
ASSOCIATES FOR APPLIED PSYCHOLOGY
PRINT THIS AND BRING THE COMPLETED FORM TO YOUR FIRST SESSION
CLIENT’S NAME:___________________________________________________AGE____________DATE:____________

Date of Birth:________________________________Place of birth:____________________________________________________

Marital Status:_______________________________________________________ If married, how many years?_______________

Occupation:__________________________________ Employer:_______________________________Years with this job:_______

Education: Years of school_______________Highest degree_____________ Years of Education: Father______ Mother_______

Are you a student now? ______ If yes, give name of school____________________________________ Part time or Full time? ____

Please describe in your own words the reasons you came to consult with us:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who referred you to us? _____Friend    _____Yellow Pages _____Employer/co-worker   _____A client of ours

_____Physician or attorney referred me (Name____________________________________________________________)

_____Referred by an insurance company or HMO or PPO           Other_______________________________________ 
Have you ever received psychological services before? ________________ (Yes/No)   If no, skip this section.

For what problem did you seek services?__________________________________________________________________
When?____________________________Name of therapist or agency__________________________________________
Were the services helpful?_____________________________________________________________________________
Have you ever received medication for a mental health or substance abuse problem (give name of the medication)?

__________________________________________________________________________________________________
Were you ever admitted to inpatient psychiatric or substance abuse treatment? __________(yes/no)   Year_____________

Do you have any reason to believe that you will be appearing in court?   ________(yes/no)  If no, skip this section

Is the court appearance one of the reasons you are seeking our services? _________(yes/no)   If yes, describe the case

__________________________________________________________________________________________________

Please list the name and address (or firm) of your attorney____________________________________________________

What is the name and address of your physician? (If you don’t have a physician, where did you recently receive medical care?)___________________________________________________________________________________________________

Please list any major medical problems from which you suffer: _______________________________________ _________________________________________________________________________________________________________

How would you rate your medical health? _________Excellent    ________Good     ___________Fair     _______Poor

List any medications you currently take:
Medication


 
       Dose

For what problem
  
     Who prescribed this?

_________________________________    ___________    _________________________________   ____________________

_________________________________    ___________    ________________________________    ____________________

_________________________________    ___________    ________________________________    ____________________

_________________________________    ___________   _________________________________    ____________________

Medical symptoms----Circle all of the following that trouble you:
Headaches
Nausea

Diarrhea
Cholesterol
Chest Pains
Breathing difficulties
Fevers

Head injury
Fainting

Seizures
Blackouts
Blurry vision
High blood pressure
Ulcers

Joint pain
Stomachache
Fatigue

Cramps

Back pain
Sleep disturbances
Allergies

Weight gain
Weight loss
Dizziness
Sexual Problems Tremors

Other__________________________






Is there any history in your family of (circle all that apply):
Alcoholism
Drug abuse
Cancer

Diabetes
Epilepsy
Heart trouble

Violence

Migraines
Depression
Suicide

Anxiety

Brain injury
Psychiatric hospitalization

Please describe the stresses you have experienced in the past year.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Circle all the problems that concern you today.  Check TWICE those which concern you the most.
Confidence
Drugs

Depression
Anxiety

Family relationships
School/work performance

Stress

Fatigue

Memory loss
Fears

Romantic relationships
School/work relationships

Suicide

Sexuality
Anger/temper
Concentration
Social activities/friends
Physical well-being

Worry

Alcohol

Eating problems
Loneliness
Embarrassment/shyness
Medical problem

Irritability
Grief

Impulsiveness
Obsessions
Sleep problems



Other__________________________________________________________________________________

THANK YOU FOR YOUR PATIENCE!
