


Date: _____________
New Client Registration
Full Legal Name: _____________________________________________________ Date of Birth: _______________
Home Address: _________________________________________________________________________________	
		 Street Number or PO 	Apt/Unit#	City		State		Zip
Mailing Address (If different from above):____________________________________________________________
Home Phone: _________________________________ 	Is it ok to leave a message?	☐ Yes	☐ No
Cell Phone: ___________________________________	Is it ok leave you a message? 	☐ Yes	☐ No
Email: __________________________________		Is it ok to contact you via email?	☐ Yes	☐ No
Would you like to receive automated appointment reminders? ________
If yes, please indicate preference [circle]: 	Text	 Email 
Gender: ☐ Female ☐ Male  ☐ Other: _________________
Emergency Notification
Emergency Contact Name: _________________________________________________
Relationship to client: ________________________ Emergency Contact Phone Number: _____________________
Emergency contact address: ______________________________________________________________________
Employer Information
Current Employer: ____________________________________________________________________________
Address: ____________________________________________________________________________________
How long have you been employed with current employer? ___________________________________________

Medical Information
Name of Primary Care Physician:___________________________________________________________________
Phone Number: _______________________________ Fax Number: ______________________________________
Address:______________________________________________________________________________________
Psychiatrist/ARNP:______________________________________ Phone:__________________________________
Address:______________________________________________________________________________________
Have you been hospitalized for mental health concerns ☐ Yes  ☐ No 
When?________________________________________Where?_________________________________________Explain?____________________________________________________________________________________________________________________________________________________________________________________
Are you currently taking medications?  If yes, please list below
	Current Prescribed Medications 
	Dose 
	Frequency 
	Purpose and side effects
	Prescribed by

	
	
	
	
	

	
	
	
	
	

	
	
	
	 
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




Please describe your medical history (both present and past): _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe any family medical history: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe and family mental health history: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Counseling Goals
Have you had prior counseling or psychiatric treatment?	 ☐ Yes	☐ No
If yes:   When? ______________________________  Where? ___________________________________________
What was helpful or not helpful in treatment with your previous treatment? __________________________________________________________________________________________________________________________________________________________________________________________
Please describe your mental health history: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Tell me about your concerns regarding sexual health and wellness
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What specific event(s) or experience(s) have led you to seek counseling services at this time? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are you hoping to gain from counseling? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Areas of Concern
Please rate on a scale of 1-5 the amount of concern your problem is causing in your current life
1. No Concern 	2. Some Concern		3. Moderate Concern	4. Serious Concern	5. Very Serious
Symptoms: 
____ Ability to Sleep		____ Ability to Work		____ Ability to Concentrate	
____ Appetite			____ Relationships		____ Depression	
____ Thoughts of Suicide		____ Physical Health		____ Memory Loss
____ Alcohol/Drugs		____ Anxiety			____ Stress 		
____ Mood Swings 		____ Grief or loss			____ Chronic Pain

Please check any behaviors and/or symptoms you are currently experiencing
☐ Abuse				☐ Eating Disorder		☐ Mood Swings	
☐ ADD/ADHD				☐ Fatigue			☐ Panic attacks	
☐ Aggression				☐ Feelings of Helplessness	☐ Phobia/fears
☐ Alcohol Use				☐ Feelings of Hopelessness	☐ Poor judgment		
☐ Anger				☐ Feelings of Worthlessness	☐ Self-harm			
☐ Anxiety				☐ Flashbacks			☐ Self-Esteem Problems		
☐ Autism/Asperger’s 			☐ Grief or loss			☐ Sexual difficulties		
☐ Chronic Pain				☐ Hallucinations			☐ Sleep Problems		
☐ Compulsive Behaviors			☐ Impulsivity			☐ Social withdrawal		
☐ Concentration Problems		☐ Irritability			☐ Suicide Ideation		
☐Confusion/Disorganized Thoughts 	☐ Isolation			☐ Suicide Attempts		
☐ Cyber Addiction			☐ Loneliness			☐ Trauma			
☐ Depression				☐ Memory impairment		☐ Worry			
☐ Drug use 				☐ Other (Specify): __________________________________
Substance Abuse/Use History 
Have you ever received treatment for drug and/or alcohol abuse? 	 ☐ Yes	☐ No
If yes: When? _________________________ Where? ___________________________________________
Treatment was 	☐ Helpful	☐ Not Helpful
Please explain further any substance treatment: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there a history of alcohol or drug use in your family? 	☐ Yes		☐ No
If yes, please explain and what is their relationship to you?  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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