Sarah J. Looney, MEd, LPC

Client Questionnaire
Today’s Date: ______________________________
Name: ___________________________________
Street Address: _______________________________________________
City, State, Zip: ______________________________________________
Home Phone:________________________	 Work Phone: ___________________________
Cell Phone: _________________________	 E-mail: __________________________________
Date of Birth: _______________________ 	Age: _________	Gender: ________________
Pronouns: _______________

Your privacy is extremely important to me. Please let me know by circling Yes or No:
(Note: You may make changes to these answers at any time by letting me know in writing)
Can I contact you at home?    Yes     No         Can I leave a message for you at home?   Yes    No    
Can I contact you on your cell? Yes    No       Can I leave a message for you on your cell?  Yes  No    
Can I contact you at the email address above?  Yes    No       

Referral Information:
Referred by: ________________________________ Phone Number: _____________________
Relationship to you (please circle one):     Friend            Doctor            Counselor/Psychologist Coworker/Employer            Church            Other: _________________________________

Emergency Contact Information
Name: ________________________________ Phone: _______________________ 
Relationship: ___________________________

Adult Client Information
Employer: _______________________________    Occupation: _________________________
Work Address: ________________________________________________________________
Marital Status:    Single            Married           Separated           Divorced          Widowed
Highest Education Level Achieved: ________________________________________________
Spouse’s Name: _______________________________________________________________
Number of Children: ________________     Do they live with you:   Yes   No

Areas of Concern (Please use the back of this form if you need additional space)
What issues/concerns have caused you to seek outpatient therapy? Please describe:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Do you have any specific goals with regard to your therapy? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Do you have any particular concerns/fears with regard to therapy? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Can you think of a recent example when you felt…? (thoughts and images, emotions, behaviors, physical sensations)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
What helps you cope generally? What makes things better? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Previous therapy/treatment. What have you tried before? What helped? What didn’t help?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Psychological and Medical History (Please use the back of this form if you need additional space)
Have you ever received mental health treatment before?     Yes    No
	When and for how long? ___________________________________________________
	What was the focus of the treatment? __________________________________________
	Name(s) of treating therapists, address(es), phone number(s) _______________________
	__________________________________________________________________________________________
	Note: Authorization for Release of Confidential Information is needed before those listed above can be contacted

Have you had psychological testing?   Yes     No
Name(s) of person(s) administering test, address(es), phone number(s) ________________
	__________________________________________________________________________________________
	Note: Authorization for Release of Confidential Information is needed before those listed above can be contacted

Have you been in a 12-step program?    Yes    No    If yes, which one(s)? ____________________
	________________________________________________________________________
Do you use alcohol, drugs, tobacco, or other substances?   Yes   No     If so, which and how much:
	________________________________________________________________________
Have you ever been hospitalized for mental or emotional problems?   Yes   No
	When and for how long? ___________________________________________________
	Why were you hospitalized? _________________________________________________
	Name(s) of treating therapists, address(es), phone number(s) _______________________
	__________________________________________________________________________________________
	Note: Authorization for Release of Confidential Information is needed before those listed above can be contacted

Are you currently taking any prescription medications, over the counter medications, or supplements?    Yes    No    If yes, please complete the following (use the back if you need additional space) 
	Name
	Dosage/How Often
	How long on this
	Prescribing physician
	What is it for

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	



Have you ever taken any medications for a mental/emotional condition not listed above?  Yes   No
If so, which one(s)? ________________________________________________________
Have you ever attempted suicide?   Yes   No
If so, when? ________________________________________________________
	Describe the circumstances that led to that attempt: _______________________________
______________________________________________________________________________
Are you currently having any suicidal thoughts?  Yes    No
	If yes, please describe? _____________________________________________________
______________________________________________________________________________

Have you ever, or are you now subjected to: (circle all that apply)
Verbal Abuse           Physical Abuse            Emotional Abuse            Sexual Abuse
Have you ever been a victim of a violent crime? _______________________________________
Have you ever been diagnosed with a serious illness? ___________________________________

Please describe your overall health today.
______________________________________________________________________________
______________________________________________________________________________
Are you experiencing any medical/physical symptoms that you attribute to a mental, emotional, or stress related condition?    Yes      No     If yes, please describe:
______________________________________________________________________________
______________________________________________________________________________

Who is your family physician? ________________________________
When was your last physical? _________________________________
Have you been told that you snore regularly?   Yes   No

Other Information (use the back if you need additional space)
Please describe your spiritual identity/orientation: ______________________________________
______________________________________________________________________________
Please list your interest/hobbies: ____________________________________________________
______________________________________________________________________________
Are you now, or have you ever been, involved in a lawsuit? If yes, please describe: ____________
______________________________________________________________________________
Please feel free to include any other information that you believe is relevant to your mental health treatment, not previously requested here: _____________________________________________
______________________________________________________________________________
______________________________________________________________________________

Please mark all of the following that apply to you today

Feelings:

O Afraid
O Angry/Frustrated
O Anxious/Panicky
O Depressed
O Excited
O Guilty
O Happy
O Helpless
O Hopeless
O Inferiority Feelings
O Lonely
O Numb
O Out of Control
O Relaxed
O Sadness/Loss
O Shameful
O Stressed
O Things around you not real
O Unhappy
O You are not real
Thoughts:
O Confident
O Confused
O Disorganized
O Distracted
O Fear of Dying
O Fear of Going Crazy
O Homicidal
O Honest
O Obsessive
O Paranoid
O Racing
O Sensitive
O Suicidal
O Unattractive
O Unintelligent
O Unlovable
O Unmotivated
O Worthless
O Worthwhile


Behavioral Symptoms:

O Acting Out Aggressively
O Acting Out Sexually
O Adult/Parent Conflicts
O Argues
O Attempting Suicide
O Bedwetting
O Binge Eating
O Binge Drinking
O Blames Others
O Compulsivity/ Obsessive Behavior
O Crying
O Dating Concerns/Conflicts
O Defies Rules
O Delusions/Hallucinations
O Disorganization
O Eating Less
O Excessive Absence at Work
O Financial Issues
O Gambling
O Illegal Drug Use
O Impulsivity
O Inability to Make Decisions
 O Injuring Self
 O Irritability/Easily Agitated
 O Lack Of
 O Marital Problems
 O Nightmares
 O Parent/Child Conflicts
 O Passivity
 O Phobia
 O Poor Concentration
 O Poor Peer Relationships
 O Procrastinating
O Recklessness
O Sexual Problems
O Skipping Class
O Swearing
O Worries About Body Image
O Withdrawing Socially (Isolating)


Physical Symptoms:

O Blackouts
O Chills/Hot Flashes
O Dizziness/Light Headedness
O Dry Mouth
O Excessive Sleep
O Headaches
O Insomnia/Inability to Sleep
O Loss of Appetite
O Loss of Memory
O Low Energy/Tired
O Nausea
O Numbness/Tingling
O Pain
O Physical Abuse (now or in past)
O Rapid Heartbeat
O Seizures
O Sexual Abuse (now or in past)
O Snoring
O Tightness in Chest
O Trembling/Shaking
O Vomiting
O Weight Gain
O Weight Loss


Responsible Party (Financial)

Name: ________________________________
Address: ______________________________
Primary Phone: _________________________
Employer: _____________________________
Social Security: _________________________
Drivers License Number: _________________ 
Relationship to Client: ____________________
City/St/Zip: ____________________________
Other Phone: __________________________
Occupation: ___________________________
Date of Birth: __________________________


Required: Credit Card Information To Be Kept on File with Headway: Credit card information will remain confidential and used for appointments without payment and phone sessions (emergency calls, after hours calls, etc.). You are required to provide a personal credit card (entered through Headway) to be used for “no-shows” or appointments canceled with less than 24-hour notice.

I, the undersigned, am at least 18 years of age. I have the legal right to consent to treatment. I also agree to accept financial responsibility of payment of all fees at the time of the visit, unless other written agreements have been made. Finally, I authorize the use of my personal credit card to pay for services, and my signature below will be used as a standing signature for that purpose.

Printed Name: ________________________________________________
Signature: ____________________________________________________
