
BARBARA HERMAN BAYNE, LCSW  Center for Recovery & Growth 
1770 W BERTEAU AVE, CHICAGO, IL 60613

PHONE (773) 850-0526  /  FAX (888) 965-1182                                                                                                                                                                              

CLIENT INFORMATION & BACKGROUND 
In preparation for our next appointment, please complete the following information to the best of your ability.  Know 
that all information on this form is strictly confidential, and will help me to better understand your current life cir-
cumstances, your strengths and your goals for seeking therapy at this time. If any of these questions are difficult to 
answer at this time, please feel free to leave it blank and we can discuss it together when you come in, if you wish.  It 
is important to use this form in order to think about your intention and wishes about what you would like to accom-
plish as you start therapy.  Please let me know if you have any questions about any of this.

DEMOGRAPHIC INFORMATION:

Name: ___________________________________    Birth Date:  ____ /____ /______    Age:  ________          
Home address: 
___________________________________________________________________________________

(Number, street, apt) (City) (State) (Zip)

Primary phone:   ______________________________      May I leave a detailed message? □ Yes □ No

E-Mail:  ______________________________________________________ 

Preferred method of contact:    □    EMAIL          □    PHONE          □    TEXT         

CURRENT RELATIONSHIPS:

 

EMERGENCY CONTACT: ___________________________________________________ 
*In case of emergency:  Please identify someone who I have permission to contact.  This is considered a release to contact 
this person in case of an emergency. Please ask me if you have any questinos about this. 
 
Phone:   ___________________                              Relationship to you:_________________________

Present Relationship Status: Length of relationship:

Anything significant about your current relationship(s) that would be important for me to know:

Please list the person(s) with whom you live, OR who you consider your current “family:”

                        Name                                         Age                           Relationship to you



   

CURRENT MEDICATIONS: (use the back if necessary) 
            Medication       Dose   Start Date Results  

HEALTH & WELLNESS:

Level of Education: Occupation/Describe what you do:

Employer/School: 

How do you feel about what you are doing?

Psychiatrist or Prescribing Physician: Address & Phone:

Name of Primary Care Physician: Phone & Location:

Please indicate any medical problems for which you are being treated: 

INJURIES:  Please list any head injuries, serious accidents, and/or surgical procedures you have experienced  (in-
clude the approximate date and your age at the time)

SLEEP:  Please describe you current sleeping pattern:              Average hours per night    _________            
                                                                                          Restful or not?   ________________________              
Do you ever have problems falling asleep, waking too early or sleeping soundly? If so, please describe:

DIET:  Please describe your relationship to food & whether 
    □ Healthy     □ Unhealthy

ALLERGIES:

Please describe any physical or health-related concerns: 
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FAMILY OF ORIGIN:
Please provide information about your parents, caregivers, or who took care of you when you were growing up:

SUBSTANCE USE:

Do you drink alcohol, use nicotine, or any other drugs or substance, not prescribed?     □ Yes   □ No

If yes, please fill in the frequency and amount that best describes your use. 
Substance: ______________________   How often:  ____________  Typical amount per day:  ___________  

Substance: ______________________   How often:  ____________  Typical amount per day:  ___________    

Substance: ______________________   How often:  ____________  Typical amount per day:  ___________    

Substance: ______________________   How often:  ____________  Typical amount per day:  ___________   

Has substance abuse or any other addictive/compulsive behaviors (food, gambling, sex, pornography, video games, 
media, or technology) ever been a problem for you?       □ Yes      □ No             If yes, please describe:

First Name & Relationship

Current Age (if deceased, 
list Cause/ Age/ and Date)

City, State  (currently)

Marital Status History

Education Level Now

Occupation Now

Physical Health, eg:
(excellent, good, fair, poor)

Mental Health, eg:
(excellent, good, fair, poor)

How is your relationship 
with this person now?

Please identify if there is any family history of the following:
□ Alcohol/ Substance Abuse   □ Mental Illness (diagnosed or not)  □ Domestic Violence    □ Depression/Anxiety     
□ Serious Physical Illness    □ Traumatic/ Highly stressful event      □ Suicide or Suicide Attempts  
If yes, please indicate which family member(s) and your age(s) when the situation happened:
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PSYCHOTHERAPY GOALS: 
Have you ever worked with a therapist before? If so, please give approx. dates, duration, and what you feel about 
that therapy was helpful or not helpful: 
 

Presenting Problem:  
Be as specific as you can, when did it start, how does it impact you.  (Feel free to use the back if necessary):

Estimate the severity of the problem:   □  Mild     □  Moderate     □  Severe     □  Very Severe

What do you typically do to seek comfort or feel better when you are distressed or upset?

Favorite activities and/or things you enjoy doing (whether or not you have been doing them recently):

Imagine it’s your last session, and that you got everything you wanted from these sessions.   What will be differ-
ent in your life?   How will you be feeling or thinking differently?   What will you be doing differently?

ANYTHING ELSE THAT WOULD BE HELPFUL FOR YOUR THERAPIST TO KNOW (feel free to use the back):
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ADULT TRAUMA HISTORY 
Trauma is defined as a person’s experience of a situation, not the situation itself. No two people will have the exact 
same reaction to a given situation, and no reaction is “wrong” or shameful. Not all traumatic events or experiences 
are easily recognized, especially if they are not the obvious, dramatic kind. 

Your birth story:  was your conception a planned or wanted pregnancy?        □ Yes      □ No  
Did you experience any difficulties during birth (prematurity, c-section, or medical problems) or any surgeries or 
other medical difficulties as an infant or as a child?              □ Yes      □ No       If yes, please describe: 

While growing up did you lose a biological parent through divorce, abandonment, or other reason?  □ Yes   □ No

Have you experienced verbal, emotional, psychological or physical abuse or harassment?             □ Yes      □ No
If so, did it happen over a period of time, or was it chronic?                                                       □ Yes      □ No

While growing up were you ever frightened or emotionally distressed by a family member?       □ Yes      □ No 
Or did you often or often witness a family member being frightened or emotionally distressed?  □ Yes      □ No

While growing up was a household member depressed or mentally ill, or did a household member attempt sui-
cide?            □ Yes      □ No

While growing up did anyone often or very often… swear at you, insult you, put you down, or humiliate you? or 
act in a way that made you afraid that you might be physically hurt                                                              □ 
Yes      □ No 

While growing up did you often or very often feel that… you were neglected physically, psychologically, 
emotionally,, or otherwise?        □ Yes      □ No

While growing up did you often or very often feel that… no one in your family loved you or thought you were 
important or special? or your family didn’t look out for each other, feel close to each other, or support each 
other?           □ Yes      □ No 

While growing up did you lose a biological parent through divorce, abandonment, or other reason?  □ Yes   □ No

Have you had any hospitalizations, surgery, or serious illness? OR long-term or difficult medical treatments? OR 
any life-threatening conditions? Have you had any accidents (burns, falls, broken bones, auto, etc.)?  □ Yes   □ No

Have you experienced chronic, unexplained physical ailments? What was going on in your life when symptoms 
were first apparent?                □ Yes      □ No

If you answered yes to any of the above, you may explain below if you wish.  Please do not write details if it feels 
too uncomfortable or destabilizing to you, OR might cause you to start ruminating. 
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