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What leads you to an evaluation or to short-term counseling at this time?  Briefly describe any difficulties below: 

On this form, you are asked to provide some information about yourself.  Please fill in the blanks with 

the appropriate information.  All information on this form will be kept ethically and legally confidential. 

Today’s date:          /         /           Date of birth:          /         /     Age:               Social Security # 

Name:                     Gender:   � Male    � Female   
 Last   First   Middle 

 

Home phone:          OK to leave message? � Yes  � No 
 

Cell phone:          OK to leave message?    � Yes  � No 
 

Work phone:          OK to leave message?    � Yes  � No 
 

Email address:          OK to send email?   � Yes  � No 
 

Mailing address:          OK to send mail?   � Yes  � No 

 
 

     City                State    Zip 

 

Any mailings are sent in a plain envelope with the return address of 11312 US 15-501 N, Suite 107-213, Chapel 

Hill, NC  27517.  Mailings are not identified as being sent from a therapist or mental health agency.  If you do not 

want mail to be sent to the address above, please provide an alternative form of communication: 

 

Are you currently employed? � Yes � No If yes, please list occupation:    
 

Indicate where you work?  
 

 

Are you currently a student? � Yes � No If yes, please list major:     

List name of school:   
 

Primary referral source:  � Self    � Friend     �Internet     � Brochure     �Other:    

Name of guarantor (if differs from client):                                                   SS#: 

Where does guarantor work? 

Insurance Information   
 

Name of Insurance:  

Policyholder Name: 

Policyholder DOB: 

Subscriber # 

Group # 



 

 

Please indicate if you have ever experienced: 

� Abuse as a child   

� Physical/Emotional abuse by a partner 

� Sexual abuse/assault as an adult 
 

Please indicate if you have ever had a problem with: 

� Alcohol abuse  � Depression  � Eating disorder 

� Drug abuse  � Anxiety  � Other: 
 

 

Please check any of the following that are a current difficulty for you: 

� Academic/work difficulties � Emotional/verbal abuse � Pregnancy concerns 

� Alcohol/drug concerns (self) � Family issues/parents/children � Relationship concerns 

� Alcohol/drug concerns (other) � Finances � Self-esteem/confidence 

� Anger/irritability � Friends � Sexual concerns 

� Anxiety/fear � Gender identity � Sexual abuse 

� Assertiveness � Grief/loss � Sexual harassment 

� Body image � Identity development � Sexual orientation 

� Career decisions � Legal matters � Sleep disturbance/nightmares 

� Concentration � Loneliness � Stress 

� Cultural concerns � Making decisions � Suicidal thoughts/attempts 

� Depression � Parenting � Unwanted sexual experience 

� Disability concerns � Physical abuse � Other (please specify): 

� Eating/appetite concerns � Physical complaints   
 

Present state of health: � Poor � Fair � Good � Excellent 
 

Please list any medications you currently take (e.g., prescriptions, OTC medications, herbal/vitamin supplements): 

 
 

 

 

Please list any significant medical history (e.g., surgeries, hospitalizations, diseases, conditions, etc.): 

 

 

In imminent danger situations, your therapist is required to act to ensure your safety.  Providing an emergency 

contact person is in your best interest as a client, and you may do so below: 
 

Emergency contact: 

 
Name      Phone number                     Relationship to you 

 

 


