
Form Revised Feb 2013  

You Can Therapeutic Services 
Client Information Sheet  

Information provided here is protected confidential information 

Client Information Today’s Date: 

Referral Source if any: 

Last Name: First Name: Middle Name: 

Maiden Name: Other names you have gone by 
(AKA):

Mother’s Maiden Name 

SSN: Date of Birth: Age: Gender (Check One): 
Male         Female         Other 

Birth County: Birth State: 

English Speaking (check one): 

         Yes         No 

Primary Language: Preferred Language: Ethnicity: 

Relationship Status (Circle One): 
Single         Married          Divorced          Separated   Serious Relationship

# Of Children:  # Of Pregnancies 

Living Arrangement: Employment Status: Veteran: 
         Yes        No 

Current Student? Current School: Education Level: 

Contact Information 

Homeless: Time Homeless: 

Address: 

Second Line: 

City: State: Zip Code: County: 

Phone (Home) Cell: Work: Email: 

Best way to make contact (Check One):     
Home       Cell          Work        Email 

Best time to make contact (Check One): 
    Morning       Afternoon      Evening 

Emergency Contact Information 

Family or Friend to contact in case of emergency: Relationship to you: Phone: 

Family or Friend to contact in case of emergency: Relationship to you: Phone: 

Physicians Name: Phone: Address: 
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Prior Mental Health History 
Have you had any counseling/therapy in the past: 

Therapist Name:  Phone   Dates 

Therapist Name:  Phone   Dates 

Therapist Name:  Phone   Dates 

Please describe what led you to seek therapy in the past: 

Do you feel that your treatment was effective? Why or why not? 

Have you ever been hospitalized for psychiatric problems?   No Yes 

If yes, how many times:       Dates of hospitalization: 

Have you ever engaged in self-harming behaviors (i.e. cutting, burning, etc)?  No        Yes 

If yes, please describe listing type, how often, and when behaviors occur:  

Have you thought about committing suicide in the past?      No    Yes 

If yes, when:   

Have you ever attempted to commit suicide in the past?       No Yes 
If yes, when  

Have you experienced any of the following events and they proved to be traumatic for you? 

 Childhood Sexual/Physical/Emotional Abuse          Serious physical injury 

 Witnessed trauma/death  Rape 

 Sexual Assault  Miscarriage  

 Abortion  Spousal Abuse 

 Bullied  Other:   
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Current Concerns 
Please provide a description of what is leading to seek therapy at this time. 

Medical History 
Are there any health concerns that you would like to report? If so, please provide a brief 
description below: 

Have you had any major illnesses, accidents, injuries, and/or hospitalizations within the last 5 
years? Please list: 

Do you have a history of substance abuse or dependence? If yes, please list: 

Do you currently drink alcohol?   Do you currently smoke? 
No Yes, (# of drinks) per week No Yes, (#) per day 

Do you engage in any other substance/drug use?  No  Yes 

If yes, please explain  

How would you describe your eating habits?  

Excellent Good  Fair  Poor 
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How would you describe your sleeping habits? 

Excellent Good  Fair  Poor 

Are you satisfied with the way you see yourself physically? 

Extremely Satisfied      Satisfied Dissatisfied  Extremely Dissatisfied 

Are you currently experiencing feelings of overwhelming sadness or depression? No     Yes 

If yes, how long have you been feeling this way?  

Are you currently contemplating suicide?  No Yes  

Do you currently have any phobias or high levels of anxiety or panic attacks? No          Yes 

If yes, when did you begin experiencing this?  

Current Medication 
         Medication:                    Dosage/             Dates Taken:                Effectiveness/Side Effects 

Frequency 

Family History 
Please identify whether there are any of the following in your family and which family 
member 
Medical (i.e. diabetes, high blood pressure, cancer, high cholesterol etc.): 

Psychiatric (i.e. depression, anxiety, schizophrenia, eating disorder, suicide attempts etc): 

Alcohol/Drug Use: 

Legal/Criminal: 
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Social Supports 

Are you able to speak to anyone about the concerns that brought you into therapy? No    Yes 

How would you describe your social network:    
(a) Many Friends         Few Friends        One Close Friend       No Close friends 
(b) Supportive                        Neutral  Unsupportive 

How often are you in contact with your friends: 
Daily          Weekly          Monthly          Yearly          Never     Unsure 

If you are currently involved in a romantic relationship how satisfied are you? 
Extremely Satisfied     Satisfied Dissatisfied Extremely Dissatisfied 

Are you involved in any social groups, programs, etc? Please list: 

Do you have a religious affiliation?  Please describe your belief below: 

If there is anything else that you would like to share please do so below: 
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