Aspire Counseling and Clinical Consultation, PLLC
Adult Client Information and History 
Name of Client _____________________________________ DOB _____________

Please list all those living in the home:

	Name:
	Age
	Relationship:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please list any children not living in the home:

________________________________________________________________________

Marital Status: __________ Highest level of education completed: _______________

Occupation: __________________ Employer: ________________________________

Current Stressors: _______________________________________________________

Ways you deal with your stress: ____________________________________________

________________________________________________________________________

Have you ever experienced significant losses? 

_____ Divorce   When? ___________________________________________________

_____Death of _____ relative _____ friend_____ pet   When? ___________________

_____ Moves  When? _____________________________________________________

Have you ever experienced or witnessed any significant traumas? Please describe: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Medical History

Please check and explain those that may have occurred at any time.

Respiratory Problems:



Neurological Problems:
_____ Asthma





_____ Seizure Disorder

_____ Emphysema




_____Head Trauma

_____ Other _____________



_____ Other __________

Heart/Blood Problems:



Other Significant Conditions:
_____ Stroke




_____ Cancer

_____ Diabetes

_____ Heart Disease



_____ Thyroid

_____ Cirrhosis

_____ Other __________


_____ Hepatitis
_____ Anxiety







_____ Depression
_____ ADD
Number of Pregnancies:  __________
Additional Information

Do the following occur frequently? (Check and explain all those that apply.)

____ Vision/Hearing Problems  ____ Nose Bleeds

____Rapid Heart Beat

____ Blood Pressure Problems  ____ Coughs

____ PMS

____ Skin Rashes

   ____ Changes in Appetite    ____ Frequent Injuries

____ Chest pains

   ____ Sleep Disturbances
 ____ Frequent Falls

____ Headaches

   ____ Vomiting/Induced
  ____ Nausea

____ Fainting Spells

   ____ Night Sweats

  ____ Diarrhea

____ Constipation

   ____ Difficulties Breathing   ____ Changes in weight

Please list any allergies/allergic reactions:

________________________________________________________________________

Hospitalizations/Medical Treatments/ Major Operations/ Residential Treatments

(Name of facility/Physician-reason for admission/procedure-outcome)

Dates




Descriptions
________________________________________________________________________

________________________________________________________________________

Medications currently taken: (Prescription and Over the Counter)

Name

Dose


Reason for Taking
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Medical Care


Physician (name and phone number) _________________________________________

Date Last Seen _________________ Reason___________________________________

Previous Counseling History


Have you ever received counseling or had a psychological evaluation?  If so, where and when?  

_______________________________________________________________________
Family Medical History  (state which relative had the following)

Cancer/Tumor___________


Mental Illness ___________

Heart Disease ___________


Alcoholism ______________

Epilepsy ________________


Diabetes ________________

Other significant illnesses/conditions? ______________________________________

Alcohol/Substance Use History


Self Report of Substance Use

	Substance
	Age of First Use
	Last Use


	Pattern and Frequency
	Treatment History

	Caffeine
	
	
	
	

	Tobacco
	
	
	
	

	Alcohol
	
	
	
	

	Marijuana
	
	
	
	

	Opiates
	
	
	
	

	Cocaine
	
	
	
	

	Stimulants
	
	
	
	

	Hallucinogens
	
	
	
	


Substance Abuse Treatment and/or Hospitalization

________________________________________________________________________

________________________________________________________________________

Family History of Substance/Alcohol Use (Current and/or Past)
________________________________________________________________________
Reviewed by Therapist: ___________________________________ Date: __________

