Lori A. Jensen, Ph.D.
Client Information Form

Name:

Name of parent/guardian (if under 18 years):

Birth Date: / / Age: Gender: [ Male [ Female

Street address:

City: State: Zip Code:
Home Phone: May we leave a message? [1 Yes [ No

E-mail Address:

Can we e-mail if needed: [ Yes [ No (*Please note: E-mail correspondence is not considered to be a confidential medium
of communication)

Client employment/school

Occupation:

Marital Status: [ Never married [] Domestic partnership [1Married [1Separated [1Widowed [ Divorced

Please list any children/age (s)

In case of an emergency who should we notify:

Relationship to client:

Referred by (if any):

Primary Insurance Information

Person responsible for account:

Relationship to client: Birth Date of policy holder:

Address: (if different from client)

Social security number of policy holder:

Insurance Company Insurance Telephone Number:
ID Number Group Number:
(For Office Use Only) DX: GAF: Therapist Initials:




Have you ever previously received any type of mental health services (psychotherapy, psychiatric services, etc.)
o No
oYes, provide therapist/practitioner

Are you currently taking any prescription medication?
oNo
OYes, please list:

Have you ever taken any psychiatric medication?
oNo
oYes, please provide list and dates

How would you rate your current physical health? (please circle)
Poor Unsatisfactory Satisfactory Good Very Good

Please list any specific health problems you are currently experiencing:

Please list any previous surgeries:

Symptom Checklist: Please check all that apply to you

oFeeling sad oFull of energy

oFeeling hopeless oMood changes for no reason
aFeeling guilty or worthless aPanic attacks

olIncreasing forgetfulness oFeeling nervous and shaky
oNo fun in life oFear of death

oDifficulty falling asleep or frequent night waking oWorrying all the time

oNo energy oChecking things over and over
oWeight loss/Weight gain oCleaning myself all the time
oCannot focus aDifficulty leaving home
olrritable oShyness

oDon't feel like eating aDifficulty being with people
oMaking myself throw up oNightmares

oUsing too many laxatives oFlashbacks of past

oEating too much oSeeing no future

oWanting to kill myself oProcrastinating

oWanting to cut myself oDisorganization

aoChronic pain oAlways running late

oSexual difficulties oOften missing shower or bath
oMenstrual irregularities oUnable to work

oPlanning pregnancy aoProblems related to drinking
oDifficulty in getting along with others oProblems related to street drugs
aRelationship problems aoHearing voices

[JParenting concerns oSee things other people don’t see
oProblems at workplace oPeople are out to get me
oProblem with overspending oPeople talk about me
oDifficulty with anger management oThere is a plot against me
oTaking too many risks oWanting to hurt someone




Family Mental Health History: In the section below, please check if there is a family history of any of the
following. If yes, please indicate the family member’s relationship to you in the space provided.

List Family Member:

oAlcohol/Substance Abuse

OAnxiety

oDepression

oDomestic Violence

oEating Disorders

0Obesity

0Obsessive Compulsive Disorder

oSchizophrenia

oSuicide Attempts

Additional Information:

1.What significant life changes or stressful events have you experienced recently?

2. What do you consider to be some of your strengths?

3. What do you consider to be some of your weaknesses?

4. What would you like to accomplish in therapy?



