
Psychotherapy, Organizational Psychology and Wellness Consulting    

Joannah Ginsburg, LCSW                

joannah@dfwpsychotherapy.com 

817-507-3062
Sundance Square: 512 Main Street, Fort Worth TX 76102  

Uptown: 2613 Thomas Ave, Dallas, TX 75201 




New Client Information

Date___________________



Referred by: ___________________

Name_______________________________​​__
Date of Birth___________________

Social Security Number___________________
Place of Birth__________________

Current Complete Address__________________________________________________

Telephone Numbers: Cell______________ Home______________ Work____________

May I contact you at home? ____________ At work?___________

Email Address____________________________________________________________

May I add you to an email list?_______________________________________________

Relationship Status____________________________________For how long? ________

If relevant, significant others name______________________ phone________________

Email___________________________________________________________________

(would not be contacted without your permission)

Children? If yes, names and ages_____________________________________________

_______________________________________________________________________

Past relationships that have strongly impacted you  (who, when was the relationship and for how long?)____________________________________________________________

________________________________________________________________________

Other family (names, relationship, ages)_______________________________________

_______________________________________________________________________

Who are the people you are closest to in your life ________________________________

_______________________________________________________________________

Occupation_________________________________________________________

Briefly, do you enjoy your occupation?________________________________________

________________________________________________________________________

Education_______________________________________________________________

Primary Physician_________________________________________________________

Address_________________________________________________________________

Phone___________________________________________________________________

Religious Affliliation______________________________________________________

Currently religious organization involved in____________________________________

Clergy Name_____________________________________________________________

May this organization be contacted about services?

Sure, but don’t mention me! _______  You can mention me ________ NO!___________

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 

(if you’ve already answered something elsewhere, just ignore and continue)

Briefly, what brings you to counseling?________________________________________

________________________________________________________________________

Describe your good habits behavior wise_______________________________________

Describe your ‘bad’ habits behavior wise_______________________________________

How would you describe your overall health?___________________________________

________________________________________________________________________

Do you… Check all that apply

______Drink socially?


_____ Drink three drinks or more regularly? 

______Smoke?



_____ Exercise regularly?

______Talk to friends or close family regularly  

______ Pursue your hobbies or interests regularly?

Any community  involvements?_____________________________________________

_______________________________________________________________________

History of self harm? ______________________________________________________

Any suicidal thoughts or attempts?____________________________________________

What do you consider your strong points? Your weak points?______________________

Any specific goals you wish to achieve during  therapy  U





