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Clinical Information

[bookmark: _GoBack]Please indicate with a ✔ how often you experience any of the following:

                                                                      NEVER         SELDOM          SOMETIMES         OFTEN
Insomnia: -----------------------------------       _________      _________        __________        __________
Back Pain: ----------------------------------       _________      _________        __________        __________
Breast Pain: ---------------------------------      _________      _________        __________        __________
Headaches: ---------------------------------       _________      _________        __________        __________
Phobias (fears): ----------------------------      _________      _________        __________        __________
Nausea: ---------------------------------------      _________      _________        __________        __________
Allergies: -------------------------------------      _________      _________        __________        __________
Nervousness: -------------------------------      _________      _________        __________        __________
Loss of temper: ----------------------------       _________      _________        __________        __________
Fatigue: ----------------------------------------      _________      _________        __________        __________
Depression: ----------------------------------       _________      _________        __________        __________
Loss of appetite: ----------------------------      _________      _________        __________        __________
Constipation: --------------------------------       _________      _________        __________        __________
Diarrhea: ---------------------------------------      _________      _________        __________        __________
Over-eating: -----------------------------------      _________      _________        __________        __________
Mood swings: ---------------------------------      _________      _________        __________        __________
Heartburn (acid stomach): ----------------      _________      _________        __________        __________
Smoking: ----------------------------------------      _________      _________        __________        __________
               Amount___________________
Alcohol intake: ---------------------------------      _________      _________        __________        __________
               Amount___________________

How would you generally describe your state of health? _____________________________________

_____________________________________________________________________________________

Have you ever had any previous counseling or psychotherapy?     Yes      No
With Whom? ______________________________________________ From: ________ To __________

For what reason? ______________________________________________________________________

Have you ever been hospitalized for psychiatric reasons?     Yes      No
Attending Practitioner: ______________________________________ From: ________ To __________

For what reason? ______________________________________________________________________

If more than once: 
Attending Practitioner: ______________________________________ From: ________ To __________

For what reason? ______________________________________________________________________



Clinical Information (cont.)

Has any member of your family ever suffered from anything which could be described as an “emotional” or “psychological” problem?

If yes, please explain: __________________________________________________________________

_____________________________________________________________________________________

Has there been any history of domestic violence or child abuse in your family? If so, please explain:

_____________________________________________________________________________________

_____________________________________________________________________________________

Has there been any history of alcohol or drug abuse in your family? If so, please explain: _________

_____________________________________________________________________________________

_____________________________________________________________________________________

In your own words, state the nature of your main problem:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

How would you rate how serious this problem feels for you? (circle one)

                                        1                   2                   3                   4                      5
                             Mildly upsetting                                                         Extremely serious

What would you like to accomplish through counseling?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

In case of emergency, please contact: ____________________________________________________

Address: ____________________________________________ Phone #: ________________________ 

Relationship to you: ___________________________________________________________________
5199 E. Pacific Coast Hwy. Suite 612
Long Beach, CA 90804
