Stephanie Jenkins Counseling, LLC    26518 Oak Ridge Dr.
    The Woodlands, TX  77380    Phone:  832-228-7569    


Client Information

Name: ______________________________   DOB: ____________     Current Age: __________ 

Legal Guardian(s)/Responsible Party (Legal guardianship paperwork may be required): _________________________________ 

Address: ________________________________________________ City:  ______________________ State: ______Zip: ___________ 

Home #: ___________________________ Cell #: ___________________________ Work #: __________________________ 

Email: ______________________________________  Emergency contact with #: _________________________________________ 

Culture/ethnicity: ___________________ Religious/spiritual practices: ____________________ Marital Status: _________________

Significant others living with you: _______________________________________________________________________________

_______________________________________________________________________________ 

Reason for referral: ______________________________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________

Events, precipitating factors, or incidents leading to need for services: ___________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________

Check the behaviors and symptoms that occur to you more often than you would like them to take place: 

aggression 

distractibility 

impulsivity 

sexual difficulties 

alcohol dependence 
dizziness

irritability 

sleeping problems 

anger 


drug dependence 
judgment errors 
suicidal thoughts 

antisocial behavior 
eating disorder 

loneliness/withdrawal 
thoughts disorganized 

anxiety 

elevated mood 

memory impairment 
weight loss or gain 

avoiding people 
fatigue 

mood shifts 

worrying 

chest pain 

hallucinations 

panic attack 

Other (please specify): _________________________

depression

high blood pressure 
phobias/fears 

  ____________________________________________ 

disorientation 

hopelessness 

recurring thoughts          
  ____________________________________________ 

Frequency/duration/severity of symptoms: ______________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________

Major illnesses/operations: __________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________
 Current Medications Taken (please include length of time and reason for taking medications):  _______________________ 

   ____________________________________________________________________________ 

   ____________________________________________________________________________

   Current healthcare professionals being seen & reason: _____________________________________________ 

__________________________________________________________________________________________________________________________________________________________

Current family or significant relationships strengths/support: __________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________

Current family or significant relationships stressors/problems: _________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

History of mental health in your family: _____________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Recent changes in family/significant relationships: _______________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Counseling or prior treatment history:  ______________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

Benefits and/or set-backs of prior treatment: ___________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________

Current goals for counseling: ___________________________________________________________________________________

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Anything else you would like for me to know about you: ___________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________

