ No   □ Yes

Are you having thoughts of suicide?   □ No   □ Yes

Do you have a plan for suicide?   □ No   □ Yes    Please explain: ___________________________________________
____________________________________________________________________________________________.___
MEDICAL INFORMATION

List any major or chronic illnesses, injuries, or operations you have had.  ____________________________________

_______________________________________________________________________________________________

What medications are you taking?

_______________________________________________________________________________________________
Current Medication
                    Dosage and Frequency              What is it for?
Is it helping?                         Prescribing Physician

_______________________________________________________________________________________________
Current Medication
                    Dosage and Frequency              What is it for?
Is it helping?                         Prescribing Physician

_______________________________________________________________________________________________
Current Medication
                    Dosage and Frequency              What is it for?
Is it helping?                         Prescribing Physician

What areas of your life have you experienced recent changes:  □ sleep, □ nightmares, □ amount of exercise, □ sexual desire, □ eating / appetite, □ weight?

How would you characterize your overall health?  □ Poor, □ Fair, □ Good, □ Excellent

Do you consume any alcohol?   □ Yes, □ No,

How often do you drink?  □ Less than once a month, □ one to three times a month, □ several times a week, □ every day

What kind of alcohol? (Check all that apply)   □ Beer, □ Wine, □ Hard Liquor

Do you use any street drugs or misuse prescription drugs?   □ Yes, □ No  If Yes, what drugs and frequency of use do you use them?  ___________________________________________________________________________________
FAMILY HISTORY:

Which of these areas have other family members experienced?  □ Depression, □ Suicide Attempts, □ Anxiety,

□  Sexual Abuse,  □  Emotional Abuse,  □  Eating Disorders,  □  Mental Illness,  □  Violence,  □  Alcoholism,  □  Drug Addiction,  □  Chronic Illness / Other  (which family members?): __________________________________________
Your parents are:   □ married, □ divorced, □ deceased, □ widowed?

Where are you in the birth order of your siblings? _______________________________________________________
Please indicate your major life stressors of the past 12 months?   □  Serious Illness or Injury,  □  Death of a Close Friend or Family Member,  □  Major Illness in Family,  □  Gain of New Family Member,  □  Divorce / Separation,  □  Job Change,  □  Other _________________________________________________________________________________
PAST TREATMENT 

Have you ever received psychological or psychiatric counseling before?   □ Yes, □ No

________________________________________________________________________________________________
When?


From whom?

Problem addressed?




Results?

Have you ever been prescribed medication for a psychiatric or emotional problem? □ Yes, □ No  What medications?

_______________________________________________________________________________________________
When?


Prescribing Clinician?

What Medication?

For What?

Did it help?

Have you ever been hospitalized for a psychiatric or emotional health reason?   □ Yes, □ No   If Yes, explain:

_______________________________________________________________________________________________
When?


Where?


For What Reason?

Outcome?

Have you ever been in a drug or alcohol treatment program?   □ Yes, □ No,   Facility? □ Inpatient, □ Outpatient?

EMPLOYMENT INFORMATION

What is your employment? ______________________ How long have you been at the current job? ______________
How satisfied are you in this job?   □ not very satisfied, □ somewhat satisfied, □ comfortable, □ very satisfied

Is your income covering your expenses?   □ not very satisfied, □ somewhat satisfied, □ comfortable, □ very satisfied

SOCIAL / RELATIONSHIP INFORMATION

Please indicate any of the following that you have experienced?   □ death of a family member?  who? ___________ your age at occurrence ______, □ divorce of parents? your age at occurrence _______, □ sexual abuse, your age at occurrence _______, □ emotional abuse,  your age at occurrence _______, □ physical abuse, your age at occurrence _______,  □ violence in the family,  your age at occurrence _______,  □ mental illness of a family member, your age at occurrence _______.

How do you get along with your current spouse or partner? _______________________________________________
______________________________________________________________________________________________
How do you get along with your children? ____________________________________________________________
______________________________________________________________________________________________
How do you or did you get along with your family of origin members?  ____________________________________
