
Client History Form 

Hello and thank you for including me on your journey. Please fill out this form to provide 
background information and anything else you’d like me to know (bold fields are required; all 
others are optional). I look forward to working with you!  

Name:_______________________________________________________________________ 
Age:_______________   Gender pronouns:________________________________________ 
Phone number(s):_____________________________________________________________ 
Email:_______________________________________________________________________  
Home address:________________________________________________________________  
Emergency Contact name & number:_____________________________________________  
Physician’s name & number:____________________________________________________  
Current or previous occupation:___________________________________________________ 
How did you hear about my therapy practice? _______________________________________  

1. What do you hope to receive from this therapy approach? What would you most like 
to be different at the end of our work together? (i.e. What thoughts, images, feelings, 
sensations, urges, would you like to have more or less of?  How would you like to treat 
yourself, others, the world, differently? What skills would you like to develop? What people, 
places, activities, challenges, would you like to approach rather than avoid? What 
relationships do you want to improve, and how?) 
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2. Briefly describe your personal support system (i.e., family, friends, groups):  

3. How would you describe your physical activity during a typical week/month?  
 

4. Briefly describe any significant changes (either internal or external) in your life recently:  

5. How would you describe your spiritual beliefs and practices, if any?  

  

6. Is there anything else you’d like me to know before we start our work?  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7. Please list below any medication you are taking:  

8. Please list any other services you are receiving (such as mental health therapy, support 
groups, massage, acupuncture, medical care, chiropractic care, psychiatric care, etc.)  

9. Please list any history of surgeries, major illness, chronic conditions, significant accidents/
injuries, or anything else that might be relevant for our work together (include dates)  

10. Please check anything that applies to you:  

______ Addiction recovery: Length of time in recovery: ________________________  
______ Contact lenses (check only if you are wearing them now) 
______ Depression: Taking medication? _____________________________________  
______ Eating disorder 
______ History of physical, sexual, and/or emotional abuse 
______ High / Low blood pressure (Circle which one) 
______ Pregnant currently: If Yes, how many months? ____________  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