
Personal Information and History 
 
 

name: _____________________________________________________________________________ 

address: __________________________________________________________________________ 

phone: ____________________      email: _____________________________________  
 

date of birth: ________________ age: ____________ birthplace: ___________________ 
 

emergency contact/relationship: __________________________ phone: _______________  

family/partnership information 
please list important relationships with partners, parents, children, siblings, 
and others including names, ages, living situations, and other relevant info: 
 
   

   

   

   

   

   

   

   

   

   

   

   

   
 
current medications: 
please note if you are currently taking any medication, for any reason. include birth control, 
homeopathic, herbal, and other remedies. 
 
Medication 

 
dosage 

 
how long 

   

   

   

   

   
 

family history: 
please note if you have family members (both genetically and not genetically related) who have 
had emotional or substance abuse problems including anxiety, depression, alcohol/drug abuse, 
eating disorders, “nervous breakdowns,” schizophrenia, manic depression/bipolar disorder, and 
suicide. please note if they were hospitalized for these problems. 
 
name 

 
problem 

 
relationship to you 

   

   

   

   
 



therapy history: 
please note if you have been in individual, family, or couples therapy before. 
 
therapist’s name 

 
reason for therapy 

 
where 

 
when 

 
how long 

     

     

     

     

     
 

hospitalization history: 
please note if you have been hospitalized for a psychiatric reason. 
 
reason for hospitalization 

 
dates 

 
hospital name 

   

   

   

   

   
 

 

what concerns have brought you here, and what are your goals for this visit? 

 

 

 

 

 

 

how long have you had these concerns? 

 

 

 

 

 

 

what, if anything, have you done in the past to try to deal with these concerns? 

 

 

 

 

 

 



please indicate all items that apply to you (use ✓ for current or P for past) 

_____ poor concentration _____ strange experiences _____ survivor of emotional abuse 

_____ worries or anxiety _____ dysfunctional family _____ difficulty with friends 

_____ unusual thoughts _____ passive/withdrawn _____ sadness or depression 

_____ death/illness of _____ impulse to hurt others _____ developing independence 
 significant person  or destroy things  from family 

_____ legal problems _____ recent break-up _____ experienced a traumatic event 

_____ always tired _____ excessive fear _____ survivor of rape/violence 

_____ tearfulness _____ indecisiveness _____ adjustment to school/work 

_____ headaches _____ feeling worthless _____ impulse to hurt or cut self 

_____ stomach trouble _____ recurring thoughts _____ fear of loss of control 

_____ loneliness, isolation _____ sleep problems _____ inability to enjoy life  

_____ irritability/anger _____ difficult relationship _____ sexually abused 

_____ feeling hopeless _____ poor memory _____ feeling tense 

_____ poor motivation _____ sexuality issues _____ alcohol/drug use 

_____ panic attacks _____ family conflict _____ physically abused 

_____ eating problems _____ recent move _____ suicidal thoughts/feelings 
 _____ dieting 
 _____ compulsive overeating  _____ weight change 
 _____ bingeing   loss (lbs.___) 
 _____ vomiting or other purging  gain (lbs.___) 
 _____ excessive exercise 
 _____ fasting/avoiding food 
 

 

 

is there anything else that you would like me to know? 

 

 

 


