
 

Brief Client Questionnaire 

Client Name:                                                                                                  D.O.B. 

It is requested that the client mark any of the following items that pertain to him/her. This 
information will assist the mental health professional in the completion of the Intake Interview. 

 I have been in counseling before.  I have attempted suicide in the past. 

 I currently use alcohol and/or controlled substances.   

Specify: _______________________________________________________ 

________________________________________________________________

________________________________________________________________ 

 I have engaged in self-injurious behaviors (e.g. 
cutting) to cope with my life circumstances.  
Specify: _______________________________________________________ 

________________________________________________________________

________________________________________________________________ 

 I have used alcohol and/or controlled substances 
within the past 12 months.  

 There is a history of alcohol abuse and/or substance 
abuse in my family.   

 There is a history of mental health problems in my 

family. 

 I am currently concerned for my safety. 

 I have been hospitalized in the past for mental health 

reasons. 

 My mental health concerns are interfering with my 
ability to perform in school. 

 I have been hospitalized within the past 12 months 
for mental health reasons.  

 My life is being negatively impacted as a result of my 
mental health problems. 

 I have been diagnosed with mental health issues. 

Specify: ______________________________________________________ 

________________________________________________________________

________________________________________________________________ 

________________________________________________________________

________________________________________________________________ 

 I am currently taking prescription medication. 

Specify med and dosage: 

________________________________________________________________ 

________________________________________________________________

________________________________________________________________ 

________________________________________________________________ 

 I have been physically abused.   I have been emotionally abused  

 I have been sexually abused.  I would like help coping with my mental health 

issues. 

Is there anything else you would like us to know about you? 

 

 

 

 

 

 

 

 



It is a requirement of Insurance Carriers that the following information be obtained from the client. If you 

choose not to complete this form please indicate at the bottom of the form. 

Client Name:                                                                                                  D.O.B. 

Substance Abuse History 
 (Must be completed for all clients age 12 and older) 

Substance Amount Frequency Duration First Use Last Use 

Caffeine                               

Nicotine/Tobacco                               

Alcohol                               

Marijuana                               

Opioids/Narcotics                               

Amphetamines                               

Cocaine                               

Hallucinogens                               

Other:                               

                               

                               

                               

 
 

 I respectfully decline to provide the information requested above. _______________ 
                                                                                    Client Initial 

 
 
_____________________________________     _________________________________        __________ 
Client Name (Print)                                                         Client Signature (if 14 years of age or older)                  Date  
 
 
_____________________________________     _________________________________        __________ 
Parent/Caregiver Name (Print)                                                Parent/Caregiver Signature                                               Date 

 
 
_____________________________________     _________________________________        __________ 
Provider Name (Print)                                                          Provider Signature                                                Date 

 
 

 


