Margaret Youngjohns, MA, LMFTA
Washington State Licensed Marriage and Family Therapist Associate  MG 60160489
325 – 118th Ave SE   Suite 210
Bellevue, WA  98005
CLIENT INFORMATION

NAME(S)_________________________________________    DATE ___________   

ADDRESS__________________________________CITY__________ZIP________
EMAIL  __________________________________________________________

HOME PHONE__________________________     WORK PHONE _______________
CELL PHONE_________________________   Please circle preferred number to leave message
EMERGENCY CONTACT___________________EMERGENCY PHONE_____________

REFERRAL SOURCE____________________________________________________________
REASON FOR ENTERING PSYCHOTHERAPY NOW: __________________________________________________________________

__________________________________________________________________

ALL PREVIOUS PSYCHOTHERAPY EXPERIENCES (dates/provider/reason):
 __________________________________________________________________
__________________________________________________________________
NAMES/RELATIONSHIPS OF OTHERS WHO WILL BE IN THERAPY WITH YOU: 
__________________________________________________________________
__________________________________________________________________
PRIMARY CARE PHYSICIAN: ____________________     OFFICE PHONE _________________
IF YOU ARE USING MEDICATION(S), DOSAGE, STATE NAME(S) AND PRESCRIBING PHYSICIAN:

__________________________________________________________________
BIRTHDATE   ________________________________________________________________

EMPLOYER    ________________________________________________________________
SPOUSE OR PARTNER 





SEX 

 AGE 


CURRENT MARITAL STATUS


Single



Engaged


Partnered

Married


Separated


Divorced


Remarried


Widowed

WERE YOU FOSTERED OR ADOPTED? 

YES


NO

Check any of the following that applied to you or your family during your childhood or adolescence:

Anxiety problems




Difficult  childhood

Anger problems




Alcohol or drug problems

Sexual orientation issues



Depression

Eating disorder




School problems

Family problems




Behavior problems

Physical abuse




Medical problems

Sexual abuse




Learning disability

Legal problems

Gambling or other addictions


Other problems _____________________________________________________________________

Is there a history of suicide or suicide attempts in your family?
YES
NO

Have you considered or attempted suicide?



YES
NO

Check any of the following stressors, which currently apply to you or someone close to you:

Death in Family




Divorce
Trouble with law




Financial trouble

Trouble with job/school



Serious or chronic illness

Mental illness




Alcohol and/or drugs

Sexual orientation issues



Sexual abuse

Interpersonal problems



Eating Disorder

Physical abuse




Suicide

Psychiatric Hospitalization



Gambling or other addictions

Have you experienced any serious medical conditions? If so, please describe with dates_____________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have a religious faith? 





________________
Date: _________________________________________________________________

Signature______________________________________________________________

