Client Record

Date:________________________

Name :____________________________________________

Social Security No:__________________
Date of Birth______/_______/_______ Age_______ F__ M__

Address:____________________________________________   Home Phone:______________________

City:___________________________  State:_______________  Work Phone:_______________________

Zip Code________________  Emergency Contact_________________________  Phone:______________

Marital Status:  Married_____  Single ____  Divorced ____  Widowed _____ Other __________________

Family members (name, age, relationship)

Employer/School:____________________________________  Monthly Salary:_____________________

Education (last year completed)_________________________  Military:___________________________

How long have you lived in Oregon?_____________________ Where before?_______________________

Primary Care Physician_______________________ Phone#______________________ Last exam_______

Address:__________________________________  City:________________________  Zip:___________

Relevant medical conditions:_______________________________________________________________

______________________________________________________________________________________

Medications (dosage, how long, name of prescribing physician):__________________________________  

______________________________________________________________________________________

Any addictions?_________________________________________________________________________

Were you referred here?__________________________________________________________________

Reason for seeking counseling today?_______________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

What do you hope to accomplish and how will you know when you get there?_______________________

______________________________________________________________________________________

