Karen Sullivan

Licensed Clinical Social Worker

Registered Play Therapist-Supervisor
Client Information
Date: ___________

Your Name: ___________________________________    Date of Birth:  ______/_______/______ 
Employer:  _____________________________  Occupation:  ___________________________________

Home Address:  _______________​​​​​​​​​___________________________________________________________

Home #:  ___________________  

May I leave messages here?   Yes    No

Cell#:  ______________________  

May I leave messages here?   Yes    No

Work #:  _____________________

May I leave messages here?   Yes    No

Highest Level of Education Completed:  _________________________
Marital status:  __ Single  __ Married  __ Divorced  __ Separated  __ Widowed  __ Living together

*Email:  ______________________________________________________
Emergency Contact:  ____________________________________________________________________
Relationship:  __________________________  

Home #:  ___________________  

May I leave messages here?   Yes    No

Cell#:  ______________________  

May I leave messages here?   Yes    No

Work #:  _____________________

May I leave messages here?   Yes    No

* Karen Sullivan cannot guarantee the privacy of communication via email and thus will only use email for appointment related correspondence.  By placing your email in the blanks above, you acknowledge the limitations of privacy and agree that Karen Sullivan may use email to correspond regarding appointments.

Referral:

How did you find out about me?  ________________________________________________________

Do I have your permission to thank the referral source?  Yes    No

Reason for Seeking Therapy:  
What brings you here today?  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your goals for therapy or what changes would you like to make? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Home Life:
Who lives with you?

___________________________________________      ___________________________________________     ___________________________________________      ___________________________________________     
___________________________________________      ___________________________________________     
___________________________________________      ___________________________________________     

List any other significant people not living in your household:

___________________________________________      ___________________________________________     ___________________________________________      ___________________________________________     
___________________________________________      ___________________________________________     
___________________________________________      ___________________________________________     

Has your family experienced any of the following stressors in the past year?

___  Death of family member or significant other 

___  Serious illness or injury

___  Family fighting or conflict

___  Marital problems

___  Divorce or separation

___  Marital reconciliation

___  Childrearing problems

___  Move to new home

___  Change in job 

___  Change in financial status, more or less income

___  Involvement with law enforcement or court system
___  Child teased or bullied

___  Other significant events:  _____________________________________________________________
Have any family members (immediate or extended) struggled with the following?
___  Depression
___  Domestic violence
___  Bipolar
___  Suicide or attempts
___  Autism
___  Eating disorders
___  Anxiety
___  Incarceration

___  Substance abuse
___  Obsessive-Compulsive Disorder

___  Abuse/neglect
___  Schizophrenia

Current Concerns
Check any areas in which you are having problems:
	Abuse
	Loneliness

	Aggression/violence
	Low frustration tolerance

	Alcohol use
	Memory problems

	Anger/irritability
	Mood swings

	Anxiety
	Motivation

	Attention/concentration
	Oversensitivity

	Career concerns
	Pain, chronic

	Childhood issues
	Panic or anxiety attacks

	Compulsions/obsessions
	Parenting, child management

	Decision-making
	Perfectionism

	Depression
	Pessimism

	Drug use
	Procrastination

	Eating issues
	Relationship problems

	Failure
	Self-centeredness

	Fears/phobias
	Self-esteem

	Financial problems
	Self-care

	Friendships
	Sexual issues

	Gambling
	Sleep problems

	Grieving/deaths/losses
	Smoking

	Guilt
	Spiritual, religious, ethical issues

	Headaches
	Stress management

	Health concerns
	Suspiciousness

	Impulsiveness
	Suicidal thoughts/self-harm

	Irresponsibility
	Thought disorganization

	Judgment/risk taking
	Withdrawal, isolation

	Legal matters
	Work problems


List any prescription medications you are currently taking ___________________________________________      ___________________________________________     ___________________________________________      ___________________________________________     
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