CLIENT REGISTRATION FORM


Date: _____________________

General Information

First Name____________________________  Last Name_________________________  

Age______________  DOB _____________________________  Gender_____________  

For clients under the age of 18:
Parent First Name_______________________Parent Last Name____________________     
Parent First Name_______________________Parent Last Name____________________     

Address_________________________________________________________________________________________________________________________________________

Contact information


Phone	 Cell: _________________________________      Message?   [  ] yes      [  ] no                        
             Home: _______________________________       Message?   [  ] yes      [  ] no                        
 Work:________________________________       Message?   [  ] yes      [  ] no                                             
Email:_______________________________________     Contact?     [  ] yes      [  ] no                                             

Emergency Contact Name (s):_______________________________________________   
Phone: _________________________________________________________________
Relationship to client(s):____________________________________________________

Type of Counselling requested       [ ] Individual    [ ] Couples    [ ] Family    [ ] Child


The next section allows you to provide an overview of what brings you to my office.  We will talk more about this when I meet you in a few minutes.  Please note that this is strictly confidential.  

What brings you to counselling? ________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________

Have you received therapy in the past?  If so when, for how long, and for what?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check any symptoms that apply to you currently, and mark a P  for past symptoms:

	· depression 
· anxiety 
· panic attacks 
· post-traumatic stress 
· recurring dreams or nightmares 
· difficulties sleeping (too much; too little; falling asleep; frequent waking) 
· guilt and/or shame
· outbursts of anger/rage 
· difficulties relaxing 
· feelings of helplessness or being powerless 
· self-harming behaviours – cutting/scratching/burning/other 
· thoughts of death or dying 
· suicide attempts (please list dates)
____________________________________________________________

	· highly sensitive person (HSP)
· poor relationship with food
· disordered eating (anorexia, bulimia, binge eating disorder)
· feeling out of control 
· feeling “floaty” / not really present
· relationship problems
· problems in spiritual life
· work problems
· poor work-life balance
· poor self esteem/confidence
· grief and loss
· chronic pain/fibromyalgia 
· migraines 
· other symptoms not listed:
____________________________________________________________




Please list all medications taken:
________________________________________________________________________________________________________________________________________________

Please indicate frequency, quantity and for how long you have been using the following:
· Caffeinated beverages (coffee, tea, energy drinks)__________________________ __________________________________________________________________
· Alcohol___________________________________________________________ 
· Cannabis__________________________________________________________
· Other substances____________________________________________________


With whom do you live?  
________________________________________________________________________

Are you in a significant or intimate relationship yes/no? If yes, for how long? 
________________________________________________________________________

Are you currently: working/student/ looking for work/retired/other? What do you do?
________________________________________________________________________

Please rate your stress level on scale from 0-10, 0 being not stressed at all, 10 being extremely stressed 
________________________________________________________________________

Have you experienced trauma in your life? (Abuse, accidents, life or death situations, significant loss, etc..) If you feel comfortable, please list them. ________________________________________________________________________
________________________________________________________________________

How do you relax?
________________________________________________________________________

What strategies have you already used to cope with what brings you here today?
________________________________________________________________________________________________________________________________________________

What brings you hope?
________________________________________________________________________________________________________________________________________________

How do you think I can best help you? (I.e. are you looking for specific guidance on a particular problem, seeking a neutral person to talk freely with, a specific mode of therapy, information and resources, not sure…)
________________________________________________________________________________________________________________________________________________
________________________________________________________________________

How did you hear about me? (Theravive, Psychology Today, Northwest Wellness Centre, personal contact, social media, referral from another professional, other.) 
________________________________________________________________________

If you were referred by a professional in the community, may I thank them for the referral? 
________________________________________________________________________

Is there anything else you’d like me to know?
________________________________________________________________________
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