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CLIENT FACE/INFORMATION SHEET
						Date of In-take: ____________________ DOA: ____________________
Client Name: _______________________________________________________________________________________			Last				First 					Middle
Address: _________________________________________City: _________________State: ________ Zip Code: _______
Home Phone Number: ______________________ Cell: ______________________Highest Grade Completed: _________
D.O.B: _____________ Age: _____ Sex: _____ Race: __________ Marital Status _______ S.S.#______________________
Number of dependent children ________ Number of arrests in the last 30 days: _______ Are you a Veteran? _________
Emergency contact: ______________________________Relationship to Client: ___________ Phone #_______________
Source of referral _____________________________ Reason for seeking treatment in client’s own words____________
__________________________________________________________________________________________________
Sexual preference/orientation: ________________________________________________________________________
        Unemployed           Receiving Disability 	Unemployed/seeking job         Employed          Receiving public assistance
(Circle One) F/T or P/T Employer: ______________________________________________________________________

Insurance/Medical Assistance Number: _________________________________ MCO: ___________________________
Primary Care Physician: ______________________________________________________________________________
                                           Name				Address						Phone Number
Allergies: ____________________________ Medical issues__________________________________________________

Mental Health Diagnosis/issues________________________________________________________________________

CURRENT MEDICATIONS for medical or mental health issues:

Mental health issues in family history____________________________________________________________________

Primary drug ___________ Severity ____________ Route ____________ Age of 1st time use ________ last use________

Secondary drug _________ Severity ____________ Route ____________ Age of 1st time use ________ last use________

Tertiary drug ___________ Severity ____________ Route ____________ Age of 1st time use ________ last use________

Quaternary drug ________ Severity ____________ Route ____________ Age of 1st time use ________ last use________

Use tobacco product: Cigarette Y___ N___ Pipe Y___ N___ Cigar Y___ N___ Any other Y___ N___ What do you use? _____________

Do you have a problem with Gambling: Y____ N____ Prior treatment episodes? Y____ N_____ How many? ___________

Where ____________________________________________________________________________________________
(Over)
LEGAL ISSUES
Parole Y_____ N_____        Probation Y_____ N_____          Pre-trial Y_____ N_____       Pending charges Y_____ N_____
What? ____________________________________________________________________________________________
Agent’s Name: __________________________________________________ Phone #: ___________________________
Location: __________________________________________________________________________________________
