Edina Counseling Center
7400 Metro Boulevard
Suite 211
Edina, Minnesota   55439
952-835-1616

cell: 612-859-0515

fax: 952-835-6182

BACKGROUND INFORMATION

Name:__________________________________________________Date:________________________

Please state your reason(s) for  seeking  counseling:

Occupation:__________________________________________________________________________

Employer:___________________________________________________________________________

Educational Background:_______________________________________________________________

Marital Status:  Single____ Married____ Divorced____ Separated____ Widowed____

Have you ever had problems with  and/or   treatment  for:






YES


NO

Alcohol/drugs










Binge eating










Induced vomiting/laxative use



Sexual problems



Sexual addiction



Marital problems









Depression










Anxiety











Phobias











Hallucinations/delusions









Poor memory










Poor concentration









Relationship problems









School or vocational problems








Violent behavior










Suicidal thinking or attempts








Self-destructive/self-harmful behaviors







Sleep problems










Overspending










Gambling










Other issues not listed?

Have you ever sought out counseling before?   YES_____  NO_____

Have you ever been hospitalized for mental health or chemical dependency treatment?     YES____    NO_____

Previous   problems  with the law?   YES____  NO____

Please describe:_

FAMILY HISTORY

PARENTS:______________________________________  Age:________  Living?_________________________________

                  _______________________________________  Age:________  Living?________________________________

Divorced? ________________________________________  Your age at divorce:__________

Remarried?________________________________________  Your age at remarriage:_______

Brothers and sisters: (Please list starting with  oldest  including  yourself and any siblings who are deceased)

1)______________________________________________________________________  Age:__________

2)______________________________________________________________________  Age:__________

3)______________________________________________________________________  Age:__________

4)______________________________________________________________________  Age:__________

5)______________________________________________________________________  Age:__________

6)______________________________________________________________________  Age:__________

(Please list any additional siblings on reverse side)

Was there any physical, sexual or emotional abuse in your family?     YES_____    NO_____

Did anyone in your family have problems or treatment for:

Alcohol/drugs






YES____  NO____

Other addictions






YES____  NO____

Emotional issues





YES____  NO____

Hospitalized for mental health




YES____  NO____

Behavior/violence





YES____  NO____

Other







YES____  NO____

Police/court involvement?




YES____  NO____

Your spouse/partner’s name:___________________________________________________Age:__________

Your children’s names:

________________________________________________________________                   Age:__________

_______________________________________________________________                     Age:__________

________________________________________________________________
   Age:__________

(Please list additional children on reverse side)

Are your children experiencing any problems in school, with peers, or at home?  If so, please describe:

Do you have any medical conditions?  If so, please list:

Do you have a primary care doctor?  If so, please indicate name:

____________________________________________________  Clinic:__________________________________________

Please list medications and dosages:

_______________________________________________________   Dose:____________________________

______________________________________________________     Dose:____________________________

______________________________________________________     Dose:____________________________

Prescribed by:     PCP_________        Psychiatrist__________

Are you having any physical symptoms you are concerned about?

PREVIOUS THERAPY/COUNSELING/TREATMENT

DATES



THERAPIST/AGENCY


PURPOSE?

WAS IT HELPFUL?

CHEMICAL/ALCOHOL USE

DESCRIBE YOUR USE OF ALCOHOL (how much, how often, when, alone or with others, etc)

Do you use any non-prescription drugs?  If so, please describe:

Have there been any undesireable results of your chemical use (EG, DWIs, violence, accidents, black-outs, passing out, etc):

Has anyone ever complained about your behavior when you’ve been using?

Are you concerned about the chemical use of anyone close to you?

Is there anything I have not asked about that you think it would be important for me to know?

