
Student Health and Counseling Services


CONFIDENTIAL CLIENT INFORMATION FORM
NAME:___________________________




         TODAY’S DATE:_______________________

Who referred you to Counseling Services?   ( Self    ( Other:   Who?________________________________________________
Please briefly describe the concerns and/or events that prompted you to come to Counseling Services at this time.

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
BACKGROUND INFORMATION

We’d like to gather some background information that may help us better understand your concerns and identify services that would best fit your needs. If there is a question that you do not understand or prefer to answer when you are with your counselor, then wait until your session has begun. You have the right to refuse to answer any question on this form.
	Age:_______        Date of Birth:____/____/____

Gender:

( Female
( Transgender – FTM

                             ( Male

( Transgender - MTF

Ethnicity/Cultural Identity:___________________________

Place of Birth:  ( USA  ( ___________________________

First Language:  ( English   ( _______________________

Affectional/Sexual Orientation
( Heterosexual  ( Bisexual  ( Lesbian/Gay  ( Uncertain

Religious/Spiritual Affiliation:________________________

Employment Status (check all that apply):

( Full-time

( Retired


    ( Unemployed             ( Part-time

                  ( Disabled (Disability:______________)

Military Status

( Active     ( Discharged     ( Never served

What type of residence do you live in?

( Own home


( Parents/Family’s home

( Rental


( Student housing

( Other:_______________________________


	Who lives with you?

( Live alone


( Partner/Children

( Roommate(s)

( Parents/Other Family

( Other:________________________________

EDUCATION

Highest degree completed to date:

( High school/GED
( Bachelor’s
( Doctorate

( Associate

( Master’s

Current CSUSM enrollment status:

( Full-time       ( Part-time       ( Not enrolled

Class Status

( Freshman 
        ( Junior
( Graduate student

( Sophomore        ( Senior

Transfer student?    ( Yes   ( No

First attended Cal State San Marcos:

( Fall      ( Spring      ( Summer,   ___________





    year

Academic major:___________________________________


	RELATIONSHIP/FAMILY INFORMATION

Current Relationship Status

( Single
( Married
( Divorced

( Partnered
( Separated
( Widowed

( Other:_______________________________
Relationship Length (if currently partnered, married, or


separated):______________________________

Partner/Spouse (if currently partnered, married, separated)

Gender:   ( Male     ( Female

Ethnicity/Cultural Identity:__________________________

Occupation: ____________________________________ 

Do you have children?    ( Yes  ( No
Ages:  Daughters _____________   Sons _____________

Parents & Siblings

Mother

Living?    ( Yes  ( No

Ethnicity/Cultural Identity: _____________________

Occupation:________________________________

Father

Living?    ( Yes  ( No

Ethnicity/Cultural Identity: _____________________

Occupation:________________________________

Are/were your parents:

( Never married  ( Married  ( Separated  
( Divorced
Do you have sisters or brothers?     ( Yes   ( No
Ages:  Sisters __________   Brothers ____________

MEDICAL HISTORY/PHYSICAL HEALTH

Do you have health insurance?   ( Yes   ( No
Company:_______________________________________

Any current or recent serious illnesses, surgeries, or acute or chronic physical/medical problems? 

( Yes  ( No
If “yes”, please list:_________________________________

_______________________________________________

_______________________________________________

Any past serious illnesses, surgeries, or acute or chronic physical/medical problems?                  ( Yes  ( No
If “yes”, please list:________________________________

______________________________________________
	Are you currently taking prescription or non-prescription medication 

or other health products for medical/physical conditions?                                                        ( Yes  ( No
If “yes”, please list and indicate why you are taking each:

________________________________________________

________________________________________________

________________________________________________

ALCOHOL/SUBSTANCE USE

Please indicate whether you have ever used the following substances 
and, if so, whether you have used them in the past month and year 
(circle all that apply):

Ever Used?

Past Year
Past Month

Alcohol

Yes    No
Yes    No
Yes    No
Tobacco

Yes    No
Yes    No
Yes    No
Marijuana

Yes    No
Yes     No
Yes    No
Other Drugs

Yes    No
Yes    No
Yes    No
(Have you ever considered your alcohol/drug use to be a problem?                                       ( Yes   ( No   ( Uncertain
Have you ever had a negative reaction or problem related to alcohol or 
Drug  use (e.g., blackouts, memory loss, missed work/school, 
DUI/arrest)?   ( Yes   ( No   ( Uncertain
If “yes” or "uncertain," please describe:_________________

________________________________________________
Have you ever participated in an alcohol or drug treatment or self-help
program (e.g., AA, NA)?                        ( Yes   ( No
PSYCHOLOGICAL HISTORY/MENTAL HEALTH

Have you ever been under a psychiatrist's care?                ( Yes   ( No
If "yes," are you currently under a psychiatrist’s care?      ( Yes   ( No

Have you ever had a psychiatric hospitalization?               ( Yes   ( No
Have you received counseling in the past?                          ( Yes   ( No
If “yes,” Are you currently seeing another counselor?       ( Yes   ( No
Have you seen a counselor at Counseling before?  ( Yes   ( No( Yes   
THANK YOU!
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