
Client Info 
Clint Clark, LPC  
 
WHO ARE YOU? 
 
Full Name: _________________________________________________Nick Names: ________________________________  
 
Name You Prefer:___________________________________ Age: __________ Date of Birth: ______________________ 
 
Race:  White  Black  Hispanic  Asian  Other: _______________________________ Sex:  Male  Female 

 
WHERE ARE YOU? 
 
Street Address: ____________________________________________________ Suite or Apt. Number: ____________ 
 
City: _________________________ State: _______ Zip Code: ______________ May I Send Mail Here:  Yes  No 
 
Home Phone: (________) _______________________________________ May I Leave a Message Here:  Yes  No 
 
Mobile Phone: (_______) _______________________________________May I Leave a Message Here:  Yes  No 
 
Work Phone: (_______) ______________________ Extension: _______May I Leave a Message Here:  Yes  No 
 
Email Address: ________________________________________________         May I Send Email Here:  Yes  No 
 
JOB STUFF… 
 
Do you have one?  yes  no   Do you want one?  yes  no 
 
Employer: _____________________________________________Length of Employment:___________________________ 
 
Occupation: ________________________________________ Average Hours Worked Per Week: __________________ 
 

SCHOOL STUFF… 
 
Type of school:  home  private  public   Name of your school: _____________________________________ 
 
Last Year of School Completed:  6  7  8  9  10  11  12  GED ***   like it   hate it  who cares 
 
DATING STUFF… 
 
 Single  Dating   Hanging out  Wish I was  No way! 
 
His / her Name: ______________________________________________ Preferred Name: _________________________ 
 
How Long Have You Known Your Partner: ______________   Age: _______ Partner’s Sex:  Male  Female 
 
Partner’s Race:  White  Black  Hispanic  Asian  Other: __________________  

 
MEDICAL STUFF… 
 
Primary doctor: ___________________________________________________ Phone: (______) ______________________ 

 
Are You Currently Receiving Medical Treatment:  Yes  No. 

 
List Any Conditions, Illnesses, Surgeries, Hospitalizations, Traumas or Related Treatments You Have Had (Use Back If 
Necessary):  
 
___________________________________________________________________________________________________________ 
 
 
 
 
 
 



MEDICATIONS… 
 
List All Current Medications You Are Taking, Including Those You Seldom Use or Take Only as Needed (Use Back If 
Necessary): 

 
Medication: _____________________ Dosage: _______  Improves  Prevents  Controls: ___________________ 

 
Medication: _____________________ Dosage: _______  Improves  Prevents  Controls: ___________________ 

 
Are You Taking These Medication(s) According to Your Doctor’s Recommendations:  Yes  No 

 
If No, Briefly Explain: ___________________________________________________________________________________ 

 
WHAT’S GOING ON… 
 
What’s the problem as you see it? _________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 

 
HOW MUCH DO YOU CARE? 
Place an “X” on the Scale Below ( 1= Could care less; 10 = This is a big deal ): 
 
 
1           2            3            4            5            6            7            8            9            10 
 
Do you want to hurt yourself? Yes No. Have You wanted to in the past? Yes No 
 
Have Any of Your Friends or Family Ever Committed or Attempted Suicide?  Yes  No 
 
If Yes, When and Who: ____________________________________________________________________________________ 
 
DESCRIBING YOUR WORLD… 
 
These are my passions: ____________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
My favorite bands are: _________________________________________________________________________________ 
 
If I could do anything I would: __________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
What makes me unique is: ________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
One thing that would make my life better is: ____________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
My friends are: __________________________________________________________________________________________ 
 
My Parents:  like them  hate them  think I could do better  don’t care either way. 
 
WHERE’S GOD? 
 
If God Were to Describe You, What Would He Say: _______________________________________________________ 

 
Complete the Following Thought: God Is ________________________________________________________________ 
 
Other stuff… 
 
what else should I know about you? _____________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 


