Susanne Stolcke, M.A., Marriage and Family Therapist MFC# 45227  (  (510) 375 4575 
______________________________________________________________________________________________
Client Information – Group
First and Last Name: _______________________________________
Date of Birth: __________________________


Home phone: ______________________________               Work phone:
____________________________

OK to leave message?  ___yes     ___no

   OK to leave message?  ___yes     ___no
Mailing Address: ____________________________________________________________________________________
City/State/Zip: ______________________________________________________________________________________
Emergency Contact: _________________________________________________________________________________

Name


Phone

Source of Income:  _____________________   Occupation: ______________________  Employer: __________________
Relationship status:
single/never married
partnered
married
divorced
separated
widowed

Living Situation:
alone
spouse/partner
parents 
roommate(s)
children

Name, age, and relationship of others in the home:  _________________________________________________________
__________________________________________________________________________________________________
Primary Care Provider:  ______________________________________
Phone:  ____________________________
Current Medical Problems: ____________________________________________________________________________
Current Medications: ________________________________________________________________________________
(Prescribed & Over the Counter)

                                                               ____________________________________________________________________________________________________________________________________________________

Substance Use:  please circle (present = in the past 2 weeks):


Present 
 Past 

Present
 Past


Present
 Past


Present
Past
Tobacco
Y
N
Y
N
Alcohol
Y
N
Y
N
Cocaine
Y

N
Y
N
Marijuana

Y
N
Y
N

Caffeine
Y
N
Y
N
Amphetamines
Y
N
Y
N
Hallucinogens
Y

N
Y
N
Sedatives
Y
N
Y
N











PCP
Y

N
Y
N
Opiates

Y
N
Y
N


Have you ever been hospitalized? ____yes  ____no   If yes, please give date, location and reason:________________

_______________________________________________________________________________________________

Are you currently in therapy? ____yes  ____no    If yes, with whom? _________________________________________
Client Signature: ______________________________________     Date: ______________________

