Stefani Shaffer, MA
Mental Health Counselor Associate

stefshaffer@gmail.com
206.491.4236

Client Information

Name: _________________________________



Date: ______-______-______
Occupation: _____________________________



Gender: _______ Age: ______

Local Phone: _____________________May I call you here? (Y/N)  _____
May I leave a message? (Y/N)  ______

Cell Phone: ______________________May I call you here? (Y/N)  _____
May I leave a message? (Y/N)  ______

Local Address: _______________________________City: _______________________        ZIP: _________

Can you receive confidential mail here? (Y/N)  _____________

If no, where can you receive confidential mail? ___________________________
Email Address: ____________________________________
May I contact you by email for scheduling purposes? (Y/N)  _____
*Since email is not a totally confidential means of communication, please consider this as you communicate with me.  While I will make a reasonable effort to keep what is written private, it is suggested that very personal information be communicated by phone, on paper, or in person.

How did you hear about me?  __________________________________________________________


Who, if anyone, has urged you to come here?_______________________________​​​​_______________
Briefly tell me about the concerns that have brought you here.  

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please check any current or past issues that affect you today:

Client History

Do you currently have any medical problems?

_________________________________________________________________________________________

List all current medications, including herbal, and how long you have been on them.  _________________________________________________________________________________________
Have you been on any medications in the past for mental health issues? __________________________________

Please list: ________________________________________________________________________________
Have you previously seen a therapist? _______Who? ___________________When? ____________________
Where? ____________________
For what types of issues?_______________________________________
Are you currently seen a therapist? _______Who? ___________________When? _____________________

Where? ____________________
For what types of issues?_______________________________________

Have you ever been hospitalized for physical or mental health issues? ______ If so, briefly describe: ____________________________________________________________________________________________________________________________________________________________________________________________
Have you had any previous suicide attempts?  _____ If so, briefly describe: 

____________________________________________________________________________________________________________________________________________________________________________________________
Does anyone in your family have a history of mental/physical health issues?  Who?  What type?  ____________________________________________________________________________________________________________________________________________________________________________________________
Are you interested in group counseling? ________
For what issues/topics? _______________________________

If you currently experience any of the following symptoms, please rate them using the key below:

__ Eating disorders						__ Self Harm


__ Body Image						__ Pregnancy issues


__ Academic issues						__ Spiritual concerns


__ Abuse							__ Depression


__ Stress / anxiety						__ Pornography


__ Suicidal thoughts						__ Sexuality


__ Alcohol /drug use						__ Sexual identity issues


__ Family issues						__ Relationship concerns


__ Sexual assault / rape (when? ______________)	         	__ Financial issues


__ Death of someone close (when? ______________)	


__ Addictions (type:_________________)	            	


__ Phobias (type: ______________)


__ Other: _____________________________________________________





0 = Never		1 = Seldom		2 = Often		3 = Always





___ Difficulty concentrating			___ Anger


___ Crying					___ Negative thoughts about body


___ Missing appointments/ classes		___ Consumed with changing your appearance


___ Feeling helpless				___ Distressed when exercise routine is disrupted


___ Feeling uptight				___ Eating binges


___ Worrying					___ Restricting food or not eating


___ Feeling hopeless				___ Purging/throwing up


___ Feeling afraid				___ Drinking heavily


___ Lying to others				___ Other drug use


___ Feeling out of control			___ Guilt feelings


___ Feelings of self-doubt			___ Withdrawing socially


___ Injuring self (How: ______________)	___ Sexual preoccupation


___ Nervous around others			___ Physical symptoms (e.g.., headaches, digestive)


___ Stealing	        				       Have you seen a health care provider for these?___


___ Memory loss or blackout	       		___  Difficulty sleeping 	        


___ Suicidal thoughts				___ Other: ___________________________________
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