
Adolescent Client Information Sheet

CLIENT’S NAME___________________________________________________________________________________________   DOB_____________

   
FIRST

   
     MI
                       LAST

________________________________________________________________________________________________________________________________
STREET/APT


CITY


STATE


ZIP CODE
SCHOOL ATTENDING___________________________________________________________ GRADE LEVEL_________________  AGE__________________

EXTRA CURRICULAR INTERESTS________________________________________________________________________________________________________  

CELL PHONE______________________________________________________________Is it ok to call/leave a message?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No







                         Is it ok to text to your cell no.?         FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

EMAIL_____________________________________________________________________Is it ok to send an email?                    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
MOTHER’S NAME________________________________________________________________________________________   DOB_____________

   
FIRST

   
     MI
                       LAST

_______________________________________________________________________________________________________________________________
STREET/APT


CITY


STATE


ZIP CODE
HOME PHONE____________________________________________________________Is it ok to call/leave a message?       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No
CELL PHONE______________________________________________________________Is it ok to call/leave a message?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No







                         Is it ok to text to your cell no.?         FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
WORK PHONE_____________________________________________________________Is it ok to call/leave a message?     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

EMAIL_____________________________________________________________________Is it ok to send an email?                    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
SOCIAL SECURITY #__________________________________________________       AGE______________     DOB_____________________________________

EMLOYER_________________________________________________________OCCUPATION_________________________________________________________

FATHER’S NAME_________________________________________________________________________________________   DOB_____________

   
FIRST

   
     MI
                       LAST

_______________________________________________________________________________________________________________________________
STREET/APT


CITY


STATE


ZIP CODE
HOME PHONE____________________________________________________________Is it ok to call/leave a message?       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No
CELL PHONE______________________________________________________________Is it ok to call/leave a message?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No







                         Is it ok to text to your cell no.?         FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
WORK PHONE_____________________________________________________________Is it ok to call/leave a message?     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

EMAIL_____________________________________________________________________Is it ok to send an email?                    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
SOCIAL SECURITY #__________________________________________________       AGE______________     DOB______________________________________

EMLOYER_________________________________________________________OCCUPATION__________________________________________________________

Adolescent Client Information Sheet (page 2)
Please list the people who live in the home with your child:

NAME__________________________________________________________AGE______________RELATIONSHIP________________________________________

NAME__________________________________________________________AGE______________RELATIONSHIP________________________________________

NAME__________________________________________________________AGE______________RELATIONSHIP________________________________________

NAME__________________________________________________________AGE______________RELATIONSHIP________________________________________

NAME__________________________________________________________AGE______________RELATIONSHIP________________________________________

NAME__________________________________________________________AGE______________RELATIONSHIP________________________________________

Please briefly describe the reason for seeking counseling services for your child:__________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

CULTURAL/ETHNIC/SPIRITUAL INFORMATION

Cultural/ethnic/racial issues that need consideration:__________________________________________________________________________________

Sexual orientation issues that need consideration:______________________________________________________________________________________

Religious/Spiritual issues that need consideration:_____________________________________________________________________________________

Church attending/Church Denomination (if any): _______________________________________________________________________________________

BEHAVIORAL HEALTH
Please check any and ALL of the following areas in which your child is experiencing problems:

 FORMCHECKBOX 
Nervousness


 FORMCHECKBOX 
Depression


 FORMCHECKBOX 
Sibling Relationships
 FORMCHECKBOX 
Shyness

 FORMCHECKBOX 
Attention


 FORMCHECKBOX 
Suicidal Thoughts

 FORMCHECKBOX 
Stomach Discomfort
 FORMCHECKBOX 
Appetite

 FORMCHECKBOX 
Grades


 FORMCHECKBOX 
Frequent Drug Use

 FORMCHECKBOX 
Frequent Alcohol Use
 FORMCHECKBOX 
Friends

 FORMCHECKBOX 
Anger


 FORMCHECKBOX 
Getting to sleep


 FORMCHECKBOX 
Feelings of Panic
 FORMCHECKBOX 
Unhappiness

 FORMCHECKBOX 
Stress


 FORMCHECKBOX 
Frequent waking

 FORMCHECKBOX 
Self-Control

 FORMCHECKBOX 
Headaches

 FORMCHECKBOX 
Fears


 FORMCHECKBOX 
Nightmares


 FORMCHECKBOX 
Memory

 FORMCHECKBOX 
Grief/Loss

 FORMCHECKBOX 
Low Energy


 FORMCHECKBOX 
Making decisions

 FORMCHECKBOX 
Spiritual Concerns
 FORMCHECKBOX 
Loneliness


 FORMCHECKBOX 
Health Problems

 FORMCHECKBOX 
Nightmares


 FORMCHECKBOX 
Low Self-Confidence
 FORMCHECKBOX 
Weight

 FORMCHECKBOX 
Tension


 FORMCHECKBOX 
Aggression


 FORMCHECKBOX 
Other________________________________________

Adolescent Client Information Sheet (page 3)
Has your child had prior mental health services, counseling, or alcohol/drug treatment?  If yes, please describe, including dates

and locations________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Have any of these services been inpatient?  If yes, please describe:_____________________________________________________________________

________________________________________________________________________________________________________________________________________________

Is there any history of emotional or mental problems in the family?      FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    If yes, please explain:______________________

________________________________________________________________________________________________________________________________________________

Has anyone in your family had problems with alcohol or other drug use?     FORMCHECKBOX 
Yes    FORMCHECKBOX 
No     If yes, please explain:________________

________________________________________________________________________________________________________________________________________________

Has your child experienced:   FORMCHECKBOX 
Physical Abuse     FORMCHECKBOX 
Emotional Abuse     FORMCHECKBOX 
Sexual Abuse     FORMCHECKBOX 
Domestic Violence    FORMCHECKBOX 
Trauma



            
       FORMCHECKBOX 
Rape/Sexual Assault

Comments__________________________________________________________________________________________________________________________________
LEGAL INFORMATION

Does your child have any pending legal isuues?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No    If yes, please explain:______________________________________________

_______________________________________________________________________________________________________________________________________________
HEALTH INFORMATION

Primary Care Physician_______________________________________________________________Phone_______________________________________________

Address________________________________________________________________________________Date of Last  Visit___________________________________

Does your child currently have any physical health problems?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   If yes, please elaborate:____________________________

_______________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________

If your child has ever been hospitalized, please describe the cause(s):_____________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Adolescent Client Information Sheet (page 4)
Please list medications currently being taken:

	Medication/Purpose
	Dosage/Times Per Day
	How Long?
	Do you take it consistently?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Do you have any food or drug allergies?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   If yes, please specify:_________________________________________________________

________________________________________________________________________________________________________________________________________________

Tobacco Use:     FORMCHECKBOX 
Current        FORMCHECKBOX 
Past          FORMCHECKBOX 
Never Used          Frequency:_____________________________________________________________

Weight change in the past 6 months:   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No 
      Amount lost/gained:______________________________________________________

Significant change in appetite in the past month:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   Please describe:____________________________________________________

Client Signature____________________________________________________________________________
Date______________________________________________

Reviewed by Clinician_____________________________________________________________________
Date______________________________________________
Freedom Counseling Services LLC, 7606 Tylers Place Blvd, Suite 200, West Chester, OH, (937)404-1084


