Peter C. Thomas, Ph.D., P.C 
3520 Piedmont Road, Suite 330, Atlanta, GA 30305                                                                            Tel: (404) 364-1626  Fax: (404) 351-0243

CLIENT INFORMATION QUESTIONNAIRE
Your cooperation in completing this questionnaire will be helpful in planning adequate services for you.  Please answer each item carefully.  If you do not understand an item, please feel free to ask for clarification.

Full Name: ____________________________________________________________  Date: ______________________

Address: __________________________________________________________________________________________

Telephone Numbers: (H)________________ (W)____________ (C)______________ Age: ____ Birth Date: __________

Occupation: _______________ Years at current job: ______ Years of education: ______ Highest degree: _____________

Relationship Status: 


[image: image1] Single   Married   SHAPE  \* MERGEFORMAT 


  Separated  
[image: image4] Divorced  
[image: image5] Widowed  
[image: image6] Engaged  
[image: image7] Living together

Length of current relationship: ___________________  If separated, how long: __________________________________

Briefly describe your reason for seeking help: _____________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Who referred you? ___________________________________  Does Dr. Thomas have your permission to send the referring person a “thank you” note for referring you?   
[image: image8] Yes       
[image: image9] No       _____________ Please initial

Medical History

Physician Name: ______________________________________  Date of last physical examination: _________________

List any major health problems for which you currently receive treatment: ______________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

List any prescription medications and dosage you are now taking: _____________________________________________

Reason placed on medication:__________________________________________________________________________

Length of time on medication: ______________  Prescribing physician: ________________________________________

Have you ever received psychological or psychiatric help or counseling of any kind before?   
[image: image10] Yes       
[image: image11] No

If yes, please explain: ________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Problem Checklist
_____ Convulsions
_____ Suicidal attempts/thoughts
_____ Sleep disturbances

_____ Sexual problems
_____ Numbness
_____ Dislike weekends/vacations

_____ Dizziness
_____ Shy with people
_____ Joint pain

_____ Feel lonely
_____ Unable to relax
_____ Unable to keep a job

_____ Hear sounds/see visions
_____ Home conditions bad
_____ Fainting spells

_____ Weight loss
_____ Stomach trouble
_____ Weight gain

_____ Bowel disturbances
_____ Difficulty walking
_____ Insomnia

_____ Crying spells
_____ Take sedatives
_____ Paralysis

_____ Feel tense
_____ Loss of interest in work/hobby
_____ Tremors

_____ Sadness
_____ Drugs
_____ Headaches

_____ Unable to have a good time
_____ Palpitations
_____ Overambitious

_____ No appetite
_____ Unable to make friends
_____ Fatigue

_____ Unable to make decisions
_____ Nightmares
_____ Inferiority feelings

_____ Alcoholism/Substance Misuse
_____ Financial problems
_____ Feel panicky

_____ Tingling
_____ Depressed
_____ Marriage problems

_____ Concentration
_____ Difficulty parenting
_____ Work problems

_____ Difficulty controlling anger
_____ Health problems                          _____  Thyroid Problems

Have you ever been arrested?   SHAPE  \* MERGEFORMAT 


  Yes     SHAPE  \* MERGEFORMAT 


  No      If yes, give date(s) and type(s) of offense:  ______________________

__________________________________________________________________________________________________

Are you currently involved in ANY legal proceedings?      SHAPE  \* MERGEFORMAT 


  Yes          SHAPE  \* MERGEFORMAT 


  No      If yes, please explain: ______________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Do you expect to be in ANY legal proceedings in the future?      SHAPE  \* MERGEFORMAT 


  Yes          SHAPE  \* MERGEFORMAT 


  No        If yes, please explain:_________

If yes, please explain: ________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
If this referral is related to a court case, please provide your lawyer’s name, address and telephone number: __________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Family Constellation
List all members of your immediate family and all others living in your home:

                    Name
Age/Birth Date
Relationship
Occupation

______________________________
_____________
______________
_______________________________

______________________________
_____________
______________
_______________________________

______________________________
_____________
______________
_______________________________

______________________________
_____________
______________
_______________________________

______________________________
_____________
______________
_______________________________

______________________________
_____________
______________
_______________________________

Family History:  Please describe your current living situation (i.e., family constellation).  Include any additional information regarding your family that you think would be useful for me to have: __________________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Educational History:  Please give names, approximate dates, locations, and descriptions (i.e., public, private, large, small) of schools you have attended.  List any degrees earned.  What are your academic strengths?  What are your academic vulnerabilities?  Where have you had the most trouble in school?  
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Occupational History:  Please indicate all significant jobs you have held.  Please give subjective experience of your work life.  Please give brief description of current job, and state major rewards and problems associated with that job.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Drug History
List any recreational drugs (including alcohol) you are currently using or have used in the past:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Do you find that you are able to stop drinking or using drugs after having a moderate amount?     Yes     SHAPE  \* MERGEFORMAT 


       No     SHAPE  \* MERGEFORMAT 



If no, please explain: ________________________________________________________________________________

After drinking/using drugs for a period of time, have you ever had any of the following experiences?

 SHAPE  \* MERGEFORMAT 


  Hangover
 SHAPE  \* MERGEFORMAT 


  Feelings of fear & anxiety
 SHAPE  \* MERGEFORMAT 


  Losing personal friends
 SHAPE  \* MERGEFORMAT 


  Nausea or vomiting

 SHAPE  \* MERGEFORMAT 


  Convulsions or seizure
 SHAPE  \* MERGEFORMAT 


  Losing job or jobs
 SHAPE  \* MERGEFORMAT 


  The “shakes”
 SHAPE  \* MERGEFORMAT 


  The “D.T.”s

 SHAPE  \* MERGEFORMAT 


  Divorce or separation
 SHAPE  \* MERGEFORMAT 


  Blackouts (not remembering)
 SHAPE  \* MERGEFORMAT 


   Getting arrested
 SHAPE  \* MERGEFORMAT 


  Financial problems

 SHAPE  \* MERGEFORMAT 


  Serious medical problems
 SHAPE  \* MERGEFORMAT 


  Depression

Have you or any member of your family ever been treated/hospitalized for drug/alcohol abuse?      SHAPE  \* MERGEFORMAT 


  Yes          SHAPE  \* MERGEFORMAT 


  No

If yes, please indicate where and when: __________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Payment is expected upon receipt of services.  During an evaluation, charges for the psychological report are separate from the other evaluation charges.  Reimbursement by insurance coverage is a negotiation between you and your insurance representative.

____________________________________________________________________     ___________________________


Signature

Date

6/17/19
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