
Jennifer Wohl counseling
Client Questionnaire
So that I may help you better, please take a few minutes to answer the following questions. 






Today’s date:




Name:





Your Date of Birth:




Address:




Best phone number to reach you:










Alternate phone number:










Email address 





Emergency Contact Person:



 Phone Number




What brings you into therapy at this time?







































































































What goals do you have for therapy?
















































































Is there anything you think I should know as we begin our work together?































































Please check all that currently concern you.

☐ Depressed mood
☐ Loss of pleasure in activities

☐ Anxiety

☐ Panic attacks
☐ Social isolation
☐ Difficulty sleeping
☐ Trusting others
☐ Nightmares

☐ Relationship stressors

☐ Being bullied/harassed
☐ PTSD/Flashbacks

☐ Impulsivity

☐ Irritability/Anger

☐ Financial concerns

☐ Health challenges

☐ Family of origin issues
☐ Low self-esteem
☐ Feelings of worthlessness
☐ Feelings of guilt and/or shame
☐ Obsessive thoughts
☐ Compulsive behaviors

☐ Suicidal thoughts

☐ Concerns with eating/food
☐ Body image

☐ Sexuality/intimacy
☐ Parenting challenges

☐ Adoption challenges
☐ Phobias
☐ Alcohol/Substance use

☐ Grief/loss
☐ Gender identity

☐ Cross-cultural issues
☐ Weight change

☐ Other 









Have you been in counseling before? 
Yes

No

If so, how long ago? 





Have you ever received a mental health diagnosis?
 
Yes

No

If yes, what was the diagnosis?





Are you currently working with another mental health provider?
Yes
No

If so, with whom? 






Insurance Information


Insurance Provider/plan name: 







Policy #:





Group #:





Insured’s name (if other than self): 




How did you hear about me? 

Internet search using key words (such as “grief counseling Portland”)

Portland Therapy Center online directory

Therapy Den online directory


Personal Referral from: 







Other:
 





Not sure 
Please initial the following, indicating that you have read and understood the Informed Consent.


I understand the limits to confidentiality associated with texting and emailing.


I understand that I am responsible for the full fee of the session in the case of 
cancellation with less than 24 hours or not showing up for the session. If I am 
using insurance, the full fee is the full contracted rate, not the co-pay or co-
insurance.

Please sign below, indicating that you have received, read, and understood the Informed Consent.

Printed Name




Date

Signature
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