

New Client Information: Adolescent

 Psychotherapy, Organizational Psychology and Wellness Consulting    


Joannah J. Ginsburg, LCSW



2613 Thomas Ave 2nd floor Dallas, TX 75204



817-507-3062 or
212-920-5384 cell

Joannah@dfwpsychotherapy.com

Form to be filled out by client as possible

Basic Information:

Date___________________



 
Name of Client _______________________________​​__

Date of Birth___________________

Social Security Number________________       Name(s )of Parents










Clients Primary  Address __________________________________________________

Parent Telephone Numbers: Cell____________ Home_________
 Work___________
May I contact parent at home? ____________ At work?___________

Parent’s Email Address____________________________________________________
Client’s cell phone










Clients email address:










Names and ages of all children in family:







Do the siblings get along well?








Who are the people you are closest to in your life? (Name and Relationship)

_______________________________________________________________________
_______________________________________________________________


Primary Physician_________________________________________________________

Dr’s Address_____________________________________________________________ 
Dr.s Phone______________________________________________________________ 
Religious Affliliation______________________________________________________

Any religious organization currently involved in 






Clergy Name or Youth Group Leaders







Hobbies, sports, activities:





















If applicable, name of school:_______________________________________________
Do you enjoy  school?











Medical and Counseling History

Have you ever had counseling before?







If so, who was the therapist and for how long?__________________________________

List any current medications and dosages______________________________________

Prescribing Doctor and specialty_____________________________________________

Previous Medications?_____________________________________________________

Previous hospitalizations or serious illness? ____________________________________
Have other members of your family had counseling?_____________________________
Lifestyle, Emotional State, Habits  

What do you consider the best things about yourself ? 
Any specific goals you wish to achieve during  therapy: 




Any other info you’d like to include: 
































