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James C. Thomas, Psy.D.

10000 N.E. 7th Ave., Suite 100-H
Vancouver Wa   98685
(360) 608-3611
General Information Questionnaire
Today's Date: _________________

Your name:    _________________________________________      D.O.B. _________      Age: ______



          First
       Middle
  Last

Street, Apt # _________________________________________________________________________ 
City, State, Zip:_______________________________________________________________________
Home Phone:  __________________________   Best time to be reached:_______________________
Work Phone:  __________________________    Cell Phone: _________________________
Do you want a message left if you are not available?    Yes  _____ or   No _____

Email Address: __________________________________________________

In case of an Emergency who may I contact?  

Name _____________________________   Relationship________________ Phone # ______________

What is your marital status?   ___Single    ___Married    ___Divorced   ___Widowed   ___Separated

If married, how long? ____________     Is this your first marriage?   Yes      No
List Family Members Living With You:

Name: ______________________________  Age: ________  Relationship: ___________________

Name: ______________________________  Age: ________  Relationship: ___________________

Name: ______________________________  Age: ________  Relationship: ___________________

Name: ______________________________  Age: ________  Relationship: ___________________

Name: ______________________________  Age: ________  Relationship: ___________________

Medical Information:

Physician’s Name _______________________________________ Phone: _____________________

Physician’s Address _________________________________________________________________

Date of Last Exam/Treatment: _________________________________

Do you have any health problems I might need to know about? __________________________________

____________________________________________________________________________________
Are you currently taking any medication?   No ____   Yes ____    
If you are taking medication, please list type of medication, brand name, amount, and when you are supposed to take it. Include over the counter medication if you use it regularly: _____________________ 
____________________________________________________________________________________
____________________________________________________________________________________

When is the last time you took your medication and how much?  _________________________________
Why are you seeking counseling at this time? ________________________________________________ ____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
What have you tried in the past to help?  ____________________________________________________ ____________________________________________________________________________________
____________________________________________________________________________________
Have you ever been in counseling before?   No  _____   Yes _____  If yes when and with whom? ____________________________________________________________________________________ 

____________________________________________________________________________________
How helpful was your experience?  

___ Very Helpful       ___ Somewhat Helpful       ___ Neutral       ___ Not Helpful       ___ Harmful

Have you used any of the following and when?

Alcohol 








          Dates

            .

Antidepressants                            




          Dates                               .

Antipsychotic Meds






          Dates

            . 

Marijuana 







          Dates                               .

Cocaine







          Dates                               .

Methamphetamines / Speed





          Dates                               .
Heroin / LSD / Hallucinogenics





          Dates                               .
Sleep Medications






          Dates                               .
Diet pills







          Dates                               .
Pain Medication







          Dates                               . 
Have you ever received chemical dependency treatment?  When and where?_______________________

____________________________________________________________________________________

____________________________________________________________________________________ 
Do you have trouble sleeping? Describe ____________________________________________________

____________________________________________________________________________________

Occupation: __________________________________________________________________________ 

How long have you worked at your present job? ______________________________________________
What types of jobs have you had in past and when? ___________________________________________

____________________________________________________________________________________

What is your level of Education? __________________________________________________________ 
Is there anything else you would like me to know? ____________________________________________
________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Thank you for taking the time to complete this questionnaire.
ISSUES CHECKLIST 

(Please check all those that apply from each section)

	INDIVIDUAL SYMPTOMS

	___  Anger

___  Loss of Interest

___  Anxiety/Constant Worry

___  Memory Loss

___  Compulsive Behaviors

___  Mood Swings

___  Confusion

___  Nausea/vomiting

___  Depression

___  Critical towards self

___  Use of alcohol or non prescription drugs

___  Seizures

___  Frequent Headaches

___  Shortness of Breath

___  Hopelessness
	___  Sleep difficulties

___  Impulses to hurt self or others

___  Suicidal thoughts

___  Disorientation (moments of not knowing                             where you are or who you are)

___  Suspiciousness

___  Rumative thinking that you can’t stop

___  Visual or auditory hallucinations

         (Seeing or hearing things)

___  Obsessive preoccupations or repeated thoughts

___  Irritability/Agitation

___  Weight loss or gain

___  Lack of energy
___  Medical Problems:__________________________
    ___________________________________

     ___________________________________

	COUPLE RELATIONSHIP

	___  Tension

___  Arguments

___  Emotional distance

___  Sexual difficulties

___  Communication problems
	___  Alcohol or other addiction problem

___  Stresses from health problems

___  Separation

___  Filing for divorce

	WITH CHILDREN

	Names and ages of children living with you:

___________________________________________

____________________________________

___________________________________________

____________________________________

____________________________________
	___  Tension

___  Angry interchanges

___  Children exhibiting emotional problems

___  Children exhibiting behavioral problems

___  Problems in relationships between siblings

___  Health problems

___  No problems with children


	EXTENDED FAMILY
	WORK OR SCHOOL RELATED

	___  Recent Loss

___  On-going difficult interactions with:

        _________________________________________
      ___________________________________
	___  Upset interactions with others

___  Financial insecurity

___  Other ___________________________________
       __________________________________

	COMMUNITY-RELATED

	___  Lack of friendships

___  Tensions in friendship relationships

___  Legal problem ____________________________
         ________________________________________


	___  Over-extended in friendship or community role

___  Spiritual problem _________________________

___  Other:  _________________________________

         _______________________________________



