
Andrea Andes, MA., LMFT 
LMFT 83892/203661 

PSYCHOTHERAPY 
1213 north goliad street 

rockwall, texas 75087 
(310) 493.7445 

     
      

CONFIDENTIAL CLIENT INFORMATION 

Name:________________________________ Male/Female:  __________           
Date:________________________ 

Address:_____________________________________________________________________________
______________ 

Telephone: H:______________________W:_____________________   D.O.B.: _____________ 
Age:____________ 

Highest Grade/Degree:___________________________ Referral 
by:_____________________________________ 

Person and Phone Number to call in Case of 
Emergency:__________________________________________ 

Relationship Status:_________________ Partner’s Name:____________________ 
Phone:_________________ 

Former Relationships 
(years):_____________________________________________________________________ 

Siblings (names/
ages):______________________________________________________________________________ 

Parents (ages or year of 
death):_______________________________________________________________________________ 

Occupation/
Position:_____________________________________________________________________________ 

Insurance 
Info:_________________________________________________________________________________ 

Presenting Problem (Why are you seeking therapy? Be as specific as you can: when 
did it start, how does it affect you?): 
________________________________________________________________________ 

_____________________________________________________________   

_____________________________________________________________ 

Medical Doctors:_____________________________ Phone:___________________ Last 
Exam:________________ 

Psychiatrist:_________________________________ Phone:___________________ Last 
Exam:________________ 

Current Psychiatric Conditions: _______________________ Psychiatric 
Medication:__________________ 

Past/Present Medical Care: (Specify: major problems, accidents, hospitalizations, 
current medication): 

_____________________________________________________________________________________ 



Past/Present Counseling/ Psychotherapy/ Mental Hospitals: 

1.  Therapist: ________________________ Dates: _____ to _____ 
Address:________________________________    

Initial Reason: ______________________ Process and outcome: 
_______________________________________    

2.  Therapist: ________________________ Dates: _____ to _____ 
Address:________________________________  

Initial Reason: _______________________ Process and outcome: 
______________________________________    
                            

Experienced any of the Following in the Past Year? 

__ Anxiety or Nervousness       __Increased Appetite              __Increased Use of 
Alcohol 
__Increased Anger                     __Panic Attacks               __Decreased 
Appetite      
__Increased Use of Drugs      __Thoughts of Hurting Others    __Feelings of Guilt            
__Sexual Problems       __New Relationships    __Suicidal 
Thoughts  
__Trouble Sleeping                  __Increased Interest in Sex          __Relationship 
Conflict 
__Violent Behavior                    __Sleeping Too Much               __Decreased 
Interest in Sex        __Disturbing Rituals       __Illness of Significant Other    
__Elated Mood            __Increased Financial Worries  __Spending Too 
Much     __Death of a Loved One 
  
Use of Alcoholic Beverages:   Use of Recreational Drugs: 
Type/Amount:__________________________________ Type/
Amount:______________________________________ 

How Often: ____________________________________ How 
Often:_________________________________________ 

Alcoholic/Drug Addict? Recovering from Eating Disorder?  Recovering 
Sexual Compulsive? 
__Yes How Long?________ __Yes How Long?___________  __Yes How 
Long?______________ 
__No    __No                 __No 

Friendships, Community, Spirituality, Coming Out (Describe quality, frequency, 
activities, etc.):  

______________________________________________________________________________________ 

______________________________________________________________________________________ 

Describe Your Childhood in General (Relationships with parents, siblings, others, 
school, neighborhood, relocations, any school/behavior problems, abusive/
alcoholic parent, divorce): 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

Family History of Alcoholism, Mental Illness or Violence (including suicide, 
depression, hospitalizations in mental institutions, abuse, 
etc.):__________________________________________________ 

______________________________________________________________________________________ 

What Gives You the Most Pleasure in Your 
Life?:_____________________________________________________ 



______________________________________________________________________________________ 

What are Your Main Worries and 
Fears?:______________________________________________________________ 

______________________________________________________________________________________ 

What are Your Most Important Hopes and 
Dreams?:_____________________________________________________ 

______________________________________________________________________________________ 

What Would You Like to Get Out of Therapy? (Be as specific as you can about your 
goals): 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

Please add on the other side of the page or on a separate page any other 
information you would like me to know about you


