
 
page 1 

FIRST APPOINTMENT INFORMATION FORM—ADULT 
Please complete this form before your first session. This information is being requested to  
help me provide the best possible treatment to you. You have the right not to provide any  
information you do not want in your medical record. 

 
IDENTIFYING INFORMATION  
 
Name: _______________________________________________  Date: _________________  
 
Date of Birth: _______________ Age: ________    
Gender: � Female  �Male �Transgendered  
 
Address:______________________________________________________________________  
 
City: _________________________________ State: ____________  Zip: ____________  
 
Home #: _________________ Cell #: __________________           Work #: _______________  
 
Is it OK to leave a message at your:  � Home #   � Cell #  � Work #  � Other # ________  
 
�e-mail ______________________________ 
 
Marital Status: � Single  � Married  � Committed Relationship  �  Civil  
Union/Domestic Partnership � Divorced  � Separated  � Widowed  
 
Spouse’s Name (if applicable): ____________________  
 
How did you find out about me? _________________________________________________ 
 
Primary Care Doctor: ____________________________ Phone #: ______________________  
 
PCP Address: _________________________________________________________________  
 
Other Mental Health Provider (if any): ___________________________ Phone: __________  
 
EDUCATION/EMPLOYMENT BACKGROUND 
 
Highest level of education completed: _______________________________________________ 
 
What is your current employment status?  Ex.  Are you staying home raising children? Working 
part time?  Working full time? Have you changed jobs recently?  Are you a student? Etc. 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Are you content with your current employment? 
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______________________________________________________________________________ 
 
FAMILY 
 
Please list all individuals who live in the home with you and their ages. 
________________________________ ________________________________ 
________________________________ ________________________________ 
________________________________ ________________________________ 
________________________________ ________________________________ 
 
Do you have any children who live elsewhere?  Please list their names, ages, and reason for 
moving out. 
______________________________________________________________________________ 
______________________________________________________________________________  
_____________________________________________________________________________ 
 
Has there been a divorce in the family?  If so, when?  If there are children, what are the custody 
arrangements? _________________________________________________________________ 
______________________________________________________________________________ 
 
SOCIAL 
 
What hobbies or recreational activities do you enjoy? __________________________________ 
 
______________________________________________________________________________ 
 
How often do you socialize with friends? ____________________________________________ 
 
Are you satisfied with your social life? ______________________________________________ 
 
Please list any social concerns: ____________________________________________________ 
 
______________________________________________________________________________ 
 
STRESSORS 
 
Have you experienced any stressful events in the last year?  Please check the following. 

¨ Death of a loved one: Specify ________________________________________ 
¨ Serious illness or injury of yourself of a loved one:  Specify_________________ 
¨ Problems with friends or family 
¨ Change in relationship status 
¨   Problems with child rearing 
¨ Change in living situation 
¨ Change in job - new position, new company, laid off, retired, quit 
¨ Change in financial status, either more or less money 
¨ Other: _______________________ 
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MENTAL HEALTH HISTORY AND REASON FOR TREATMENT 
 
Have you ever had treatment for mental health or substance abuse problems? � Yes    � No   
 
Name of provider(s): ______________________________________________________  
If yes, did you find it helpful? ___________________ 
 
Have you ever been given a mental health diagnosis in the past from a mental health   
professional?  � Yes    � No   
 
If yes, what is/was the diagnosis, as you understand it? _________________________________ 
 
Are you currently, or have you ever, taken any medications to help with any mental health 
problems?  If so, please list. _______________________________________________________ 
 
______________________________________________________________________________ 
 
Did you (or do you) find the medication helpful? ______________________________________ 
 
Have you ever been hospitalized for a mental health or psychiatric issue?  � Yes    � No     
 
Please provide details of hospitalizations: ______________________________________ 
 
________________________________________________________________________ 
 
Please describe your main reasons for seeking help at this time_______________________  
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
How long has this been a significant problem for you (be as specific as possible)? ________  
 
______________________________________________________________________________ 
 
 
What would you like to work on or see change as a result of psychotherapy? ________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
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FAMILY MENTAL HEALTH HISTORY 
 
Have any of your family members struggled with any of the following problems? 
 

 
 

 
  
Parent 

 
 

Sibling 

 
 

Child 

 
 

Spouse 

 
 

Other  
 
Depression, sadness 

 
 

 
 

 
 

 
 

 
 

 
Anxiety / Excessive Worries 

 
 

 
 

 
 

 
 

 
 

 
Panic Attacks 

 
 

 
 

 
 

 
 

 
 

 
Obsessions and/or Compulsions 

 
 

 
 

 
 

 
 

 
 

Bipolar Disorder or Manic 
Depression 

 
 

 
 

 
 

 
 

 
 

 
Attempted Suicide 

 
 

 
 

 
 

 
 

 
 

 
Learning Disabilities 

 
 

 
 

 
 

 
 

 
 

 
Attention Deficit/Hyperactivity 

 
 

 
 

 
 

 
 

 
 

 
Problems with Anger 

 
 

 
 

 
 

 
 

 
 

 
Schizophrenia or Psychosis 

 
 

 
 

 
 

 
 

 
 

 
Nervous Breakdown 

 
 

 
 

 
 

 
 

 
 

 
Heavy Alcohol Use 

 
 

 
 

 
 

 
 

 
 

 
Drug Use/Abuse 

 
 

 
 

 
 

 
 

 
 

 
Eating Disorder 

 
 

 
 

 
 

 
 

 
 

 
Other:    

 
 

 
 

 
 

 
 

 
 

 
Please describe “Other” responses: _________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Has anyone close to you (including friends and family members) ever committed suicide?  
� Yes    � No   If so, who and when? 
 
_______________________________________________________________________ 
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PHYSICAL HEALTH AND WELLNESS 
 
Date of last physical exam? ___________________   
Do you have any medical or physical problems?  � Yes    � No   If yes, please describe:  
______________________________________________________________________________  
______________________________________________________________________________ 
 
Medical Specialists (other than your PCP):  
Name    Specialty    Phone #  
______________________________________________________________________________  
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Please list your current medications and dosages (including prescription, non-prescription,  
and herbal/alternative/supplements):  
 

Medication Dosage Purpose Prescribed by When 
started 

Benefits or 
Problems 

      
      
      
      
      
      

 
Please list any medications you have taken in the past and the reason for discontinuation: 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Are you allergic to any medications? _____________________________________________  
 
How many hours of sleep do you average per night? _______________  
Do you exercise? � Yes    � No   If so, what type of exercise and how often? 
 
______________________________________________________________________  
 
Do you use products with caffeine (i.e., coffee, caffeine/energy drinks)? � Yes    � No     
 
If yes, specify type and amount/frequency _________________________________________ 
 
Do you currently smoke cigarettes?   � Yes � No        If yes, how many/day? _________ 
 
Did you previously smoke cigarettes? � Yes  � No     When did you quit? ___________  
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Do you drink beer, wine, liquor, or other alcoholic beverages? � Yes    � No     
 
On the days you drink, how much per day? _________  How many days per week? _______  
 
Have you ever wondered if you had a problem with drugs or alcohol? � Yes    � No     
 
If yes, why? __________________________________________________________________  
 
Has anyone ever suggested that you might have a problem with drugs or alcohol? �Yes �No     
 
Would you consider that you engage in “high risk” sexual behaviors?  � Yes    � No     
 
If yes, explain ________________________________________________________________  
 
Do you diet?  � Yes    � No     How frequently? _________________  
 
Do you consider yourself to have a weight problem? � Yes    � No     
 
Have you experienced any of the following?   

• Childhood medical, developmental, or learning problems?    � Yes    � No     
• History of significant illnesses, injuries, surgeries, or hospitalizations?  � Yes    � No     
• A head injury?          � Yes    � No     
• History of seizures?         � Yes    � No     
• Significant current medical illnesses or conditions?     � Yes    � No     

 
Please provide details of any “yes” responses: _______________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
LEGAL HISTORY 
  
1. Are you presently suing anyone or thinking of suing anyone?  �  No   �  Yes. If yes, please 
explain: 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
2. Is your reason for coming to see me related to an accident or injury? � No � Yes If yes, 
please explain:  
______________________________________________________________________________

______________________________________________________________________________ 
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3. Are you required by a court, the police, or a probation/parole officer to have this appointment? 
� No � Yes.  If yes, please explain: 
______________________________________________________________________________ 
 
______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

 
Please list any history of involvement with the legal system (including arrests, charges, and 
penalties): 
_____________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
Please provide any other information you feel may be relevant to an understanding of you as a  
person.  This may include past or current family or social situations, cultural background,  
language, ethnicity, sexual orientation, spirituality or religion, or anything else important to a  
sense of your identity and view of the world.  
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