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Confidential Patient Data Form 
Instructions: Please provide the following information and answer the questions below.  

Please note: information you provide here is protected as confidential information. 

CONTACT  INFORMATION 

Name: _____________________________________________________________________________ 

(Last) (First) (Middle Initial) 

Address: ____________________________________________________________________________ 

(Street and Number) 

____________________________________________________________________________________ 

(City) (State) (Zip) 

OK to call? OK to leave message? 

Home Phone: _________________________________________ □ Yes □ No □ Yes □ No 

Cell/Other Phone: ______________________________________ □ Yes □ No □ Yes □ No 

Work Phone: __________________________________________ □ Yes □ No □ Yes □ No 

E-mail:  ____________________________________________________  May  we  email you? Yes □ No□ 

*Please  note:  Email  correspondence  is  not  considered to  be  a  confidential medium  of  communication. 

Please provide a full name and phone number of whom to call in case of an emergency: 
_____________________________________________________________ 

Who referred you to me or how did you hear of my practice? (If online, which website?) 
_____________________________________________________________ 

DEMOGRAPHICS 

Birth Date: ______ /______ /______ Age: ________ Gender: □ Male □ Female 

Ethnicity: _____________________________________________________ 

Sexual Orientation: _____________________________________________ 

Date of Place:__________________________________________________ 

Highest Grade/Degree/Type of Degree:______________________________ 



GENERAL  HEALTH  AND  MENTAL  HEALTH INFORMATION 

1. Current reason(s) for seeking therapy: When did this concern/issue begin? 

 

 

 

 

 

Estimate the severity of the above problem? (please circle)      Mild Moderate Severe Very Severe 

2. What would you like to accomplish out of your time in therapy? 

 

 

3. Do you have any previous suicide attempts, self destructive behaviors, or violent behaviors? (Indicate age, 
circumstances, and whether it led to hospitalization or legal problems).  

 

 

4. Please list any past/present drug and alcohol use. What have you used and how much? What are you currently 
using and how much? ).  

 

 

5. Are you currently taking any medications? (Please list names, dosages, and prescriber): 

 

6. Have you previously been in psychotherapy? 

□ No 

□ Yes, previous therapist(s), when, approximate # of sessions, issue worked on, was it helpful? 

 

7. Have you ever been prescribed psychiatric medication? 

□ No □ Yes Please list and provide dates:  

8. How would you rate your current physical health? (please circle) 

Poor Unsatisfactory Satisfactory Good Very good 

Please list any specific health problems you are currently experiencing:  

 

9. How would you rate your current sleeping habits? (please circle) 

Poor Unsatisfactory Satisfactory Good Very good 

Please list any specific sleep problems you are currently experiencing: 



10. How many times per week do you generally exercise?  

11. Please list any difficulties you experience with your appetite or eating patterns 

 

12. Are you currently experiencing overwhelming sadness, grief or depression? 

□ No □ Yes If yes, for approximately how long and what do you do to feel better?  

 

13. Are you currently experiencing anxiety, panic attacks or have any phobias? 

□ No □ Yes if yes, when did you begin experiencing this? 

14. Are you currently experiencing any chronic pain? □ No □ Yes  

15. How often do you engage recreational drug use? □ Daily □ Weekly □ Monthly □ Rarely □  Never 

Street Drugs: 

(Type):______________________ Frequency:_________ Age of First Use_____Date of Last Use__________ 

(Type):______________________ Frequency:_________ Age of First Use_____Date of Last Use__________ 

(Type):______________________ Frequency:_________ Age of First Use_____Date of Last Use__________ 

(Type):______________________ Frequency:_________ Age of First Use_____Date of Last Use__________ 

Substance of preference:____________________________________________________________________ 

Describe when you typically use substances:_____________________________________________________ 

Reasons for use: 

- Addicted - Build confidence - Escape - Self-Medication 

- Socialization - Taste - Other_________ 

16. Does/has someone in your family present/past have/had a problem with drugs or alcohol? ___Yes ___No 

If yes, describe: 

17. Have you had adverse reactions or overdosed drugs or alcohol? ___Yes ___No 

If yes, describe: 

18. Any past or current legal issues with substances? (DUI, DWI etc.) ___Yes ___No 

If yes, describe: 

19. Current Alcohol Use (#______ drinks/daily______ or weekly______) Date last drank:__________________ 

20. What significant life changes or stressful events have you experienced recently?  

 

 

 

21. Hobbies (What you do for relaxation.) 

 

 



RELATIONSHIPS: 

Marital Status: 

□ Never Married □ Domestic Partnership □ Married □ Separated □ Divorced □ Widowed 

1. Do you live with others? What is their relationship to you?  

 

 

2. Present Spouse/Partner(s) (first name(s), occupation(s), how would you describe your relationship satisfaction?): 

 

 

3. Do you have siblings? ___Yes ___No If yes, please list names  

 

 

4. Do you have children? ___Yes ___No If yes, please list names  

 

 

5. Are there any other current relationships that are a significant in your life right now? Please describe and include 
first names : 

 

 

6. Sexual Concerns (describe any concern/problems/questions you have related to sex, for example: pain, 

performance issues, lack of desire/pleasure, compulsiveness/addiction, sexual trauma, relationship issues, etc.): 

 

 

7. Are you in an abusive relationship? ___Yes ___No   If yes, describe:  

 

 

SOCIAL  RELATIONSHIPS: 

Check how you generally get along with other people: (check all that apply) 

__Affectionate __Aggressive __Avoidant __Fight/Argue Often 

__Friendly __Follower __Leader __Outgoing 

__Shy/Withdrawn __Submissive __Other (specify)________________ 

Any concerns about social relationships? (Specify) 

 

 



FAMILY  MENTAL HEALTH HISTORY: 

Describe any physical or mental illnesses that run in the family including depression or suicide: Include their 
relationship to you: 

 

ADDITIONAL  INFORMATION: 

1. Are you currently employed? □ No □ Yes If yes, what is your current employment situation? 

Do you enjoy your work? Is there anything stressful about your current work? 

 

 

2. Do you consider yourself to be spiritual or religious? □ No □ Yes If yes, describe your faith or belief: 

 

 

3. What do you consider to be some of your strengths? 

 

 

4. What do you consider to be some of your weakness?  

 

 

5. What are your main worries or fears? 

 

 

6. What are your primary challenges right now? 

 

 

7. What are your most important hopes or dreams? 

 

 

5. Please add any additional information that may be helpful to our work together. 

 


