Partners in Mindful Living

4513 Lincoln Avenue, Suite 213, Lisle IL 60532

www.partnersinmindfulliving.com
CLIENT HISTORY
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:
NAME:___________________________________________________​_____DATE:​​​​​​​​​____________

    (first


middle


last)
BIRTH DATE:___________ AGE:_______GENDER:    M__F__
SS#_______________________

ADDRESS:______________________________________________________________________

     (street


city


    state

zip)

TELEPHONES:H​​​​​​​​​​​:______________C:_____________WORK/OFF:___________FAX:____________
EMAIL:_________________________ BEST # FOR ROUTINE MESSAGE: ___________________

​​​
EMPLOYER:_____________________________________________________________________
OCCUPATION:_________________________________________FULL OR PART-TIME:_________

EMERGENCY CONTACT:_______________________________________PHONE:______________
REFERRAL SOURCE:_____________________________________________________________​​​_
Insurance Information:
INSURANCE COMPANY:______________________ID#_______________Grp#_______________

DEDUCTIBLE MET:  yes_______no______ COPAY/COINSURANCE AMOUNT:_________________

POLICY HOLDER NAME (if not client): ________________________________________________
ADDRESS & TELEPHONE NUMBER:__________________________________________________
BIRTH DATE:___________________________RELATIONSHIP TO CLIENT:__________________
POLICY HOLDER EMPLOYER: ______________________________________________________
Medical & Mental Health History:
PRIMARY CARE PHYSICIAN: _______________________________________________________
TELEPHONE:_________________________________FAX: _______________________________






(1)
OTHER MEDICAL DOCTORS (name/phone): ___________________________________________
_______________________________________________________________________________

PAST/PRESENT MAJOR MEDICAL ISSUES (surgeries, accidents, falls, illnesses):_______________

_______________________________________________________________________________
HOSPITALIZATIONS (if yes, when/why):______________________________________________

_______________________________________________________________________________

INPATIENT OR INTENSIVE OUTPATIENT PSYCHIATRIC TREATMENT (if yes, when/why):_______
_______________________________________________________________________________

HISTORY OF SUICIDE ATTEMPTS OR VIOLENT BEHAVIOR (describe:  ages, reasons, circumstances):__________________________________________________________________

_______________________________________________________________________________

PAST/PRESENT DRUG/ALCOHOL USE/ABUSE (NA, AA, SMART Recovery, Treatments):_________

_______________________________________________________________________________

PAST/PRESENT PSYCHOTHERAPY/COACHING (therapist/coach name, telephone number, est. no. of sessions, reasons for therapy, successful or unsuccessful outcome):  If yes, when and why:

_______________________________________________________________________________

_______________________________________________________________________________

CURRENT MEDICATIONS (dosages and effectiveness):__________________________________
_______________________________________________________________________________

_______________________________________________________________________________

PAST MEDICATIONS AND EFFECTIVENESS:___________________________________________
_______________________________________________________________________________

FAMILY MEDICAL HISTORY (describe any illness that runs in the family, e.g. cancer, diabetes, epilepsy, etc.):​​​​​​​​​​​​​​___________________________________________________________________

_______________________________________________________________________________

CLOSE RELATIVES WITH SERIOUS MENTAL HEALTH AND/OR SUBSTANCE ABUSE ISSUES (with diagnoses if known):______________________________________________________________
_______________________________________________________________________________







(2)
DO YOU HAVE A HISTORY OF EMOTIONAL/PHYSICAL/SEXUAL ABUSE?       Yes______No______
DO YOU CURRENTLY USE ALCOHOL, DRUGSS, TOBACCO, CAFFEINE:         Yes______ No______
(If yes, what substances and briefly describe what, if any, impact their use has on your life:____________________________________________________________________________

_______________________________________________________________________________

HOW DO YOU RELAX AT THE END OF A ROUGH OR STRESSFUL DAY? _____________________
_______________________________________________________________________________

Relationships:
CURRENT MARITAL STATUS:  live with someone_______first name_______No. of years_______

(circle one:  married/divorced/separated/single)

CURRENT SPOUSE/PARTNER (age, education, occupation, personality, nature of relationship i.e. friendly, distant, loving, abusive, complex:____________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

PAST MARRIAGES (name, age, years together, personality, nature of relationship,i.e. friendly, distant, abusive, loving, complex:____________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

CHILDREN (or others) LIVING IN YOUR HOUSEHOLD:

Name/Age/Relationship:


Quality of Relationship:

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________







(3)

CHILDREN NOT LIVING IN YOUR HOUSEHOLD:

Name/Age/Relationship:


Quality of Relationship







_______________________________________________________________________________

_______________________________________________________________________________

WHO DO YOU GO TO FOR SUPPORT?________________________________________________
_______________________________________________________________________________

PARENTS/STEPPARENTS (name/age or year of death/cause of death, occupation, personality, how did he/she treat you, quality of relationship:

Mother:​​​​________________________________________________________________________
_______________________________________________________________________________

_______________________________________________________________________________

Father:_________________________________________________________________________

_______________________________________________________________________________
_______________________________________________________________________________
Stepparents:____________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

IF PARENTS DIVORED (how old were you and how did it affect you at the time?)​​​​​_____________

_______________________________________________________________________________

TOTAL NUMBER OF DIVORCES:  Mother__________________​​__Father_____________________
WERE YOU ADOPTED?  Yes_____No_____ If yes, how old were you? _______ 
IMPACT, IF ANY, OF BEING ADOPTED:_______________________________________________
_______________________________________________________________________________

SIBLINGS (name/age, if deceased-age and cause of death, personality, quality of relationship):__
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________







(4)
I WAS CHILD NO. _____ IN A FAMILY OF _____ CHILDREN.
IN MY CURRENT FAMILY THERE IS/IS NOT A LOT OF CONFLICT:  Explain __________________ ​
_______________________________________________________________________________

FINISH THIS 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?

CURRENT PRESENTING PROBLEM (when did it start/how does it affect you?:________________
_______________________________________________________________________________

PROBLEMS THAT NO LONGER SEEM TO BE AN ISSUE:__________________________________
_______________________________________________________________________________

ARE YOU INVOLVED IN ANY CURRENT OR PENDING CIVIL OR CRIMINAL LITIGATIONS, LAWSUITS, OR DIVORCE OR CUSTODY DISPUTES?  (If yes, please explain):_________________

_______________________________________________________________________________

HOW MANY HOURS/DAY DO YOU SPEND ONLINE: Facebook _____ YuoTube_____,Internet____ 

Gaming____Gambling_____Texting_____Browsing_____Emailing_____Work_____School______

UNDER WHAT CONDITIONS DO YOUR PROBLEMS SEEM TO IMPROVE?_____________________
_______________________________________________________________________________






(5)

WHAT SEEMS TO MAKE YOUR PROBLEMS WORSE? ____________________________________
_______________________________________________________________________________

LIST THE KINDS OF THINGS YOU LIKE TO DO AND THE PEOPLE WHO GIVE YOU PLEASURE: __
_______________________________________________________________________________

_______________________________________________________________________________

YOUR TOP THREE STRENGTHS:____________________________________________________ 

_______________________________________________________________________________

YOUR TOP THREE LIMITATIONS:_________________________________________________​​​___
_______________________________________________________________________________

ANYTHING YOU WANT TO CHANGE ABOUT YOURSELF? _________________________________
_______________________________________________________________________________

MAIN SOCIAL DIFFICULTIES: ______________________________________________________
_______________________________________________________________________________

MAIN LOVE, RELATIONSHIP, SEX DIFFICULTIES:_______________________________________
_______________________________________________________________________________
MAIN WORK OR SCHOOL DIFFICULTIES: _____________________________________________
_______________________________________________________________________________

MAIN LIFE GOALS:_______________________________________________________________
_______________________________________________________________________________

_______________________________________________________________________________

HOW WILL YOU KNOW WHEN YOU’VE ACCOMPLISHED YOUR GOALS IN THERAPY?  HOW WILL YOUR LIFE LOOK DIFFERENT?  TRY TO BE AS CONCRETE AND SPECIFIC AS POSSIBLE IN DESCRIBING WHAT YOUR LIFE WILL LOOK LIKE AND HOW IT WILL BE DIFFERENT: 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________







(6)
