DEEDEE JUST, M.A., M.F.T.
Licensed Marriage & Family Therapist
625 W. Citracado, Ste. 110, Escondido, CA 92025
16935 W. Bernardo Dr., Ste.110, San Diego, CA 92127
  760-716-4200  



Client Information Form           Today’s Date __________________


Client Name:__________________________________________Age_________ Date of Birth:________________

Address:_______________________________________City_____________________________Zip___________

Phone: Home______________________Work___________________________Cell______________________________
[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check10]May I call you at: home |_|  work |_| cell |_|  text |_| Best time to reach you _______________________________

Email Address:_____________________________________  Social Security#____________________________

Employer or School ____________________________________ Occupation or Grade _______________________ 
 (If minor, Parent’s employer and occupation)

Medical Doctor/s (name/phone)__________________________________________________________________________________

Emergency Contact- Name:____________________________Relationship:__________________________________

Home phone:_______________________Work:__________________________Cell:______________________________

Highest Grade/Degree______________________ Type of  Degree_______________________________________

Presenting Problem (be as specific as you can…when did it start? How does it affect you?)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Marital Status_____________Live w/someone________ Name__________________________ for how long____________ 


How were you referred to me?  ____Medical Doctor  ____Therapist ____Friend  ____Psychology Today

 –  Find a Therapist____GoodTherapy.org ____Networktherapy.com____ My website____Other…please explain
Past & Present Marriage/s (years together, names & statement about nature of relationship/s, ie: friendly, distant, physically/emotionally abusive, loving, hostile)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Present Spouse/Partner: Education:___________________________ Occupation: __________________________

Who is currently living with you? 

_____________________________________________________________________________________________


Children/Step/Grand (names/ages & brief statement of your relationship with the person)
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parents/Step-Parent (Name/age or year of death/cause of death….occupation,personality, how did he/she treat you, brief statement about relationship)
Father:________________________________________________________________________________________________________________________________Mother:________________________________________________________________________________________________________________________________
Step-parents:___________________________________________________________ __________________________________________________________________

If parents divorced: Your age at the time: _________ Describe how it affected you at the time:
______________________________________________________________________________________________________________________________________________________________________________________________________

Siblings: (name/age, if dead: age and cause of death & brief statement about relationship)
1. ________________________________________________________________________
2. ________________________________________________________________________
3. ________________________________________________________________________
4. ________________________________________________________________________
5. ________________________________________________________________________

Describe your childhood in general(relationships with parents, siblings, others, school, neighborhood, relocations, any school/behavioral/problems, abusive/alcoholic parent)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family Medical & Psychiatric History (Describe any physical or mental illness that runs in the family, including depression or suicide)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History of Alcohol/Drug Problems (Describe any abuse of substances that has occurred in your family)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History of Violence or Emotional/Physical Abuse (Toward you or other members of your family)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past/Present Psychotherapy (specify: month, year/s(beginning-end), estimated # of sessions, name of therapist, initial reason for therapy, Individual/Couple/ Family, medication, brief description of relationship and how helpful it was, how and why it ended.)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Past/Present Medical Care (Major medical problems, surgeries, accidents, falls, illness)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any prescription and over-the-counter medications you are currently taking _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past/Present Drug/Alcohol Use/Abuse (AA, NA. Treatments)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Coffee_____cups/day; Cigarettes_____/day; Alcohol #______drinks/day_____/week. Date of last drink__________

Street Drugs: Type/s____________________________________________Frequency___________________________________

Suicide attempts or Violent Behavior (describe: ages, reasons, circumstances, how, etc)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 Friendships, Community, Spirituality. (describe quality, frequency, activities, etc.)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you now or have you ever practiced a specific religion? (describe)

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name, relationship and date of death of people in your family or close friends who have died. 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


What gives you joy or pleasure in your life?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



What are your main worries or fears?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your strengths?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your weaknesses?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your goals for treatment?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please add any other information that you would like me to know about you and your situation.
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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