CLIENT QUESTIONNAIRE

INTEGRATED THERAPY CENTER
Please fill out as completely as you feel comfortable doing so.  If your main reason for coming to the Center is for emotional healing, it may not be necessary for you to fill out all the medical/allergy type questions.          

DATE:  


NAME:  


ADDRESS:  


CITY/STATE/ZIP:  


HOME PHONE:  



         WORK PHONE:  


CEL PHONE:
 




OTHER PHONE:  


CEL PHONE:
 




OTHER PHONE:  

E-MAIL ADDRESS (1):


E-MAIL ADDRESS (2): 


E-MAIL ADDRESS (3):


WEBSITE: 


DATE OF BIRTH:  


            AGE:  


SEX: 

PERSON(S) TO CONTACT IN EVENT OF AN EMERGENCY (INCLUDE PHONE NUMBERS):



REFERRED BY:

MARITAL STATUS:

     □SINGLE    □DIVORCED    □LONG-TERM PARTNER    □MARRIED    □WIDOWED                  

DETAILS OF MARITAL STATUS/DIVORCE:  


NAME OF PARTNER & DESCRIBE RELATIONSHIP WITH PARTNER: 


INFORMATION REGARDING CHILDREN – NAMES & AGES (IF APPLICABLE) – IF THE CHILD IS THE CLIENT, PLEASE PROVIDE THE PARENTS’ NAMES AND SIBLINGS’ NAMES:   




EMPLOYMENT INFORMATION:


EDUCATION INFORMATION:


HOBBIES & INTERESTS:




CHIEF COMPLAINT(s) OR PRESENTING PROBLEM(s)--WHAT ARE THE MAIN REASONS YOU ARE SEEKING CARE AT THE INTEGRATED THERAPY CENTER? PLEASE PRIORITIZE:


DURATION OF PRESENT CONDITION:

WHAT DO YOU BELIEVE CAUSED OR CONTRIBUTED TO THIS CONDITION?


WHEN WERE YOU LAST SEEN BY A PHYSICIAN? 


FOR WHAT PURPOSE DID YOU SEE A PHYSICIAN? 


YOUR PRIMARY CARE PHYSICIAN’S NAME, ADDRESS, & PHONE:

DIAGNOSIS BY PHYSICIAN:


DESCRIBE ANY LAB WORK YOU HAVE HAD DONE RECENTLY OR ANYTHING THAT IS RELEVANT TO CURRENT CONDITION:


CAN YOU OBTAIN COPIES OF YOUR LAB WORK IF NECESSARY?      □YES     □NO

DO YOU HAVE A PACEMAKER?      □YES     □NO

HAVE YOU EVER SUFFERED FROM ASTHMA (IF SO, PLEASE DESCRIBE IN DETAIL):


MEDICATIONS & SUPPLEMENTS YOU ARE PRESENTLY TAKING, DURATION, AND FREQUENCY:

MEDICINE OR SUPPLEMENT


     DOSAGE      DURATION/FREQUENCY

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


DO YOU USE ANY OF THE FOLLOWING?

HOW MUCH & HOW OFTEN?

	Coffee
	

	Tea
	

	Alcohol
	

	Chocolate
	

	Cigarettes
	

	Laxatives
	

	Sugar
	

	Artificial Sweeteners
	


ARE YOU ABLE TO FUNCTION/WORK WITHOUT PROBLEMS?    □YES     □NO

DESCRIBE YOUR LIMITATIONS, IF ANY:


HOW OFTEN DO YOU EXERCISE OR DO PHYSICAL WORK?

   □NEVER   □ONCE IN A WHILE   □SEVERAL TIMES A MONTH   □SEVERAL TIMES A WEEK   □DAILY

DESCRIBE:    


DO YOU HAVE AMALGAM (METAL) FILLINGS?      □YES     □NO

IF SO, ARE ANY OVER SEVEN YEARS IN AGE?       □YES     □NO

DO YOU HAVE ANY ROOT CANALS?     
         □YES     □NO

DO YOU (OR HAVE YOU EVER) SUFFERED FROM HEADACHES AND/OR MIGRAINES (IF SO, PLEASE EXPLAIN IN DETAIL AND LIST FREQUENCY)?


HAVE YOU HAD ANY SIGNIFICANT ACCIDENTS, INJURIES, OR ILLNESSES IN THE PAST (IF SO, PLEASE GIVE AGE OF OCCURRENCE AND DESCRIPTION):


LIST ANY OTHER HOSPITALIZATIONS OR SURGERIES THAT YOU HAVE HAD, AND APPROXIMATELY HOW OLD YOU WERE AT THE TIME:


DID YOU HAVE ANY OF THE FOLLOWING CHILDHOOD DISEASES?

HAVE YOU RECEIVED VACCINATIONS?  IF SO, HAVE ANY BEEN IN THE PAST YEAR?  


DID YOU HAVE ANY CHILDHOOD DISEASES, SUCH AS MEASLES, MUMPS, CHICKEN POX, RASHES, EAR INFECTIONS, OR ANY UNUSUAL HEALTH ISSUES; IF SO PLEASE EXPLAIN?


DESCRIBE YOUR SLEEP PATTERNS:


DO YOU EXPERIENCE UNDUE WORRY, DIFFICULTY CONCENTRATING, OR FORGETFULNESS; PLEASE DESCRIBE?


DO YOU, OR HAVE YOU, SUFFERED FROM DEPRESSION (PLEASE DESCRIBE):


HAVE YOU EVER FELT SUICIDAL OR HAD SUICIDAL THOUGHTS?  IF SO, PLEASE DESCRIBE:


HAVE YOU, OR HAVE YOUR FAMILY EXPERIENCED ANY TRAUMAS OR TRAGEDIES IN YOUR LIFE?  IF SO PLEASE DESCRIBE:

HAVE YOU EVER BEEN OR ARE YOU CURRENTLY IN THERAPY?   IF SO, PLEASE GIVE DETAILS.


PLEASE LIST OTHER HEALING MODALITIES THAT YOU HAVE BEEN OR CURRENTLY ARE INVOLVED WITH:


IS YOUR MOTHER STILL ALIVE?        □YES         □NO       

IF NOT, HOW OLD WAS SHE WHEN SHE DIED & WHAT WAS THE CAUSE OF HER DEATH?


IS YOUR FATHER STILL ALIVE? ?        □YES         □NO       

IF NOT, HOW OLD WAS HE WHEN HE DIED & WHAT WAS THE CAUSE OF HIS DEATH?


IS THERE A HISTORY IN ANY SIGNIFICANT HEALTH ISSUES IN YOUR FAMILY HISTORY?  IF SO, PLEASE EXPLAIN.
DID YOU EXPERIENCE ANY ABUSIVE BEHAVIOR AS A CHILD OR ADULT?  AND/OR DID YOU WITNESS ANY ABUSIVE BEHAVIOR? IF YES, PLEASE GIVE AS MANY DETAILS AS YOU FEEL COMFORTABLE GIVING.


WHAT IS YOUR OVERALL LEVEL OF SATISFACTION WITH LIFE?


WOULD YOU SAY THAT YOU ARE UNDER A LOT OF STRESS (PLEASE DESCRIBE):


WHAT METHODS DO YOU USE TO ALLEVIATE OR COPE WITH STRESS?


IF YOU WERE TO LIST THE TOP TEN MEMORIES THAT PROVOKE A RESPONSE OF IRRITATION, FEAR, SADNESS, GUILT, SHAME, AND/OR OVERWHELM, WHAT WOULD THEY BE?  (YOU MAY ANSWER THIS QUESTION LATER, BUT I WOULD LIKE YOU TO THINK ABOUT IT.)



IF YOU ARE COMFORTABLE DISCLOSING, WHAT WAS YOUR RELIGIOUS/SPIRITUAL BACKGROUND?  WAS IT A POSITIVE, NEUTRAL, OR NEGATIVE EXPERIENCE?  WHAT IS YOUR CURRENT STATUS?

DO YOU DREAM?    □YES    □NO        DO YOU DAY DREAM?   □YES    □NO       

IF SO, PLEASE GIVE ANY DESCRIPTION YOU WOULD LIKE TO SHARE.

ANY OTHER INFORMATION THAT YOU BELIEVE MAY BE RELEVANT:


Please e-mail form to Dr.Wells@IntegratedTherapyCenter.com or mail to:  2331 Honolulu Avenue, G, Montrose, CA 91020 – to be received at least 24 hours prior to your first appointment.

Thank you!
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