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Ridglea Family Guidance
Client Information: Adult
This information requested below is to help me work with you and your situation. Please, fill out this form as completely as you can and feel free to use the reverse if you need more space. 
Date: ___ ____ __ How were you referred to this office? _____________________________________

Name: _______________________________________Date of Birth: ____ _______Age: ____Sex:______
Cell Phone: ___________________________ Home Phone: ____________________________________
Address: _____________________________________________________________________________
City: ______________________ State: ______ Zip: ________ E-mail: _____________________________
Employer: ________________________________City: _____________ Work Phone: ________________
Current Job Title: ___________________________ How long have you been with this employer? ______
Highest Level of Education: _______________ Last School Attended: _____________________________
EMAIL:________________________________________________________________________________________
I cannot guarantee confidentiality when you and I are communicating via cell phone, cordless phone, fax, or Email. These devices could compromise confidentiality. By understanding the inherent risk of the devices, you can make an informed choice when/where/ how to use those tools.
Marital Status: __________ Spouse’s Name: _________________________________ Age: ___________ 
Date of Marriage: _______________Have you been married before?  Y / N How many times? ________
How was the previous marriage ended? _______________________________ When? ______________

	Who lives at your address?

	Name:     
	Sex:
	Age:
	Relationship:

	___________________________________
	_______
	______________
	___________________

	___________________________________
	_______
	______________
	___________________

	___________________________________
	_______
	______________
	___________________

	___________________________________
	_______
	______________
	___________________

	___________________________________
	_______
	______________
	___________________

	___________________________________
	_______
	_____________
	___________________


Health Assessment

	
Chief Complaint and/or problem: __________________________________________________


Please check any of the following medical disorders for which you have received care:
	· Allergies
	· Vision Problems
	· High Blood Pressure

	· Asthma
	· Dental Problems
	· Menstrual Problems

	· Arthritis
	· Epilepsy or Seizures
	· Skin Problems

	· Cancer
	· Headaches
	· Ulcers

	· Chronic Pain
	· Thyroid Disorder
	· Diarrhea

	· Hearing Problems
	· Heart Disease
	· Constipation






	


Do you have any allergies?     Y / N 
To What? _____________________________________________________________________________

Are you currently under the care of a Doctor?     Y / N (If yes, please list reason for treatment): 

_____________________________________________________________________________________

Name of Physician______________________________________ City____________________________

Last Seen: ______________________ Purpose of Visit: ________________________________________

Please list current medications and what they treat: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please check any area where you think you may have a problem:
	· Anxiety,
Nervousness, Panic

	· Obsessions, Compulsions,
Ruminations
	· Depression, Sadness,
Suicidal Thinking

	· Anger, Irritability
	· Hallucinations
	· Other Drug Abuse

	· Alcohol Abuse
	· Delusions
	· School or Work

	· Trauma, Injury
	· Hyperactivity
	· Family Relationships

	· Sexuality
	· Attention Difficulties
	· Friendships

	· Other: ________________________________________





Have you ever worked with a Mental Health Professional?     Y / N
If so, who? _____________________________________________________________________

Have you ever tried to harm yourself?     Y / N

If so, when, and how? ____________________________________________________________

Have you ever been hospitalized for mental, chemical, or emotional problems?     Y / N
If so, when, and where? ____________________________________________________________________________________________________________________________________________________________
Briefly Describe:
1. Eating Habits: _______________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________
2. Sleep /Rest Patterns: _________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
3. Physical Exercise: ____________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
4. Alcohol: ____________________________________________________________________________
_____________________________________________________________________________________
5. Caffeine: ___________________________________________________________________________
_____________________________________________________________________________________
6. Smoking: ___________________________________________________________________________
_____________________________________________________________________________________
7. Other drugs: ________________________________________________________________________
_____________________________________________________________________________________
8. Family History of Psychiatric, Psychological, Alcohol, Drug Problems: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Goals of Counseling

Please, tell me what you want to change. __________________________________________________________________________________________________________________________________________________________________________
How has this been a problem?
__________________________________________________________________________________________________________________________________________________________________________
When did this problem first appear?
_____________________________________________________________________________________
What changes have you noticed recently?
__________________________________________________________________________________________________________________________________________________________________________
Have you tried to resolve the problem?
__________________________________________________________________________________________________________________________________________________________________________
Change is usually difficult. In the past, what strengths and skills have you used to assist you in making changes? They will be helpful in solving this problem.
__________________________________________________________________________________________________________________________________________________________________________
Why are you seeking help currently?
__________________________________________________________________________________________________________________________________________________________________________
Who will benefit most from solving this problem?
_____________________________________________________________________________________
Who might be the first to notice improvement?
_____________________________________________________________________________________
Tell me about your spiritual/religious beliefs or what you feel life is about.
__________________________________________________________________________________________________________________________________________________________________________
What are your hobbies and interests?
__________________________________________________________________________________________________________________________________________________________________________


_____________________		________________
Patient Signature			          Date
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