

     Therapist: ______________________


Long Island Institute of Sex Therapy (LIIST)
Client Information Sheet
Name/I go by: _______________________________________ Age: _______  Date of Birth: ____________

Address: _______________________________________  City: _______________________ Zip: _________

Cell: ___________________ Other phone:________________ E-mail: ______________________________ 

Emergency contact name: _____________________________ Number: ____________________________

Employment: _______________________________________________
  I work: __Part-Time __Full-Time

Race: ________________ Ethnicity: ____________ Gender: ___________ Gender pronouns: ___________
Sexual Orientation (circle):   Heterosexual   Homosexual   Bisexual   Questioning   Other  



Current Relationship Status (circle):   Single   Dating   Living together   Married (year: _______) 
Divorced (year: _______)   Widowed (year: _______) 

Current relationship length: ____________ Number of current partners: ________
Religion (if any) _______________________________________________

How religious are you?  (circle)  not religious   moderately religious   highly religious     not religious, spiritual
Highest Level of Education:  (circle)   Some high school   High school  GED   Some college   

College graduate   Advanced degree   Other _________________________________________

Do you have children?        Yes
No


If yes, Please fill out the following:

	Child’s name
	Gender
	Date of birth/Age
	Is the child from a previous relationship?
	Who does the child live with?
	Type of 

custody

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Is there a family history of alcohol abuse?
Yes
No    If yes, who? _____________________

What is the current status? ________________________________________________________

What is your alcohol status?               
Current Drinker
No Longer Drinking
Never Drank

How often do you drink?     _______
a day
_______week
_______month

Is there a family history of illegal drug use?    Yes      No    If yes, who? ______________________________
What is their current status? ___________________________________________________________________

What is your recreational drug status?             Current User
No Longer Using
Never Used

What drug do you use? __________________ How often do you use? ______ day _____week _____month

What drug do you use? __________________ How often do you use? ______ day _____week _____month

What drug do you use? __________________ How often do you use? ______ day _____week _____month

Is there a family history of mental illness?
Yes
No    If yes, who? _________________________________

What mental illness & what is the status? ________________________________________________________
Have there been any recent deaths in the immediate family?   Yes   No   If yes, who?  _____________________
Has a family member ever attempted suicide?   Yes   No   If yes, who and when?  ________________________
Has anyone in your family committed suicide?   Yes   No   If yes, who and when?  _______________________
Have you recently been concerned about anyone in your family harming themselves?


not concerned 

a little concerned 
concerned 
very concerned

if yes, who? ________________________

Have you recently been concerned about anyone in your family harming others?


not concerned 
a little concerned 
concerned 
very concerned

if yes, who? _________________________

Do you have a history of mental illness?   Yes   No   What mental illness?______________________________

Have you ever been emotionally abused?   Yes   No   If yes, by whom and when?________________________
Have you ever been physically abused?   Yes   No   If yes, by whom and when?__________________________

Have you ever been sexually abused?   Yes   No   If yes, by whom and when?___________________________

Do you have a disability?   Yes   No   If yes, what is the disability? ____________________________________

Do you have a physical illness?   Yes
   No   If yes, what?____________________________________________

Have you ever had suicidal thoughts?   Yes   No   If yes, when? ______________________________________
Have you ever attempted suicide?   Yes   No   If yes, when? _________________________________________
What medications are you taking? (prescription and over the counter)
	Medication
	Purpose
	Side Effects

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


How did you hear about the Long Island Institute of Sex Therapy? (circle)    Google      Psychology Today AASECT       SSSS        NCSF/KAP      SSTAR     Direct referral from ________________________________
If it was a referral, may I send the person a thank you note using your name?
Yes
No

Is there anything else you would like the therapist to know?
