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Confidential Personal History Form 

 
Name: ___________________________________________________________ Date: ______________________________ 

Date of Birth: _______________ Age: _______ Gender: ______ Marital Status: ___________ # of Children: ____________ 

Address: _______________________________________________ City: ________________________   Zip: ___________ 

Home Phone: _________________   Work Phone: ________________   Cell Phone:  _______________________________                      

SS#:___________________  E-mail Address: _________________ How would you like to be contacted?_______________      

Do I have permission to leave a message? __________ Referred by:  _____________________________________________ 

Goals for Therapy: _____________________________________________________________________________________ 

Please list the people living in your home, age and relationship to you: ___________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

In the past year, have you experienced any significant life changes, losses or stressors?  ______________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

Occupational Information: Are you currently employed? _______ Who is your employer_______________________ 

What is your current job description:_______________________________________________________________________ 

Are you happy at your job? _________   Please list any work related stressors: _____________________________________ 

Health and Social Information: Are you currently receiving psychiatric services, psychotherapy elsewhere? _______ 

Have you had previous psychotherapy? If yes, please list therapist’s name: __________________________________ 

Are you currently taking any psychiatric medication?(Antidepressants/Anti-anxiety/Antipsychotic)?  Please list 

____________________________________________________________________________________________________ 

If no, have you in the past? Please list: __________________________________________________________________ 

How is your physical health at present?   Poor          Unsatisfactory           Satisfactory           Good           Very good 

Please list any persistent symptoms or health concerns (chronic pain, headaches, hypertension, diabetes, etc.) 

____________________________________________________________________________________________________ 

Are you taking any medications for your physical health? _________ If yes, please list medication and dosage: ___________ 

____________________________________________________________________________________________________ 
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Do you drink alcohol? ________________ If yes, how often? __________________________________________________ 

How often do you use drugs for recreation? (Please circle)        Daily        Weekly        Monthly        Rarely        Never 

Have you had suicidal thoughts recently? (Please circle)                    Frequently        Sometimes        Rarely        Never 

Have you had them in the past?                                                            Frequently        Sometimes        Rarely       Never 

Are you having concerns with your sleeping habits?   (Circle if applicable) 

Sleep too little        Sleep too much         Poor sleep quality                Disturbing dreams        Other: _____________________ 

Do you exercise? _________________           If yes, how often?  ________________________________________________ 

Are you having difficulty with appetite or eating habits?  Yes ____   No ____  If yes, please circle 

Eating less                  Eating more                  Restricting                 Binging                   Purging 

Have you experienced weight change in the last two months?  __________________________________________________ 

Have you ever experienced any of the following? Please place a check mark next to all that apply. 

 

______Depressed mood     _____Unexplained losses of time 

______Wild mood swings     _____Unexplained memory lapses   

______Rapid speech      _____Alcohol/Substance abuse      

______Extreme anxiety     _____Frequent body complaints     

______Panic attacks                                    _____Sexual issues      

______Repetitive thoughts (i.e. obsessions)   _____Body image problems     

______Repetitive behaviors (i.e. hand washing)   _____Eating disorders 

______Phobias       _____Learning disabilities 

______Sleep disturbances      _____Trauma history 

______Hallucinations     _____Suicide attempts       

______Paranoia      _____Homicidal thoughts       

______Extreme isolation      _____Self injurious behavior (cutting/burning etc). 

 

Family History:  List the people in your family of origin and their birth order __________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

With whom in your family are you particularly close to or estranged from? ________________________________________ 

____________________________________________________________________________________________________ 

List three words that describe your mom: ___________________________________________________________________ 

List three words that describe your dad: ____________________________________________________________________ 

Religious/Spiritual Information: Do you have a religious affiliation? ______________________________________ 

Do you wish to have your religious/spiritual beliefs and values incorporated into your therapy? ________________________ 

Is there anything else you would like me to know?  _______  If so please continue on the back of this form.  

 

Thank you! 


