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Client Background Form 
 

Name: _______________________________________     Today’s Date: _________________________________ 

Address: _____________________________________      City: _________________ State: _____  Zip: ________ 

Phone: _______________________________ (❑ Home   ❑ Work   ❑ Cell)   OK to leave message?  ❑ Yes   ❑ No 

Daytime Phone: ________________________ (❑ Home  ❑ Work   ❑ Cell)   OK to leave message?  ❑ Yes   ❑ No 

Alternate Phone: _______________________(❑ Home   ❑ Work   ❑ Cell)   OK to leave message?  ❑ Yes   ❑ No 

Date of Birth: __________________   Age: ______  Gender: ❑ Male  ❑ Female  ❑ Other: __________________ 

 

What brings you to counseling/therapy at this time? Is there something specific, such as a particular event? 

 

 

 

What are your goals for counseling/therapy? 

 

 

 

How did you hear about my services? 

❑ I am a former client 

❑ Friend/family member 

❑ Employer 

❑ Physician  

❑ Psychology Today 

❑ Other: ___________________________ 

❑ Another professional: ____________________________ 

 

Please list ALL MEDICATIONS (especially those for mental health) you are taking below, including over-the-counter or 
herbal medication. 

Medication Dosage Prescribing Doctor Date Started Reason for Taking 
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BACKGROUND 
 

What is your racial or ethnic background? 

❑ American Indian or Alaska Native 

❑ Asian or Pacific Islander 

❑ African-American/Black 

❑ Mexican-American/Hispanic/Latino 

❑ Caucasian/White 

❑ Biracial: _____________________ 

❑ Other: ______________________ 

 

What is your sexual orientation? 

❑ Heterosexual 

❑ Gay/Lesbian 

❑ Bisexual 

❑ Other: _____________ 

What is the highest level of education you have completed? 

❑ Grade school 

❑ High school (or GED) 

❑ Some college 

❑ Associate’s degree 

❑ Bachelor’s degree 

❑ Graduate student 

❑ Master’s degree 

❑ Doctorate degree 

 

Marital Status:  ❑ Single, never married, not dating     ❑ Single, divorced or separated     ❑ Single, widowed     

                     ❑ Dating                                                    ❑ Living together                               ❑ Engaged  

                     ❑ Married, first marriage                       ❑ Married, second or third marriage 

How long have you been in this current relationship? _______________________________________________ 

 

Please list everyone who currently lives in your household. 

Name Gender Age Ethnicity Relationship to You 

1. ❑ Male  ❑ Female    

2. ❑ Male  ❑ Female    

3. ❑ Male  ❑ Female    

4. ❑ Male  ❑ Female    

5. ❑ Male  ❑ Female    

How many pregnancies have you had? _______________ How many children do you have? _______________ 

 

What are your most supportive relationships? _____________________________________________________ 

 

What are your most problematic relationships? ____________________________________________________ 
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SPIRITUALITY 
 

What is your religious preference? 

❑ Catholic 

❑ Protestant 

❑ Latter-Day Saint (Mormon) 

❑ Jewish 

❑ Buddhist  

❑ Hindu  

❑ Other: _____________ 

❑ None 

 

What gives you strength to keep going? __________________________________________________________ 

___________________________________________________________________________________________ 

 

EMPLOYMENT/FINANCES 
 

What is your employment status? 

❑ Employed full-time 

    Occupation: ___________________ 

❑ Employed part-time 

    Occupation: ___________________ 

❑ Unemployed 

❑ Homemaker 

❑ Retired 

❑ Student  

 

Are there work-related stressors at this time?    ❑ No     ❑ Yes (describe)_______________________________ 

___________________________________________________________________________________________ 

     

Are there financial stressors at this time?    ❑ No     ❑ Yes (describe)___________________________________ 

___________________________________________________________________________________________          

 

COPING 
 

On the following checklist, please indicate problems that are a concern to you about YOURSELF: 

❑ Depression 
❑ Anxiety/worries 
❑ Stress 
❑ Sexual abuse/rape 
❑ Self-esteem 
❑ Suicidal thoughts 
❑ Relationship problem 
❑ Anger 
❑ Grief 
❑ Family relationships 
❑ Emotional abuse in childhood 

❑ Physical abuse in childhood 
❑ Sexual abuse in childhood 
❑ Eating disorder 
❑ Excessive alcohol/drugs 
❑ Sexual problems 
❑ Parenting 
❑ Lack of assertiveness 
❑ Chronic illness/pain 
❑ Self-injury/self-mutilation 
❑ Other: ___________________________ 
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Problems that are a concern to you about YOUR PARTNER (if applicable): 

❑ Depression 
❑ Anxiety/worries 
❑ Stress 
❑ Sexual abuse/rape 
❑ Self-esteem 
❑ Suicidal thoughts 
❑ Relationship problem 
❑ Anger 
❑ Grief 
❑ Family relationships 
❑ Emotional abuse in childhood 

❑ Physical abuse in childhood 
❑ Sexual abuse in childhood 
❑ Eating disorder 
❑ Excessive alcohol/drugs 
❑ Sexual problems 
❑ Parenting 
❑ Lack of assertiveness 
❑ Chronic illness/pain 
❑ Self-injury/self-mutilation 
❑ Other: ___________________________ 

 
 

What has been your most stressful life experience?  
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 
How did you cope? 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 
Check the following strengths you see in yourself/your life currently: 

❑ Physical health 
❑ Family support 
❑ Feeling motivated 
❑ Personality 
❑ No major financial stressors 
❑ Energetic 
❑ Sense of humor 
❑ Community support 
❑ Education 
❑ Employed in a job I like 

❑ Assertiveness 
❑ Supportive friends 
❑ Being a hard worker 
❑ Hobbies 
❑ Caring about others 
❑ Spirituality 
❑ Children 
❑ Pets 
❑ Being insightful 
❑ Other: ___________________________

 

MENTAL HEALTH HISTORY 
 
Have you ever been hospitalized for mental health reasons?    ❑ No     ❑ Yes 
 
If yes, how many times? ___________________ 
 
Are you currently participating in other services besides counseling/therapy (e.g., support group)? 

  ❑ No     ❑ Yes (describe)______________________________________________________________________ 

___________________________________________________________________________________________ 
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In general, how often do you drink alcohol? 

❑ Never 
❑ Less than once a month 
❑ About once a week 
❑ 2 to 3 days per week 
❑ 4 to 6 days per week 
❑ Daily 

 
Do you drink more now than you used to? 

       ❑ No     ❑ Yes 

In general, how often do you use drugs? 

❑ Never 
❑ Less than once a month 
❑ About once a week 
❑ 2 to 3 days per week 
❑ 4 to 6 days per week 
❑ Daily 

 
Do you use drugs more often than you used to? 

       ❑ No     ❑ Yes 

 

When was the last time you drank alcohol or used drugs? ___________________________________________ 

 

CURRENT SYMPTOMS 
 

Please mark the areas in which you are currently experiencing problems. 

❑ Sleep 

❑ Appetite 

❑ Concentration 

❑ Energy level (too much/too little) 

❑ Sex drive 

❑ Crying spells 

❑ Depressed mood 

❑ Thoughts of suicide 

❑ Mood swings 

❑ Irritability 

❑ Anxiety 

❑ Panic attacks 

❑ Phobia(s) 

❑ Obsessive thinking/compulsions 

❑ Extreme shyness 

❑ Fears that others call "unrealistic" 

❑ Paranoia 

❑ Aggressiveness 

❑ Hearing things that others do not hear 

❑ Beliefs that others claim are odd/unusual 

❑ Grief 

❑ Self-injury 

❑ Seeing things that others do not 

❑ Hopelessness 

❑ Social isolation 

❑ Worthlessness 

❑ Guilt 

❑ Agitation 

❑ Emotionality 

❑ Losing time or space 

❑ Weight gain/loss 

❑ Addiction 

❑ Other:
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Duty to Warn/Emergency Contact 

In the event that I believe that you are a serious danger, physically or emotionally, to yourself or another 
person, you specifically consent for me to warn the person in danger, to contact medical and law 
enforcement personnel, and to contact the following persons: 

NAME TELEPHONE NUMBER 

(1) ___________________________________________________________________________ 

(2) ___________________________________________________________________________ 

(3) ___________________________________________________________________________ 
 

 
 

Is there anything else you would like me to know? 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

 

 

 

You are almost done! Please continue on to three questionnaires. 
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PATIENT HEALTH QUESTIONNAIRE-9 

(PHQ-9) 

Over the last 2 weeks, how often have you been 
bothered by any of the following problems? 

Not at all 
Several 

days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasure in doing things  0  1  2  3  

2. Feeling down, depressed, or hopeless  0  1  2  3  

3. Trouble falling or staying asleep, or sleeping too much  0  1  2  3  

4. Feeling tired or having little energy  0  1  2  3  

5. Poor appetite or overeating  0  1  2  3  

6. Feeling bad about yourself — or that you are a failure or 
have let yourself or your family down  

0  1  2  3  

7. Trouble concentrating on things, such as reading the 
newspaper or watching television  

0  1  2  3  

8. Moving or speaking so slowly that other people could 
have noticed?  Or the opposite — being so fidgety or 

restless that you have been moving around a lot more 
than usual  

0  1  2  3  

9. Thoughts that you would be better off dead or of 
hurting yourself in some way  

0  1  2  3  

                 FOR OFFICE CODING     0      + ______ +  ______  +  ______ 

                =Total Score:  ______ 

 If you checked off any problems, how difficult have these problems made it for you to do your work, take 

care of things at home, or get along with other people?  

Not 
difficult 

at all 

 

 
Somewhat 

difficult 

 

 
Very 

difficult 

 

 
Extremely 

difficult 
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GAD-7      

Over the last 2 weeks, how often have you     been 
bothered by the following problems? 

Not 
at all 

Several 
days 

More than 
half the 

days 

Nearly 
every day 

1.  Feeling nervous, anxious or on edge  0  1  2  3  

2.  Not being able to stop or control worrying  0  1  2  3  

3.  Worrying too much about different things  0  1  2  3  

4.  Trouble relaxing  0  1  2  3  

5.  Being so restless that it is hard to sit still  0  1  2  3  

6.  Becoming easily annoyed or irritable  0  1  2  3  

                                                                 FOR OFFICE CODING T____  =    ____     +     ____      +    ____  
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PCL-5     

 

Part 1 
 

Instructions:  Listed below are a number of difficult or stressful things that sometimes happen to people. For 

each event check one or more of the boxes to the right to indicate that: (a) it happened to you personally; (b) 

you witnessed it happen to someone else; (c) you learned about it happening to a close family member or close 

friend; (d) you were exposed to it as part of your job (for example, paramedic, police, military, or other first 

responder); (e) you’re not sure if it fits; or (f) it doesn’t apply to you.  

Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events.  

 

Event  
Happened 

to me  

Witnessed 

it  

Learned 

about it  

Part of 

my job  

Not 

sure  

Doesn’t 

apply  

1. Natural disaster (for example, flood, hurricane, 

tornado, earthquake) 

      

2. Fire or explosion       

3. Transportation accident (for example, car 

accident, boat accident, train wreck, plane 

crash) 

      

4. Serious accident at work, home, or during 

recreational activity 

      

5. Exposure to toxic substance (for example, 

dangerous chemicals, radiation) 

      

6. Physical assault (for example, being attacked, 

hit, slapped, kicked, beaten up) 

      

7. Assault with a weapon (for example, being 

shot, stabbed, threatened with a knife, gun, 

bomb) 

      

8. Sexual assault (rape, attempted rape, made to 

perform any type of sexual act through force or 

threat of harm) 

      

9. Other unwanted or uncomfortable sexual 

experience 

      

10. Combat or exposure to a war-zone (in the 

military or as a civilian) 
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11. Captivity (for example, being kidnapped, 

abducted, held hostage, prisoner of war) 

      

12. Life-threatening illness or injury       

13. Severe human suffering       

14. Sudden violent death (for example, homicide, 

suicide) 

      

15. Sudden accidental death       

16. Serious injury, harm, or death you caused to 

someone else 

      

17. Any other very stressful event or experience       

 

 

Part 2 
 

A. If you checked anything for #17 in PART 1, briefly identify the event you were thinking of: 

____________________________________________________________________________________________ 

B. If you have experienced more than one of the events in PART 1, think about the event you consider the 

worst event, which for this questionnaire means the event that currently bothers you the most. If you have 

experienced only one of the events in PART 1, use that one as the worst event. Please answer the following 

questions about the worst event (check all options that apply): 

Briefly describe the worst event (for example, what happened, who was involved, etc.).  

____________________________________________________________________________________________

How long ago did it happen? ____________________ (please estimate if you are not sure)  

How did you experience it?  

❑ It happened to me directly  

❑ I witnessed it  

❑ I learned about it happening to a close family member or close friend  

❑ I was repeatedly exposed to details about it as part of my job (for example, paramedic, police, military, 

or other first responder)  

❑ Other, please describe __________________________________________________________  

Was someone’s life in danger?  

❑ Yes, my life  

❑ Yes, someone else’s life  

❑ No  
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Was someone seriously injured or killed?  

❑ Yes, I was seriously injured  

❑ Yes, someone else was seriously injured or killed  

❑ No  

Did it involve sexual violence?      ❑ Yes    ❑ No  

If the event involved the death of a close family member or close friend, was it due to some kind of accident 

or violence, or was it due to natural causes?  

❑ Accident or violence  

❑ Natural causes  

❑ Not applicable (The event did not involve the death of a close family member or close friend)  

How many times altogether have you experienced a similar event as stressful or nearly as stressful as the 

worst event?  

❑ Just once   

❑ More than once (please specify or estimate the total number of times you have had this experience 

______ )   

 

 

Part 3 
 

Below is a list of problems that people sometimes have in response to a very stressful experience. Keeping your 

worst event in mind, please read each problem carefully and then circle one of the numbers to the right to 

indicate how much you have been bothered by that problem in the past month.  

 

In the past month, how much were you bothered by:  
Not at 

all  

A little 

bit  
Moderately  

Quite 

a bit  
Extremely  

1. Repeated, disturbing, and unwanted memories of the 

stressful experience? 
0  1  2  3  4  

2.Repeated, disturbing dreams of the stressful experience? 0  1  2  3  4  

3. Suddenly feeling or acting as if the stressful experience were 

actually happening again (as if you were actually back there 

reliving it)? 

0  1  2  3  4  

4. Feeling very upset when something reminded you of the 

stressful experience? 
0  1  2  3  4  

5. Having strong physical reactions when something 

reminded you of the stressful experience (for example, 

heart pounding, trouble breathing, sweating)? 

0  1  2  3  4  
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6. Avoiding memories, thoughts, or feelings related to the 

stressful experience? 
0  1  2  3  4  

7. Avoiding external reminders of the stressful experience (for 

example, people, places, conversations, activities, objects, or 

situations)? 

0  1  2  3  4  

8. Trouble remembering important parts of the stressful 

experience? 
0  1  2  3  4  

9. Having strong negative beliefs about yourself, other 

people, or the world (for example, having thoughts 

such as: I am bad, there is something seriously wrong 

with me, no one can be trusted, the world is 

completely dangerous)? 

0  1  2  3  4  

10. Blaming yourself or someone else for the stressful 

experience or what happened after it? 
0  1  2  3  4  

11. Having strong negative feelings such as fear, horror, 

anger, guilt, or shame? 
0  1  2  3  4  

12. Loss of interest in activities that you used to enjoy? 0  1  2  3  4  

13. Feeling distant or cut off from other people? 0  1  2  3  4  

14. Trouble experiencing positive feelings (for example, being 

unable to feel happiness or have loving feelings for people 

close to you)? 

0  1  2  3  4  

15. Irritable behavior, angry outbursts, or acting aggressively? 0  1  2  3  4  

16. Taking too many risks or doing things that could cause you 

harm? 
0  1  2  3  4  

17. Being “superalert” or watchful or on guard? 0  1  2  3  4  

18. Feeling jumpy or easily startled? 0  1  2  3  4  

19. Having difficulty concentrating? 0  1  2  3  4  

20. Trouble falling or staying asleep? 0  1  2  3  4  

 

 

Finished! 

 

 

Please do not e-mail this document.  

This document can be returned to me in-person or sent through fax: (704) 519-2582 


