		Today’s Date_____________________

JONATHAN REITH-THOMPSON, MFT
6363 Wilshire, Suite 607
Los Angeles, CA  90046 
Phone:  323.650.7313
Email: jonathan@jonathanreiththompson.com 
Website:  jonathanreiththompson.com 

Welcome. I look forward to working with you. This form requests information about you and/or your family that will help me plan your care. If you do not feel comfortable answering a question, please do not feel obligated to answer, just skip that question and we can talk about it in person. I know it’s a lot of information, but it can help save time!

Client Name ________________________________________________________________
Address ____________________________________________________________________
City, State, Zip ______________________________________________________________
Phone Numbers:
Home	(____)_________________________OK to leave messages?  Y  N 
Work 	(____)___________________________OK to leave messages?  Y  N 
Cell     	(____)__________________________OK to leave messages/text messages?  Y  N
E-mail__________________________________  OK to utilize email?  Y  N
May I send you appointment reminders via email?  Y  N

Date of Birth___________________ Marital Status_________________________________
Occupation_________________________ Employer________________________________
Emergency Contact Name_____________________________________________________ 
Relationship to patient ___________________________phone number__________________ 
Name & phone of primary care physician__________________________________________ 
Name & phone of psychiatrist (if any):_____________________________________________

Primary Insurance Information (should you wish me to check your benefits regarding coverage)
Insurance Company:_________________Policy No:___________________Group No:________
Insured name, addresss, phone, and date of birth (if not you)_________________________________________________________________________

Who referred you to me? ____________________________________________________

Please briefly describe your reason(s) for seeking treatment at this time:
__________________________________________________________________________________________________________________________________________________________
Was there an event that made these issues or problems surface? _____________________________________________________________________________
Do you have any specific goals for treatment? What result(s) do you expect from treatment?_______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any particular concerns/fears with regard to treatment?__________________________________________________________________________________________________________________________________________________
Have you had therapy before?  If so, please tell me when, with whom and what worked or didn’t work:
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Please describe any spiritual/religious orientation including 12-step experience: __________________________________________________________________________________________________________________________________________________________
Please describe your interests/hobbies_____________________________________________________________________________________________________________________________________________
Are you now or have you ever been involved in a lawsuit? ___Y ___ N Please describe________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Have you or anyone in your family had a serious medical illness? If so, please explain what/when:_________________________________________________________________________________________________________________________________________________ 
Has anyone in your family had a psychiatric (nervous or mental) illness? _____Yes _____No If yes, please explain what/when:____________________________________________________
__________________________________________________________________________________________________________________________________________________________ 
Have you ever been hospitalized?  ___Y ___N If so, when and why? __________________________________________________________________________________________________________________________________________________________
Please feel free to include any other information that you believe is relevant to your mental health treatment________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
Please indicate & rate the severity (1-4) of the following issues or problems you would like to work on in treatment: 
1 - NO PROBLEM 2 - MILD PROBLEM 3 - MODERATE PROBLEM 4 - SEVERE PROBLEM
____Anger/temper ____Depression ____Problems at school ____Problems coping ____Panic 
____Body Image ____Marriage/Relationship issues ____Drug/alcohol habit ____Self-control 
____Diet
____Anxiety
____Problems at work ____Abuse/victimization ____Concentration ____Nightmares ____Sexuality/Sexual issues ____Relaxation
____My thoughts 
____Motivation ____Controlling stress ____Lack of friends ____Financial problems ____Sleep 
____Energy ____Family conflict ____ADD/ADHD ____Eating Disorder 
____Headaches ____Loss of loved one ____Loneliness ____Legal matters ____Fears ____Divorce/Separation ____Behavioral problems ____Shyness
____Being a parent 

Are there any compulsive/repetitive behaviors or thoughts that are of concern to you and/or the people close to you? (i.e., overeating, hoarding, checking, counting, washing, illness-related, thoughts of harming someone, sexual behavior, etc.)? _____Yes ______No 
If yes, please describe:____________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________ 
When were you last examined by a physician?__________________________________ Outcome?_______________________________________________________________ 
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Current Medications:
Type Dosage Start Date and Prescribing MD: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Any side effects? ___________________________________________________________________________ _____________________________________________________________________________ 
Alternative treatments? ___________________________________________________________________
Allergies? _____________________________________________________________________________
Please list any over-the-counter medications you currently use such as vitamins, sleeping/diet pills, aspirin/pain relievers, etc. __________________________________________________________________________________________________________________________________________________________

Immediate Family – List members of your family or others with whom you live:
Name(s) Age Relationship ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Any minor children not living in the same household?___________________________________

[bookmark: _GoBack]Sexual Orientation: (Straight, Gay, Lesbian, Bisexual, Asexual, Non-Binary, etc) _____________

Intimate Relationship:

___never been in serious relationship ___not currently in relationship ___currently in serious relationship 
If in a relationship, please rate your current level of satisfaction: 
___very satisfied w/relationship ___satisfied with relationship ___somewhat satisfied w/relationship ___dissatisfied w/relationship ___very dissatisfied w/relationship 

Describe any part or current significant issues in intimate relationships:
__________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________
Are your parents alive?__________________________________________________________
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Your Alcohol/Drug History:
Frequency: 						Substances Used:	
· _______None 					___alcohol		
· _______Occasional 				___amphetamines/speed
· _______Problem use 				___barbiturates/downers	
· _______Dependent 				___cocaine/crack		
· _______Don’t want to stop 			___hallucinogens 
· ______  Addicted/Cannot stop 			___inhalants (glue,etc)	
· _______Motivated to stop 			___marijuana or hashish
___ecstasy/MDMA/G/K
___prescription drug ___nicotine/cigarettes
___caffeine
___other________________________ 

Previous substance abuse treatment: ____ 12-Step____ Out-Patient____ In-Patient 
Any physical/mental consequences of substance use (check all that apply): 
___binges ___overdose ___job loss ___assaults _______hangovers___ seizures___ withdrawal symptoms ___medical conditions ___relationship conflicts ___loss of control of amt used ___blackouts ___arrests/DUI___sleep disturbances ___tolerance changes___suicidal impulse
___other ____________________ 

Family alcohol/ Drug Abuse History:
___ Father
___ Mother
___ Grandparent ___Spouse/Partner ___ Sibling(s) ___Children___ Other___________________ 

Any other details you would like me to know? _____________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________




