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Counselling Client Information Form  

This Form Covers A Broad Variety of Topics That Can be Helpful In Our Work Together - Please fill out as much as you can (
Name: 






Date: 

Gender:






Preferred gender pronoun:

Date of Birth:





Age: 


Telephone:





Alternative: 

Can I leave a detailed message? Yes / No 





Email address:

Home Address: 


Who referred you or how did you find me? – please be specific - if online please specify which website)
General Health History:
Family Doctor Name: 

Telephone:




Fax:


Any current health problems: 

Current Medications and Dosage: 

Date of last physical exam: 

Any significant medical diagnosis or events over lifetime? (i.e. major illness, surgeries, injuries/accidents etc) 

On an average week how many drinks do you have?

On an average week how many cigarettes do you smoke?

On an average week how often you smoke marijuana?

How often do you use recreational drugs? Which ones?
Mental Health History:
Have you ever previously sought counselling?  If so, for what concerns?

How long were you in therapy and how long ago did it end?

Have you ever had a formal mental health diagnosis? If so, by whom and what was it?

Have you even been prescribed medication for mental health concerns?  If so, what and what dosage?

Do you have a family history of mental health problems? (who, diagnosis, symptoms)

Have you ever been hospitalized for mental health reasons? 

Have you ever attempted suicide / felt suicidal? Are you currently feeling suicidal?

In the past, what did you gain from therapy? 

What did you like about the counsellor’s style? 

What did you not like? 

What worked well for you in therapy? 

What did not work for you? 

Were you happy with the results of your past therapy?
Family history 
Father’s name: 





Age: 

Occupation: 

Mother’s name: 





Age: 

Occupation: 

Siblings (name, age, marital status)

Any significant family events while growing up? (i.e. death or illness of family member, divorce, major moves, any history of substance abuse etc.)

_______ Please complete these questions in as much detail as possible.______________
Therapeutic Goals:
Presenting Concern: 

Why have you now decided to come into therapy? 

When did you first notice this concern? 

When do you feel like it became a problem for you?

What else was going on at the time?

When is it worse?

When is it better?

What have you tried so far?

Who is most affected by (the problem)? 

Then who? 

Who is first to know about it when it happens? 

Then who? 

Who doesn’t know? 

Why not? 

What would be different if you did not experience these symptoms?

What would you be doing differently? 

Then what? 

If you had to guess as to why this is happening, what would you guess? 

What are you hoping that therapy can I do for you? 

How will we know when you have achieved your goals? 

Should anyone else be involved? 

Please list your goals for therapy: 

Current situation

Work:

Are you currently working or in school?

What do you do for work (or school)? 

How long have you been in your current position?

How do you feel about work (or school)? 

Any work (school) related difficulties? 

What would you change about work (or school)? 
Social:
How often do you see your friends? 

What is your social life like? 

Have you noticed any patterns in your friendships? 

What would you change about your social activities? 

Relationships: please fill out what applies to you

Current relationship status:





(If applicable) Current Partner’s Name: 

Current Partners Age:




Partner’s Gender:
How long together? 

Previous Marriages or significant relationships, partner’s gender, length of partnership, and reason for break up:

(If applicable) Children’s Names, Age: 

Are your children from your current partnership? Yes / No If from a relationship other than your current relationship, please state child’s parent’s name as well

Who are you currently living with, if anyone?

If not currently in a relationship, how long since your last relationship?

Describe your current or last intimate relationship(s):

Describe what works/ed best about your current or past relationship(s)?

Describe any difficulties in your current or last relationship(s):

Do you notice any patterns in your romantic relationships?

Sexuality/Intimacy:

Do you prefer sexual partners of the same gender, another gender, or both? (circle one)

On a scale of 1 to 10 – 1 being the least and 10 being the most - How would you rate your comfort level with sex and intimacy?

Are you comfortable masturbating? Yes / No
Have you experienced orgasm – on your own yes / no 
- with a partner yes / no
Spirituality:

What, if any, role does religion/spirituality play in your life? Please describe.

Self:

Generally, on a scale of 1 to 10 - one being the least, 10 being the most - how satisfied do you feel in your life right now?

Generally, on a scale of 1 to 10 - one being the lowest, 10 being the highest - how do you feel you are functioning in your life right now?

Leisure:

What do you do to have fun and relax?

Favorite type of music?

Favorite physical activity?

Strengths:

What is your favorite quality about yourself?

What do you see as your strengths? (Please try to list at least three)

Any Additional Information You Feel May Be Relevant to the Process:
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