Chaitanya Counseling Services, P.A.
CHAITANYA COUNSELING SERVICES, P.A.
51 Newark Street, Suite 202
Hoboken, New Jersey 07030
	201-659-3060	

BASIC CLIENT INFORMATION FORM

Name: 	____________________________________	Date: ________________
Address: ________________________________________________________________   
Cell phone: _______________________________ 	(May we leave message? _____ )
Other phone: ______________________________ 	(May we leave message? _____ )
Email: ___________________________________	(May we leave message? _____ )
Occupation: ______________________________	 Hours at Work: ________________
Date of Birth: _____________________________ 	Referred by: ___________________
Past and Present Medical Illnesses: ___________________________________________
________________________________________________________________________
________________________________________________________________________
Current and Past Medications: _______________________________________________
________________________________________________________________________
Family History of Medical/Emotional Problems: ________________________________
________________________________________________________________________
Family Mental Health History:	          please indicate		List family member
Alcohol/substance abuse			yes	no		________________
Anxiety					yes	no		________________
Depression 				yes	no		________________
Domestic violence			yes	no		________________
Eating disorders				yes	no		________________
Obesity					yes	no		________________
Obsessive compulsive behavior		yes	no		________________
Schizophrenia 				yes	no		________________
Suicide attempts 				yes	no		________________
Marriage History: _________________________________________________________
Children (names & ages): __________________________________________________
How would you describe your mother? ________________________________________
________________________________________________________________________
How would you describe your father? _________________________________________ 
________________________________________________________________________
How would you describe yourself? ___________________________________________ 
________________________________________________________________________
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Spiritual/Religious History: _________________________________________________
History of legal concerns: __________________________________________________
History of trauma or abuse: _________________________________________________
Past/present alcohol/drug use (indicate amount & frequency): __________________________ 
Previous therapy (indicate dates & name of provider): _________________________________
________________________________________________________________________
Siblings (names and ages): ____________________________________________________
________________________________________________________________________
Current medical insurance: _________________________________________________
Physician (include address & phone): ____________________________________________
________________________________________________________________________
Nearest friend or relative not residing with you (include phone): ______________________
________________________________________________________________________
Chief complaint: __________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
History of complaint: ______________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Current symptoms and stressors: _____________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Any other concerns (sleeping, eating, anxiety, panic, unusual thoughts, suicidal/homicidal thoughts, marital concerns, etc.): _____________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
What significant life changes or stressful events have you experienced recently? _______ 
________________________________________________________________________
________________________________________________________________________
What are your expectations of therapy? ________________________________________
________________________________________________________________________
________________________________________________________________________
Anything else you would like me to know? _____________________________________
________________________________________________________________________
