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NEW CLIENT QUESTIONNAIRE  

Welcome to Along the Path! Thank you for taking a few minutes to fill out this form. The information 
you provide is confidential, and will be helpful for you and your counselor when you meet for the first 
time. If you have any questions, just ask!  

Today's Date________________ 

Name ________________________________________________ Age _____  Date of Birth _____/______/____  

Address _______________________________________________________________________________________  
                    (Street Address)                                                (City)            (State)             (Zip)     

Cell Phone  ________________________    Is it ok to leave messages at this number?  Y______  N______ 

Work Phone ________________________   Is it ok to leave messages at this number?   Y______ N______ 

Home Phone _______________________   Is it ok to leave messages at this number?   Y______ N______ 

Email (please print clearly)  ____________________________________________________________________ 

Ethnicity______________________ Where did you grow up?  _______________________________________ 

Education ____________________ Occupation _________________________ SSN ______________________ 

Birth sex_____________________ Gender Identity______________________ Sexual Orientation_____________ 
 
What is your religious or spiritual background / involvement? ____________________________________  
 
_______________________________________________________________________________________________ 

Medical Information:  Doctor's name and phone:  ______________________________________________  

_______________________________________________________________________________________________ 

Emergency contact person (name, relationship, phone, address).  ________________________________ 

________________________________________________________________________________________________ 

Closest Relationships (please list name, birth date, relationship, and whether they live with you) 

Name                     Birth Date (Mo. / Yr.)           Relationship             Living with you? 

_________________________________    ____________________     __________________   ___________________ 

_________________________________    ____________________     __________________   ___________________ 

Please describe your current living arrangement (Do you live with others?) _________________________ 

 ________________________________________________________________________________________________ 
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Have you participated in therapy before?  Y____ N____ If yes, when?________ Reason______________   

Are you, currently seeing a psychiatrist, therapist, or helper?  Y____ N____ Explain __________________ 

________________________________________________________________________________________________ 

Have you or a family member ever been hospitalized for mental or emotional illness?  Y_____ N_____  

If yes, please explain—dates, where, reason: _____________________________________________________ 

Substance abuse / addiction history? No ______ Yes (please explain) ______________________________  

________________________________________________________________________________________________ 

Legal History (income tax issues, judgements, arrests, DWI?) _______________________________________ 

________________________________________________________________________________________________  

Are you on any medications? Y___ N___ If so, what and why? _____________________________________  

________________________________________________________________________________________________  

How can we help? Please tell us in your own words what brings you here today? __________________  

________________________________________________________________________________________________ 

What are your 2 most important goals for therapy?  

1. ________________________________________________________________________________________________ 

2. ________________________________________________________________________________________________ 

Common problem/symptom checklist.  Fill in:  0 - none,  1 - mild,  2 - moderate,  3 - severe. 

___marriage  ___divorce/separation  ___alcohol/drugs       ___God/faith 

___pre-marital   ___child custody ___other addictions       ___church/ministry 

___being single  ___disabled  ___grief/loss        ___past hurts  

___sexual issues ___work/career  ___depression        ___codependency 

___family  ___school/learning ___fear/anxiety        ___intimacy 

___children  ___money/budgeting ___anger control       ___communication 

___parents  ___aging/dependency ___loneliness        ___self-esteem 

___in-laws  ___weight control ___mood swings       ___stress control 
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Family Information:   

Check any of these that apply:  ____Single  ____Dating  ____Committed relationship  ____Engaged 

_____Married  _____Separated  _____Divorced  _____Widowed  (How long?________________________) 

Spouse's Name (if applicable) ______________________ Age ______ Occupation ____________________ 

Relationships:  “I would describe my… 

• friendships as:                               _____Close  _____Somewhat close  _____Distant _____Conflicted 

• relationship with my mother as:  _____Close _____Somewhat close  _____Distant _____Conflicted 

• relationship with my father as:    _____Close _____Somewhat close  _____Distant _____Conflicted  

How many siblings do you have? _____ How would you describe your relationship? ________________ 

________________________________________________________________________________________________ 

Crisis Information:  

Are you having any current suicidal thoughts, feelings or actions?                            Y______  N______ 

     If yes, explain ______________________________________________________________________________ 

Any current homicidal or violent thoughts or feelings, or anger-control problems? Y______  N______ 

     If yes, explain ______________________________________________________________________________ 

Any issues, hospitalizations, or imprisonments for suicidal or assault behavior?         Y______  N______ 

     If yes, describe _____________________________________________________________________________ 

Any current threats of significant loss or harm: illness, divorce, custody, job loss, etc.? Y_____ N_____ 

     If yes, describe _____________________________________________________________________________ 

How did you hear about Along the Path?  _________________________________________________________   

What are your greatest strengths? _____________________________________________________________ 

______________________________________________________________________________________________ 

THANK YOU! for taking the time to fill out this information sheet. This will be reviewed with you during your first 
counseling / life coaching session. We look forward to serving you. 
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Consent and Services Agreement 

Welcome to your first session at Along the Path! Please review this information carefully, and feel free to 

ask any questions!  

About our Services. It’s my goal to offer a positive, empowering, and life-enriching experience for my clients. The potential 

benefits of counseling are many and include improved functioning, relationships, self-image, mood, and the attainment of 

personal goals. However, in some cases persons have reported feeling worse after counseling. Clients understand that 

healing and growth is difficult, and some discomfort will likely be a part of the counseling process.  

Confidentiality. Your confidentiality and privacy is extremely important to us. Along the Path is considered a “covered 

entity” under HIPAA, meaning that we comply with HIPAA privacy rules. All communications and records with your 

counselor are held in strict confidence. Information may be released, in accordance with state law, when (1) the client 

signs a written consent to release; (2) the client expresses serious intent to harm self or someone else; (3) there is 

reasonable suspicion of abuse against a minor, elderly person, or dependent adult; (4) for billing purposes; or (5) a subpoena 

or court order is received. In compliance with ethical codes, including section 2.2 of the AAMFT Code of Ethics, when 

providing couple, family, or group treatment, your counselor will not disclose information outside the treatment context 

without a written authorization from each individual competent to execute a release. The client agrees to this policy 

regardless of who is paying for services, and regardless of who is listed as the ‘identified patient’ for 3rd party payments. 

Electronic Communication & Online Counseling. Telephone, email, and videoconference are not encrypted methods 

of communication, and some confidentiality risk exists with their use. Our team communicates using these mediums. 

Occasionally, your counselor, or someone from our team, may follow up with you by telephone or email for scheduling, 

billing, quality assurance, or other issues. If you would prefer not to be contacted by email, simply inform your counselor 

and your preferences will be respected. If you and your counselor are participating in distance counseling sessions the 

counselor will abide by the laws and ethical codes of his/her state of licensure. While a growing base of research has 

shown that distance counseling services—through various electronic means—can be effective, such services are relatively 

new in comparison to traditional (in-person) counseling, which has a much longer track record of positive outcomes. 

Distance counseling may not be appropriate for some clients and for the treatment of some mental health issues. 

Scheduling and Cancellations. Appointments can be cancelled/rescheduled as long as 24 hours’ notice is provided. If 

less than the required notice is given, the client agrees to pay a fee of the full rate of the session fee (insurance will not 

pay for missed appointments). Please note that I do enforce this policy. 

Conflicts. We work hard to ensure that you have a positive experience. However, if a conflict occurs, it is agreed that 

any disputes shall be negotiated directly between the parties. If these negotiations are not satisfactory, then the parties 

agree to mediate any differences. Litigation shall be considered only if these methods are given a good faith effort. 

Emergency Contacts. Your counselor will establish emergency contacts for you, such as a family member, a mobile 

phone, or work phone number. These contacts may be used if your counselor perceives a need. If you are in crisis and 

cannot reach your counselor, please go to your nearest emergency room. 

Payment. Payment, including insurance co-pays, is due at the time of the service. Client gives the practice permission to 

charge their credit/debit card on file for any outstanding balances.  

Clients understand they are fully responsible for all fees if insurance or other vendor does not pay for any reason. 

I have been provided a Notice of Privacy Practices and also, I have read and fully understand and agree to honor this 

agreement. 

Client(s)Signature_____________________________________________  Date _________________________ 

Client(s)Name (Printed)_________________________________________  Date _________________________    


