Partners in Mindful Living, Inc.
4513 Lincoln Avenue, Suite 213, Lisle IL 60532

630-220-9223

robyn1001@comcast.net
www.partnersinmindfulliving.com
Personal Information Form

Please complete and bring to your first session.  This information will be held in strict confidence consistent with professional ethics.  Please print your answers.  If you need additional space lift the page and complete on the back.
Demographic Information:
Date:____________Name:_________________________________________________________





(first)


(middle)

(last)

Birthdate:___________Age:_______Gender:    M_____F_____
SS#_______________________

Address:________________________________________________________________________


(street)




(city)


(state)

(zip)

Email:____________________​​__________Cell:___________________Home________________

Work______________  Primary #/best times to call_____________________________________
Occupation:_________________________________________full or part-time?______________

Employer:______________________________________________________________________

Emergency contact:_________________________________Phone Number:_________________

Who referred you and/or how did you hear about our practice_____________________________
_______________________________________________________________________________

Insurance Company______________________ID#__________________Grp#_______________

If Not Client:

Name of Policy Holder: _________________________________________________

Address and Telephone Number:____________________________________________________

Birth Date  __________________________________________________

Policy Holder Employer: ________________________________________________

Medical & Mental Health History:
Primary Care Physician: ___________________________________________________________

Phone #:_________________________________Fax #:_________________________________

Please list any other physicians you are seeing: ________________________________________

_______________________________________________________________________________

Have you ever been hospitalized for a physical illness?  If yes, when and why:________________

_______________________________________________________________________________

List your chief physical ailments/diseases/handicaps/symptoms: ___________________________

_______________________________________________________________________________

Have you ever been hospitalized or in a treatment facility for a psychiatric or substance abuse issue?  If yes, when and why:_

​​​​​​​​​​​​​_______________________________________________________________________________

_______________________________________________________________________________

Any previous therapy/counseling/coaching?  If yes, when and why:

_______________________________________________________________________________

_______________________________________________________________________________

Please list all medications (with dosages and effectiveness) that you are currently taking: ​
_______________________________________________________________________________

_______________________________________________________________________________

Past medications and effectiveness:__________________________________________________

_______________________________________________________________________________

Age, gender and family relationship of close relatives who have been seriously emotionally disturbed (with diagnoses if known):
_______________________________________________________________________________
_______________________________________________________________________________


Age, gender and family relationship of close relatives who have had serious problems with alcohol or drugs (specify substance):

_______________________________________________________________________________ 


_______________________________________________________________________________

Age, gender and family relationship of close relatives who have been hospitalized for psychological issues and/or have attempted suicide:
_______________________________________________________________________________

Do you see yourself as having been emotionally, physically or sexually abused? Yes____No_____

Do you use substances such as caffeine, nicotine, alcohol, drugs? Yes____ No_____

If yes, what substances, how often and how much, and briefly describe what, if any, impact their use has on your life:
_______________________________________________________________________________

_______________________________________________________________________________

What do you do to relax at the end of a rough day and/or to reduce stress? _________________
_______________________________________________________________________________

Relationships:
Relationship Status (check all that apply):

___no current partner    ___not living with partner    ___living with partner    ___never married

___married now for first time    ___married now for second (or more) time    ___separated

___divorced and not remarried    ___widowed and not remarried

Name and number of years with current partner or spouse:_______________________________

Give three adjectives describing spouse:______________________________________________

Quality of relationship:____________________________________________________________
Children (or others) living in your household:

Name/Age:





Quality of Relationship:

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Children not living in your household:

Name/Age:





Quality of Relationship:





_______________________________________________________________________________

_______________________________________________________________________________

Who do you go to for support?______________________________________________________

_______________________________________________________________________________

Mother’s first name and age:_______________________________________________________
Three adjectives describing mother:_________________________________________________

Quality of relationship with mother:__________________________________________________

Father’s first name and age:________________________________________________________

Three adjectives describing father:___________________________________________________

Quality of relationship with father:___________________________________________________

If your parents separated or divorced, how old were you at the time?_______________________

Total number of divorces:  Mother__________________​​​​__Father__________________________

Were you adopted?  Yes_____No_____ If yes, at what age were you adopted? _______

Describe impact, if any, of being adopted:_____________________________________________

_______________________________________________________________________________

Names, ages, quality of relationship, and 3 adjectives describing each of your brothers and sisters (lift page and complete on back if you need more room):

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

I was child number _____ in a family of _____ children.

In my current family there is/is not a lot of conflict.  Explain:______________________________
_______________________________________________________________________________

In my family of origin there was/was not a lot of conflict.  Explain: ________________________
______________________________________________________________________________

Finish the sentence, “All in all, my childhood was…”:____________________________________

_______________________________________________________________________________

Education and Spirituality:
Years of formal education completed (high school = 12): ________________________________

How religious are you and what does your religion do for you?____________________________

_______________________________________________________________________________

How spiritual are you and what does spirituality add to your life?__________________________
_______________________________________________________________________________

How old do you think you will live to be, and why do you think that?_______________________

_______________________________________________________________________________

What brought you to counseling/coaching?
Briefly describe current presenting problems:__________________________________________

Briefly describe any past problems that no longer seem to be an issue:_____________________

_______________________________________________________________________________

Under what conditions do your problems seem to improve?_______________________________

_______________________________________________________________________________
What seems to make your problems worse? ___________________________________________

_______________________________________________________________________________

List the kinds of things you like to do and people who give you pleasure: ___________________
_______________________________________________________________________________

_______________________________________________________________________________

What are your top three strengths?__________________________________________________ 

_______________________________________________________________________________
What are your top three limitations?_________________________________________________
_______________________________________________________________________________

Is there anything you want to change about yourself? ___________________________________

_______________________________________________________________________________

What are your main social difficulties? _______________________________________________
_______________________________________________________________________________

What are your main love, relationship or sex difficulties?_________________________________

______________________________________________________________________________

What are your main work or school difficulties? ________________________________________

_______________________________________________________________________________

What are your main life goals?______________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

How will you know when you’ve completed therapy?  How will your life be different?  Try to be as concrete as possible in describing what your life will look like and what you will be doing differently:

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________
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