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Client ID: DIONIT
Patient: Smith, John

Referral
The following document is designed to give the therapist a thorough picture of your background. 
Marriage and Family Therapists are uniquely trained to look at the issues that impact you, your 
relationships, and your family in a broad context. Information about your family of origin (including 
parents and grandparents), your physical and emotional health, past and current relationships, losses, 
and current life stressors, helps focus the therapy holistically while addressing your concerns 
quickly.

Please answer the questions as accurately as you can. Client records are confidential and can only be 
accessed with your written consent or if legally subpoenaed.

I chose this provider because/was referred by:

-   Doctor 
-   Insurance Plan 
-   Family 
-   Friend 
-   Hospital 
-   Website 
Please list:
                

-   Other 
Please list:
                

Relationship Information
Relationship Status - Select One -  
Name of Partner (if applicable)                 
Partner's Date of Birth                 
Years dating                 
Years separated                 
Years married                 
Years divorced                 
Years widowed                 

Description of Presenting Problem(s)
                

                

1 2 3 4 5 6 7 8 9 10
3. On a scale of 1-10 (1 being mildly upset and 10 being 
extremely upset) how upsetting is/are your problem(s)?
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Family of Origin History
1. Where were you born?
                

2. Are your parents:
- Select One -  
If divorced, how old were you at the time of the divorce?
     

3. Number of brothers
     
Brothers' ages
                

4. Number of sisters
     
Sisters' ages
                

5. Please fill out the following questions about deceased family members.
How old were you at the 
time?

What was the cause of 
death?

Did you receive grief 
counseling?

If yes, 
who?
                

                     

                     
                     

6. Do or did any of your family members have (check all that apply):

-   A Drinking Problem 
If yes, state who:
                

-   A Drug Problem 
If yes, state who:
                

-   Depression 
If yes, state who:
                

-   Mood swings (depression with highs and lows) 
If yes, state who:
                

-   Mental illness 
If yes, state who:
                
If yes, please specify mental illness:
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-   Anxiety 
If yes, state who:
                

7. How would you describe your spiritual beliefs?
                                                  

8. What level of education have you completed?
- Select One -  
If Other, please specify:
                

9. Check any of the following that applied during your childhood or adolescence:
                

10. Who were you raised by?
- Select One -  
If Legal Guardian, who?:
                

                

                

Substance Abuse History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Do you have a history of any recreational drug use?

-   Yes
-   No

If YES, please fill out the table below to the best of your knowledge:
Substance(s) Used: YES NO Age of 

First 
Use

Age of 
Last 
Use

How was 
it taken?

Amount 
per day

Days 
per 
month

Amphetamines / Speed                 
Barbiturates / Downers                 
Opiates                 
Cocaine                 
Psychedelics (e.g. LSD, 
Ecstasy, bath salts)
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Inhalants (e.g. glue, 
aerosols)

                

Cannabis / Marijuana / 
Hashish

                

Benzodiazepines                 
PCP                 
                                           
                                           

Substance Abuse Treatment History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Did you receive any treatment for substance abuse?

-   Yes
-   No

If YES, please fill out the table below to the best of your knowledge:
Treatment 
Type

YES NO How many 
episodes of 
treatment?

Age of first 
treatment?

Age of last 
treatment?

Any additional 
treatment 
information?

Inpatient                       
Intensive 
Outpatient

                      

Outpatient                       
12-Step 
Program

                      

                                
                                

Consequences of Substance Abuse

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Have you experienced any of these consequences as a result of alcohol consumption or abuse of 
substances?
(Please check all that apply)
-   No consequences 
-   Felt that you needed to cut down on your drinking 
-   Been annoyed by others criticizing your drinking 
-   Felt guilty about drinking 
-   Needing a drink first thing in the morning 
-   Increased tolerance 
-   Withdrawal (shakes, sweating, nausea, rapid heart rate) 
-   Seizures 
-   Blackouts 
-   Effects on physical health 
-   Using/consuming more than intended 
-   Unintentional overdose 
-   DUI 
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-   Arrests 
-   Physical fights or assaults 
-   Relationship conflicts 
-   Problems with money 
-   Job loss or problems at work/school 
Other:
                

Inpatient Psychiatric History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Do you have a history of inpatient psychiatric treatment?

-   Yes
-   No

Please list any past inpatient treatment history below. Start with most recent and list each episode of 
treatment as a separate line. 
Hospital/Facility Treatment 

Voluntary?
Primary reason 
for hospitaliztion

How old 
were you?

Treatment 
Outcome

Additional 
Comments

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

        --- - Select One -     - Select 
One -

        

Outpatient Psychiatric History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Do you have a history of outpatient psychiatric treatment? 

-   Yes
-   No
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Please list any past outpatient treatment history below. Start with most recent and list each episode 
of treatment as a separate line. 
Provider Primary reason for 

seeking treatment
Age of first 
treatment

Age of last 
treatment

Outcome Additional 
Comments

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

        - Select One -         - Select 
One -

        

Suicide/Self-Harm History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Have you ever tried to harm or kill yourself?

-   Yes
-   No

If you answered "no," skip the rest of this page and click "Next Section" at the bottom.
Was your intent to die?

-   Yes
-   No

Elaborate below, if desired:
                
How many times in your life has this occurred? 
                

Most Severe Episode
Please describe your most severe episode including date, method, and consequences:
Month: - Select One -
Year:             
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Method: - Select One -
Other: 
                
                

Consequences: - Select One -
Other: 
                
                

Most Recent Episode
Please describe your most recent episode including date, method, and consequences:
Month: - Select One -
Year:             
Method: - Select One -

Other: 
                
                

Consequences: - Select One -
Other: 
                
                

Violence History Assessment

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Have you had any history of violent behavior?

-   Yes
-   No

                

Past Medical History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Who is your primary care physician?
                

Are you taking any medications currently? (Excluding medications for psychiatric treatment)

-   Yes
-   No

If YES, please include these medications below:
                



DIONIT_20170113_MFT Clinical History Form.pdf Page | 8 of 17

Have you a history of any of the following health problems? (Please check all that apply)
-   No Problems -   Fibromyalgia -   Kidney Disease 

-   Gall Bladder disease -   Kidney Stones 

-   Allergies -   Gastritis or Ulcer -   Liver disease (other) 

-   Anemia (low blood count) -   Glaucoma -   Lupus 

-   Arthritis -   Gout -   Migraine Headaches 

-   Asthma -   Hearing Loss -   Multiple Sclerosis 

-   Back problems (including 
disk or spine) 

-   Heart disease -   Obesity / Overweight 

-   Cancer -   Heart defect from birth -   Parkinson's Disease 

-   Cataracts -   Heart valve problems -   Polyps 

-   Chickenpox (as a child) -   Hemorrhoids -   Seizures 

-   Chronic Bronchitis -   Hepatitis -   Sexually Transmitted Disease 
(STD) 

-   COPD (Emphysema) -   Hernia -   Sleep apnea 

-   Diabetes -   HIV -   Stroke/TIA 

-   Diverticulitis -   Hypertension (High 
blood pressure) 

-   Testosterone (low) 

-   Fainting spells/ Passing out -   Hypotension (Low blood 
pressure) 

-   Thyroid problems 
(hypothyroid/hyperthyroid) 

-   High cholesterol -   Inflammatory Bowel 
Disease 

-   Tuberculosis or exposure to 
tuberculosis 

-   Iron deficiency 

Other:
                

Have you a history of surgery in any of the following areas? (Please check all that apply)
-   No surgical history -   Hip/Knee/Ankle/Foot -   Penis 

-   Hysterectomy (Ovaries Removed) -   Prostate 

-   Back/Neck -   Hysterectomy (Ovaries Retained) -   Sex Change 
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-   Brain -   Intestine -   Shoulder/Elbow/Wrist/Hand 

-   Cardiac -   Kidney -   Stomach 

-   Ear/Nose/Throat -   Liver -   Tonsils 

-   Gall Bladder -   Lung -   Vagina 

-   Hernia -   Pancreas -   Weight Loss 

-   Pelvis 

Other:
                

Psychiatric Medication History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Have you ever taken any medication for psychiatric treatment?

-   Yes
-   No

If YES, please fill out the table below to the best of your knowledge:
Medication 
name

Dose How long? 
(months)

End 
Date

Therapeutic 
effect

Side 
Effects

Reason for 
stopping?

                  - Select One 
-

          

                  - Select One 
-

          

                  - Select One 
-

          

                  - Select One 
-

          

                  - Select One 
-

          

                  - Select One 
-

          

                  - Select One 
-

          

                  - Select One 
-

          

                  - Select One 
-

          

                  - Select One 
-

          

Developmental and Educational History
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Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
During your pregnancy/birth, did your mother have any problems with any of the following:
-   None of these 
-   Exposure to drugs or alcohol during pregnancy 
-   A difficult pregnancy 
-   Problems with delivery 
Other:
                
Did you have any complications after your birth? (e.g. premature birth, jaundice, breathing 
difficulties)

-   Yes
-   No

Did you have any delays or difficulties in reaching the following developmental milestones?
-   None of these 
-   Walking 
-   Talking 
-   Toilet training 
-   Sleeping alone 
-   Being away from parents 
-   Making friends 
Other:
                

Which options below best describe your childhood home atmosphere?
-   Normal 
-   Supportive 
-   Parental fighting 
-   Parental violence 
-   Financial difficulties 
-   Frequent moving 
Other:
                

Which of the following challenges were experienced during your childhood? 
-   None of these 
-   Tantrums 
-    Enuresis (bed wetting) 
-    Encopresis (fecal incontinence) 
-    Running away from home 
-   Fighting 
-   Stealing 
-   Property damage 
-   Fire setting 
-   Animal cruelty 
-   Separation anxiety 
-   Victim of bullying 
-   Engaged in bullying 
-   Depression 
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-   Death of a parent/caregiver 
-   Parental divorce 

Which of the following best describe problems you may have had in school? 
-   None of these 
-   Fighting 
-   School phobia 
-   Truancy 
-   Detentions 
-   Suspensions 
-   Expulsions 
-   School refusal 
-   Class failures 
-   Repetition of grades 
-   Special education 
-   Remedial classes 

Did you have additional schooling outside of the standard classroom setting? (please check all that 
apply)
-   None of these 
-   Speech classes 
-   Tutoring 
-   Accommodations 
Other:
                

Please select your highest Level of Education:
- Select One -  

                

General Social History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
Which options below best describes your social situation? 
-   Supportive social network 
-   Few friends 
-   Substance-use based friends 
-   No friends 
-   Distant from family of origin 
-   Family conflict 
Other:
                

What is your current marital status?
- Select One -  

What is the status of your intimate relationship?
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- Select One -  

What is the satisfaction level of your intimate relationship?
- Select One -  

What is your sexual orientation?
- Select One -  

What is your current living situation?
- Select One -  

Who do you currently live with? (Please check all that apply)
-   Live alone 
-   Roommates 
-   Partner/Spouse 
-   Parent(s) 
-   Sibling(s) 
-   Children 
Other:
                

Do you currently participate in spiritual activities?
---             

What is your current occupation status?
- Select One -  

What is your current yearly income?
- Select One -  

What is your longest period of continuous employment? (Please include dates and description)
Employment start:
                
Employment end:
                
                

What is your longest period of continuous unemployment? (Please include dates and description)
Unemployment start:
                
Unemployment end:
                
                

Menstruation and Pregnancy History

Instruction: If you are filling this out on behalf of the patient, please answer from the patient's 
perspective.
At what age did you begin menstruation? 
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Which of these best describe your premenstrual symptoms?
-   None of these 
-   Dysphoria 
-   Cramps 
-   Appetite change 
-   bloating 
-   Sleep disturbance 
Do you have a method of contraception? (check all that apply)
-   No method of contraception 
-   Intrauterine (e.g., IUD) 
-   Hormonal (e.g., implant, injection, "the pill," patch, hormonal vaginal contraceptive ring) 
-   Barrier (e.g., diaphragm, male/female condom, spermicide) 
-   Fertility Awareness-based (e.g., natural family planning) 
-   Permanent (e.g., male/female sterilization, infertility) 
-   Other: 
                

Have you ever been pregnant?

-   Yes
-   No

If YES, how many times?
                
Have you ever given birth?

-   Yes
-   No

If YES, how many times?
                
Have you had any miscarriages?

-   Yes
-   No

If YES, how many times?
                
Have you had any abortions?

-   Yes
-   No

If YES, how many times?
                

Family Background
Children and Family
1. Do you have children?

-   Yes
-   No
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If yes, how many and how old is/are your child(ren)?
                

2. Who parents your children?
- Select One -  

3. What is your style when it comes to discipline?
- Select One -  

                

5. What is your main communication style in your personal relationship(s)?
- Select One -  

6. Do any of your children present with special problems?
                                                  
Sexual Relationships
                

8. Was sex discussed in your home?

-   Yes
-   No

9. When did you become aware of your own sexual impulses?
                

10. Have you ever experienced anxiety or feelings of guilt related to sex, your sexual identity, 
gender, or masturbation?

-   Yes
-   No

                

                

Extremely 
Unsatisfied

Unsatisfied Somewhat 
Unsatisfied

Neither 
Satisfied 
nor 
Unsatisfied

Somewhat 
Satisfied

Satisfied Extremely 
Satisfied
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12. 
How 
satisfied 
are you 
with 
your 
present 
sex life?
Stressors
13. Check any of the following that apply and indicate the family member involved.
Event Family Member Involved
-   Death in the family - Select One -  

If Other, please specify:
                

-   Divorce - Select One -  
If Other, please specify: 
                

-   Financial trouble - Select One -  
If Other, please specify:
                

-   Violence at home - Select One -  
If Other, please specify:
                

-   Job/School - Select One -  
If Other, please specify:
                

-   Serious chronic illness - Select One -  
If Other, please specify:
                

-   Mental illness - Select One -  
If Other, please specify:
                

-   Alcohol - Select One -  
If Other, please specify:
                

-   Drugs - Select One -  
If Other, please specify:
                

-   Interpersonal problems - Select One -  
If Other, please specify:
                

-   Sexual abuse (past or present) - Select One -  
If Other, please specify:
                

-   Depression - Select One -  
If Other, please specify:
                

-   Anxiety - Select One -  
If Other, please specify:
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-   Suicide or suicide attempt - Select One -  

If Other, please specify:
                

                - Select One -  
If Other, please specify:
                

External Systems (those outside your family)
1. Please indicate if any family members have ever interfered in your marriage, job, and/or school.
-   Marriage - Select One -  

If Other, please specify:
                

-   Job - Select One -  
If Other, please specify:
                

-   School - Select One -  
If Other, please specify:
                

2. Who have you reached out to for support prior to coming to therapy?
-   Minister/Clergy/Spiritual advisor 
-   Friends 
-   Social agencies 
-   Other 
If Other, please specify:
                
-   I have not reached out to anyone 

Very Easily Somewhat 
Easily

Not Easily

3. Do you make friends easily?
4. Do you have difficulty maintaining 
friendships?
5. Do you keep friendships?

6. Have you recently moved here?

-   Yes
-   No

If yes, from another:

-   City, same state/province
-   State or Province
-   Country

Please specify:
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7. Rate the degree to which you generally feel comfortable and relaxed in social settings:

-   Very relaxed
-   Relatively comfortable
-   Relatively uncomfortable/somewhat anxious
-   Very anxious
-   Avoid social settings as much as possible


