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 Client Care Questionnaire 

 

 

 

Name: __________________________________________________      Today’s Date:    

 
Current Age:               Gender:    

Presenting Problem: 

Please list the reason you came in today:  _______       

Were you referred?  Yes     No   (please circle one) 

If yes, please list the name of the person or agency who referred you: 

Name of Person or Agency That Referred You: Relationship to You: 
  

 

AOD Use and Treatment History:  

Have you ever experienced any problems from drug/alcohol/tobacco use? Yes No 

Have you ever received any treatment for drug/alcohol/tobacco use?   Yes No 

If yes, please complete the following information: 

Provider/Agency Name: Date(s) of Your Treatment: Reason for Treatment: Treatment Completed? Y/N 

    

    

    

    

 

FAMILY / INTERPERSONAL: 

Custody/guardianship status (if applicable):    _________________      

Please list your immediate family members: 

Family Member Name: Relationship to You (ie: Mother, Father, Child, Spouse etc…): 
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For Adults 

Only:  

Spiritual/Strengths: 

Which individual(s) in your life do you most often turn to when you are distressed and need someone to talk to about your 
problems? _______________________________________________________________________________________ 

Community Involvement: 

Have you ever had any involvement with the police or court systems? Yes  No 
If yes, please fill in the box below: 

Reason for Involvement: When: What was the Result (ie: 
probation, jail, pending, 

dismissed etc…): 

If still involved, please 
list name of the name or 

the agency that is 
working with you: 

    
    
    
    

 
Have you had any involvement with the courts on custody or child-related issues? Yes  No 

If yes, please fill in the box below: 

Reason for Involvement: When: What was the Result (ie: 
active case, case 
dismissed, case 

investigation etc…): 

If still involved, please 
list name of the name or 

the agency that is 
working with you: 

    
    
    
    

 

HEALTH/WELLNESS: 

Do you have a written legal document that specifies how healthcare decisions affecting you are to be made if 
you are unable to make them, or that authorizes a specific person to make such decisions on your 
behalf? Yes  No 
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If yes, please provide details:______________________________________________________________________ 

Have you or are you seeing any health care providers or specialists for any medical conditions or concerns?   
 Yes  No         If yes, please fill in the box below: 

Provider/Agency 
Name: 

Date(s) of Your 
Treatment: 

Reason for 
Treatment (please 

include diagnosis if 
possible) 

Treatment 
Completed? Y/N 

Were you 
hospitalized due to 

this condition? 

     
     
     
     

 
Have you or are you seeing any health care providers or specialists for any alcohol and/or drug related 
conditions or concerns?   Yes  No           If yes, please fill in the box below: 

Provider/Agency 
Name: 

Date(s) of Your 
Treatment: 

Reason for 
Treatment (please 

include diagnosis if 
possible) 

Treatment 
Completed? Y/N 

Were you 
hospitalized due to 

this condition? 

     
     
     
     

 
Have you or are you seeing any health care providers or specialists for any mental health conditions or 
concerns?   Yes  No         If yes, please fill in the box below: 

Provider/Agency 
Name: 

Date(s) of Your 
Treatment: 

Reason for 
Treatment (please 

include diagnosis if 
possible) 

Treatment 
Completed? Y/N 

Were you 
hospitalized due to 

this condition? 

     
     
     
     

 
Please list any medications you have taken in the past in the box below: 

Medication Name: Reason for Taking: Dosage: How did it work for you? 

    
    
    
    
Health/Wellness:   

Please check all of the following that apply to you: 

Stress Level:   High   

Moderate:           Low  

Appetite:     Increased 

Decreased          No Change 

Special Diet: Currently Pregnant: 

Yes                  No   

Exercise: Physically Active  

Not Physically Active   

Sleep:  Increased    

Decreased          No Change 

 Nightmares:   Yes   

                          No    

 Allergies (incl.to  medication):  

Yes                  No   

If yes, please list: 

______________________ 
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EDUCATION/LEARNING: 

What is the name of your school if currently enrolled?        

What is the highest grade you completed?   ___________________________________   

If in school, do you have a special plan at school such as an IEP or 504 plan?   Yes      No  (please circle one) 

If yes, please fill in the box below: 
Type of school plan (ie: IEP, 504, Behavior Plan) Reason(s) for your plan: 

  

Are you currently suspended/expelled?    Yes  No 

Do you have any history of suspension/expulsion?   Yes  No 

If yes to either of the above questions, please explain: 

Reason for 
Suspension/Expulsion: 

When? Please list if you were suspended 
or expelled and for how long: 

   
   
   

 

EMPLOYMENT: 

Are you currently working?  Yes, No 

If yes, please list your place of employment:    ________________     

What are your job duties?        _____________   

How long have you worked for your employer?    ______     

MILITARY, IF APPLICABLE  

Are you currently in the military?    Yes       No   (please circle one) 

If yes, which branch?    ____________________________________    

Were you in the military in the past?  Yes    No  (please circle one) 

If yes, type of discharge?  ______________________________________     

WORK HISTORY, IF APPLICABLE 

How many and what types of jobs have you had since you began working?     
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What are the reasons for leaving those jobs?      

        

         

 

Name of person completing this form:   ________________  

Signature of person completing this form:    ______________ 

If you are not the person who will be receiving services today, please list your relationship to the person who will be receiving 

services: 

 _____________________________________________________________________________________________________  

 

Thank you for completing this important information that will assist us in your care ~ please 

return it to the front desk when you are finished.   

 

 


