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Client Information Form 
   

 

 
Patient name_____________________________________  DOB___________        
 
Address__________________________________________________________ 
 
Email  _____________________________ 
 
Phone Day___________________ Phone Eve_____________________   
 
Cell______________ 
 
 
Marital Status______________    
 
Number of children ________ ages: ______  _____   ____   _____ 
 
If married for how long have you been married _______ 
 
Is this your first marriage? ___________________ 
 
Highest level of education completed _________________ 
 
Type of employment__________________________ 
 

 
G.P. Name:_________________________________________ 
 
Practice 
Address__________________________________________________________ 
 

mailto:NDGehl@gmail.com


Contact number 
__________________________________________________________________ 
 
 
Diagnosed Medical Conditions  
 
___________________________________________________________________ 
 
___________________________________________________________________ 
 
 
 
 
Substance Use and frequency (drugs/alcohol/tobacco/caffeine)  
 
 

 
 

 
 
Please list any prescription medication you are currently taking ______________ 
 
 

 
 

 
 
 
Who should I inform if you had a medical emergency?  (please note that the 
confidentiality agreement regarding therapy content would be maintained) 
 

 
 
 
What key issues or difficulties do you wish to address in the course of therapy? 
 
 

 
 

 
 
 
What do you want to achieve by engaging in therapy and how will you know when 
therapy has been helpful?  Ie What differences would you like to see? 
 

 
 

 



___________________________________________________________________ 
 
 
 
 
Do you have any previous experience of psychological therapy 
services?  __________________________________________________________ 
 
___________________________________________________________________ 
 
 
What was the approximate  duration and/or number of contacts?_____________  
 
 
What about it has been useful?  
 
 

 
 
What has not been  helpful? 
 
 

 
Are you making use of any current support networks?   
Please describe. 
 

 
 
___________________________________________________________________ 
 
 
 

 
 
Do you have any concerns about therapy you wish to discuss?  What might be your 
potential challenges or obstacles to the success of therapy? 
 
 

 
 

 
 
 
When you have faced a challenge or pursued a goal in the past what inner strengths 
have helped you? 
 
__________________________________________________________________ 
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