Celia Hartnett, MSW, LCSW

St. Mary’s Place

855 Washington Street, Suite 100

Raleigh, North Carolina 27605

(919) 828-6848

New Client Information Form

Name___________________________________________________________________

Address_________________________________________________________________

List phone numbers where I can contact you and leave messages for you.

Home_______________________Work__________________Cell__________________

Date of Birth__________________________Marital Status________________________

Living Situation__________________________________________________________

Occupation__________________________Employer____________________________

Work Address____________________________________________________________

Reason for today’s visit____________________________________________________

________________________________________________________________________

Previous experiences with therapy____________________________________________

________________________________________________________________________

Have you ever had inpatient treatment for mental illness or substance abuse?

Yes ___________   No ____________

If yes, where and when? ____________________________________________________

________________________________________________________________________

Are you currently receiving medical care?

Yes ___________   No ____________

Name of provider_________________________________________________________

Date of last physical examination_____________________________________________

Date of last dental examination_______________________________________________

How much alcohol do you drink?_____________________________________________

How much tobacco do you use?______________________________________________

List the last grade you completed_____________________________________________

Please indicate whether any of the following are now or have been stressors in your life.

Disruptions in your childhood_______________________________________________

Divorce_________________________________________________________________

Physical, sexual, emotional or mental abuse____________________________________

________________________________________________________________________

Domestic violence_________________________________________________________

Substance abuse or addiction________________________________________________

Caregiver with mental illness________________________________________________

Caregiver with other problems_______________________________________________

Difficulties in school_______________________________________________________

Disturbed sibling relationships_______________________________________________

Disturbed peer relationships_________________________________________________

Significant illness or health problems__________________________________________

Legal problems___________________________________________________________

Other stressors____________________________________________________________

How did you hear about my practice?………………………………………………...……

If you were referred by an individual, may I have your permission to thank him or her?                

Yes ___________   No ____________

On the back of this form, please list all the medications and supplements you are taking and your reason for taking them.  Include all the prescription medication, over the counter drugs, vitamins, supplements and herbs you use.
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