The Carpenter's House, PC
CLIENT QUESTIONNAIRE
Client Name: _______________________________			Date of Birth:__________________________

BRIEF DESCRIPTION OF PROBLEM:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
HAVE YOU EVER SEEN A COUNSELOR BEFORE?  YES or NO
Name:									Date Seen:	
_____________________ ________________________
_______________________________________________________		___________________________

EDUCATION (Circle highest grade completed or current grade.)
K  1  2  3  4  5  6  7  8  9  10  11  12         College  1  2  3  4 
Graduate School  1  2  3  4			Vocational School  1  2  3  4 
Problems with grades or conduct or placement in special services: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
DEVELOPMENT HISTORY IF UNDER 18:
Did your child meet all expected development milestones: (If not, please explain)_____________________________________
______________________________________________________________________________________________________

MEDICAL HISTORY: (Please check all that apply)
	Diabetes___
	Seizures___
	Urinary Problems___
	Digestive Problems___
	Respiratory Problems___

	Gyn Problems___
	High Blood Pressure___
	Heart Problems___
	Cancer___
	Headaches___

	Stroke___
	Liver Problems___
	Head Injury___
	Visual Problems___
	Hearing Problems___


Other: ________________________________________________________________________________________________
Allergies: _____________________________________________________________________________________________
CURRENT MEDICATIONS: (Continue on back if needed.)
	Medication
	Dosage
	How Long
	Prescribing MD

	___________________________
	_____________
	___________________
	______________________________

	___________________________
	_____________
	___________________
	______________________________

	___________________________
	_____________
	___________________
	______________________________


PHYSICIAN’s NAME AND DATE OF LAST VISIT:
Name: __________________________________________________	Date: _________________________
Name: __________________________________________________		Date: _________________________
HISTORY OF HOSPITALIZATIONS: (Continue on back if needed.)
	Date:
	Facility:
	Condition Treated:

	________________
	____________________________________
	________________________________________

	________________
	____________________________________
	________________________________________


HAS ANYONE IN YOUR IMMEDIATE FAMILY EVER BEEN TREATED FOR A MENTAL ILLNESS? (If yes, please explain) _____________________________________________________________________

CHEMICAL DEPENDENCE ASSESSMENT (if client is 12 or older):
Do you use or have you ever used:
	SUBSTANCE:
	FREQUENCY:
	AMOUNT:

	Alcohol ___________
	___________________________
	___________________________________________

	Marijuana_____________
	______________________________
	___________________________________________

	Cocaine/Crack_________
	______________________________
	___________________________________________

	Heroin_______________
	______________________________
	___________________________________________

	Cigarettes______________
	______________________________
	___________________________________________

	Other (please specify) ____
	____________________________
	___________________________________________


Have you ever had any legal consequences related to using drugs?________________________________________________

SPIRITUAL/RELIGIOUS ACTIVITIES: (Please list any activities in which you are involved.) _____ _________________________________________________________________________

Signature of Person Completing Form: ____________________________________________  Date: _________________

