Kristin Mize, LCSW 
2655 Dallas Highway, Suite 310
Marietta, GA 30064

Client Information Form

*This form is completely confidential* 
Today's date: _____________________

Your name: __________________________________________________________________________________________________________________________________
              

        Last                                                                                   First                                                          Middle Initial     

Date of birth: _____________________   Please, check if under 18 year old: ________________________________________________________________

Home street address: ________________________________________________________________________________________________________________________
City: ______________________________________________ State: ___________Zip:______________________________________________________________________
Phone Number: __________________________________________ 

Email: _________________________________________________________________________________________________________________________________________

Person responsible for payments: _________________________________________________________________________________________________________

Responsible party phone number and email address: ___________________________________________________________________________________

Referred by: __________________________________________________________________________________________________________________________________  
May I have your permission to thank this person for the referral?     ____________________________________________________________________
Person(s) to notify in case of any emergency: _________________________________________________________________________________________

                                                                                                                         Name                                                                                    Phone

Please briefly describe your presenting concern(s): ______________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your goals for therapy? ___________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICAL HISTORY:

Please explain any significant medical problems, symptoms, or illnesses: ______________________________________________________________
_________________________________________________________________________________________________________________________________________________
Previous medical hospitalizations (Approximate dates and reasons):___________________________________________________________________
_________________________________________________________________________________________________________________________________________________
PSYCHIATRIC HISTORY:

Current Diagnosis, if any: ____________________________________________________________________________________________________________________

Previous Diagnosis, if any: __________________________________________________________________________________________________________________

Previous psychiatric hospitalizations (Approximate dates and reasons):_______________________________________________________________

_________________________________________________________________________________________________________________________________________________

Drug of choice, if any: ________________________________________________________________________________________________________________________
Have any of your friends or family members voiced concern about your substance use? _____________________________________________
Have you ever been in trouble or in risky situations because of your substance use? _________________________________________________
Do you have history of suicide attempt (provide as many details as you feel comfortable): __________________________________________
Current Medications for Psychiatric Reasons Only:

Name of Medication
Dosage

    Purpose

 Name of Prescribing Doctor 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


RELATIONSHIPS & SOCIAL SUPPORT:








         

Current level of satisfaction with your friends and social support:  _____________________________________________________________________
  

Is spirituality important in your life and if so please explain:​​​​​​​​​​​​​​​​​​​​​​​​​​​​ ​​​​​​​​____________________________________________________________________________
_________________________________________________________________________________________________________________________________________________

EDUCATION & CAREER
High School/GED___ College Degree___ Graduate Degree (or Higher)___ Vocational Degree___ 
Are you currently employed? __________________Name Employer: _________________________________________________________________________
PLEASE CHECK ALL THAT APPLY & CIRCLE  THE MAIN PROBLEM:   N= NOW P=PAST

 DIFFICULTY:   
           N
      P
 DIFFICULTY          

        N        P
DIFFICULTY WITH:                     N         P

Depression


Fear of Others

 
       

Prescription Med Abuse



 Sadness


Hearing Voices




Amphetamine Abuse

        


 Guilt



Seeing Things Others Don’t See


Hallucinogen Abuse

        


 Worthlessness 
 

Feeling Unusual Sensations on Skin

Blackouts        


 ( Energy


Seeing Lights or Colors


        
Seizures
 ( Concentration


Fear of Falling Asleep


        
Disorientation
( Appetite


Feeling People Are After You


Falling

Physical Agitation

Distrusting Authorities


       
Emotional Numbness
 Physical Lethargy

Being Better Than Others


Anger
 ( Sleep



Lack of Motivation

        
             
Aggression
 ( Sleep



Infrequent Showers, etc.



Trauma


 Distractibility


Forming Sentences



Hypervigilence
  Sexual Activities

Understanding Others



Flashbacks

  Spending


General Communication


        
Nightmares

 Grandiosity


Distrusting Others

        

Dissociation
 Too Many Thoughts

Thoughts of Suicide

        

Obsessions
 Racing Thoughts

Plan for Suicide

        


Compulsions
  Activity


Intent to Commit Suicide

        

Legal Problems
 Talking Fast


Access to Firearms/Other Means


Restricting Food
 Talking a Lot


Preoccupation with Death 


Food Binging
 Loss of Time


Alcohol Abuse


        

Self-Induced Vomiting
 Hyperactivity


Marijuana Abuse

 
        
Sexual Concerns
FAMILY HISTORY OF (Check all that apply):  



  N             P


             N         P




N          P  
       

Drug/Alcohol Problems
   

Physical Abuse


        Depression

Bipolar Disorder



Sexual Abuse


        Anxiety
Suicide




OCD



        Schizophrenia


Page 1

