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1722 Thomasville Rd. Tallahassee, FL 32303 (850) 270-7349
MARITAL STATUS: SINGLE MARRIED 

RACE/ETHNICITY: Caucasian/White    Japanese    Hispanic   African American/Black      Chinese Native American    Biracial  Asian        Hawaiian       Vietnamese       Other_________________ 
Others residing in the household: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________ 

WHAT PROBLEMS BRING YOU TO SEEK TREATMENT? ________________________________________
__________________________________________________________________________________________________________________________________________________________________________

WHO REFERRED YOU TO OUR AGENCY: ______________________________________________________________________ 

EMPLOYMENT INFORMATION: (Full-time ) (Part-time)  ( Student)    (Employed )   N/A 

Name of Employer: ________ ___ Job Title: _______ 

Name of College/University: ______________________________________ 

FINANCIAL: Does financial stress relate to why you are seeking services? Yes    No 
If yes, please explain: _____________________________________________________________________________________
LEGAL HISTORY: Have you even been charged with a crime? Yes No   
Are you currently on probation? Yes No 
If yes, please explain: ________________________________________________________________________________________ _________________________________________________________________________________

LIST HOBBIES OR RECREATIONAL INTERESTS: _______________________________________________ 
_____________________________________________________________________________________

FAMILY, CULTURE AND RELIGION: Describe any cultural and/or religious connections. ___________________________________________________________________________________________________________ ______________________________________________________________

BEREAVEMENT AND GRIEF: Have you experienced grief or loss? If so, please describe how you are supported socially, spiritually and culturally. _____________________________________________________________________________ _____________________________________________________________________________________
PRIMARY CARE PHYSICIAN (PCP): 
NAME: __________________________________________________________ _______ PHONE:_____________________________________ 
ADDRESS: _____________________________________________________________ 
Visit/Checkup with PCP within the past 12 months: YES NO       Regular preventative health screens: YES
CURRENTLY PRESCRIBED MEDICATIONS: (Medication, dosage and prescribing physician) 
_____________________________________________________________________________________
_____________________________________________________________________________________
Have you been consistently taking these medications as prescribed YES NO 

PATIENT MEDICAL/HEALTH: (Please circle all that apply – past or current) 
	 ASTHMA 
	HIGH BLOOD PRESSURE 
	FREQUENT EAR INFECTIONS 

	HEART DISEASE 
	THYROID PROBLEMS 
	DENTAL PROBLEMS 

	CANCER 
	LIVER DISEASE 
	TUBERCULOSIS 

	SEIZURES 
	SIGNIFICANT WT. GAIN/LOSS 
	GASTRO INTESTINAL PROBLEMS 

	DIABETES 
	HEPATITIS 
	OTHER________________ 

	HEAD INJURY 
	KIDNEY DISEASE 


NUTRITION: (Please check all that apply – past or current) 
INCREASED APPETITE BINGE EATING OTHER______________ 
DECREASED APPETITE HOARDING 
Are you currently being seen for any of the above? YES NO   
IF YES, PLEASE DESCRIBE____________________________________________________________________________
Food Allergies _________________________________________________ 
I have made myself throw-up after eating YES NO I do not eat a wide variety of healthy foods YES NO 


PAIN: 
PAST CURRENT N/A 
CHRONIC PAIN IF YES, PLEASE DESCRIBE: ________________________________________________________ 
Are you currently being seen for any of the above? YES NO      IF YES, PLEASE DESCRIBE________________________ ______________________________________
I experience a decrease in my ability to function in life due to this pain YES NO 

PSYCHIATRIC HISTORY: 
	ABUSE: PHYSICAL
	ABUSE: SEXUAL
	OTHER __________________

	ANXIETY                           EATING DISORDER
	

	DEPRESSION                                  ADD/ADHD
	


MENTAL HEALTH HISTORY: 

No previous therapy 

Outpatient Treatment 

Type of treatment: (Circle all that apply) Individual therapy family therapy group therapy 
Provider: ________________________________________________ 
Dates of treatment: ______________________________________ 
Reason for treatment: ___________________________________ 
INPATIENT PSYCHIATRIC HOSPITALIZATION: 
Previously hospitalized:  Yes  No  N/A                 Multiple Hospitalizations: Yes___________ 
Last psychiatric facility ______________________________________ Date Admitted_______ _____Date Dismissed____________ 
HAVE YOU EVER RECEIVED A MENTAL HEALTH DIAGNOSIS (i.e. depression, bipolar disorder, schizophrenia) 
_____________________________________________________________________________
SUBSTANCE USE HISTORY: NONE 
ALCOHOL 
WITH BLACK OUTS 
WITH LEGAL PROBLEMS COURT ORDERED TREATMENT 
OTHER SUBSTANCE USE _____________________________________________________________________________________
Have you attended alcohol/drug abuse treatment: Yes No Have you been told that you have an alcohol/drug problem:     Yes        No 

GAMBLING HISTORY: 
Are you seeking services for a gambling addiction:   Yes     No 
If so, have you ever lied about your gambling:         Yes       No 
If so, have you ever increased bets to get the same sense of action: Yes No 



FAMILY MEDICAL HISTORY: (Please mark each that apply with “1” for immediate family “2” for extended family) 
Diabetes            Depression                Anxiety                       Psychiatric hospitalizations 
Heart Disease                 Schizophrenia                    Suicide attempts                       Alcohol/drugs Other:_____________________ 
ADHD           Bipolar disorder          Antisocial behavior (difficulties – police/violence) _____________________ 
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)GENERAL FUNCTIONING:  circle all that apply
























HOW LONG HAVE YOU HAD THESE CONCERNS? _________________________________________________________ 
HOW OFTEN DO THESE OCCUR?  __________________________________________________________________________ 


WHAT ARE 3 OF YOUR STRENGTHS? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ What do you hope to get out of counseling? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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