


Where did you grow up?________________________________________

Father’s name______________________________________Age_______

Occupation __________________________________________________

Health ______________________________________________________

Marital status_________________________________________________

If deceased, age, year, cause of death ____________________________

____________________________________________________________

Mother’s name___________________________________Age_________

Occupation__________________________________________________

Health______________________________________________________

Marital status________________________________________________

If deceased, age, year, cause of death____________________________

___________________________________________________________

Siblings (include age)

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Is there any illness or disorder that tends to run in your family?

Yes          No        Please explain_________________________________

____________________________________________________________

Have any of your family (grandparents, parents, aunts/uncles, your

siblings or your children) had any problems with the following?

Relative Treatment

Alcohol/drug abuse

Depression

Bi-polar disorder

Suicide

Other emotional disorders

Your present living situation: (circle one) 

single, married, partner, divorced, separated, widowed

Length of marriage/relationship__________________________________

Spouse’s/partner’s name_______________________________________

Age__________Education______________________________________

Occupation__________________________________________________

Previous marriages____________________________________________

(For office use only)

Family history:

Present Family Info:



List children and step-children: Date of birth      Living arrangement

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Any difficulties with children?_____________________________________

_____________________________________________________________

_____________________________________________________________

Have you previously been married?          Yes             No

Date(s) of marriage:____________________________________________

Years of education completed     9   10   11   12   13   14   15   more

Degree received________________________________________________

Other education/training_________________________________________

Present occupation______________________________________________

How long with this job?_______   Are you satisfied with this job?  Y/N

Religious upbringing and current involvement________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Please list hobbies______________________________________________

_____________________________________________________________

How do you use free time?_______________________________________

_____________________________________________________________

_____________________________________________________________

Describe your current support network______________________________

_____________________________________________________________

_____________________________________________________________

Is there any other information about you or your family that would be

pertinent to your treatment?______________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Client’s signature

(Office use)

Education history:

Employment history:

Religious History:

Social interaction/support:

___________________________

Clinician’s signature




