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CLIENT REGISTRATION RECORD

Date: ___________________

Name: ______________________________________________ DOB: ___________________ Age: __________  

Address: _______________________________________________________________________________________

City: ________________________________  State: ________________  Zip: _____________________________

Home Phone: _________________________  Email: __________________________________________________

Cell Phone: ___________________________ Business Phone: __________________________________________

May we leave a message at home or work?  (  Yes  (  No

(  Single   (  Married    (  Separated    (  Divorced    (  Widowed

Other people living in your home:

Name 




Relationship



DOB


Age

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Presently seeing a doctor?  (  Yes    (  No   If yes, who? ______________________________________________

Are you currently taking any prescription medications? (  Yes   (  No

If yes, please list medications ______________________________________________________________________

_______________________________________________________________________________________________

Who referred you to our office? ____________________________________________________________________
Have you ever been in professional counseling?  If so, with whom and why?

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________Symptoms checklist.

Please check all that apply.

( currently feeling suicidal

( past attempts at suicide


( anxiety

( overeating



( under-eating



( alcohol use

( sleeplessness


( excessive sleeping



( epilepsy



( depression



( depression with highs and lows

( vomiting

( inconsolable crying


( use of other substances


( nervous tic

( listlessness



( concentration difficulties


( diabetes

( work too hard


( lack of motivation



( legal trouble

( arguing frequently


( outbursts of temper



( past abortion

( aggression



( loss of control



( sexually abused

( physically abused


( procrastination



( can’t keep job

( too many risks


( impulsive reactions



( withdrawal

( family problems


( interpersonal problems


( compulsion

( other _______________________

Current needs:

Please summarize what is causing you to seek help. ______________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

What goal do you have for counseling? ________________________________________________________________________

_________________________________________________________________________________________________________

Have you discussed this issue with your pastor? _________  With whom and when? ___________________________________
Nature of current stressors:

( Family
( Work

( School
( Health
( Spiritual Struggles
( Other ________________

Please list any other circumstances in your life that cause additional stress. _________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Support System: 

List folks currently walking through this time with you. __________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
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