Dr. Camille Chapline, Psy.D.,LMFT
Date:_________________

CLIENT ASSESSMENT FORM
For Office Purposes Only                                                                                                                                DSM-IV TR DX:

Axis I:    ________________________________________________________________

Axis II:   _______________________________________________________________
Axis III:  ________________________________________________________________
Axis IV:  ________________________________________________________________
Axis V:   ________________________________________________________________
Risk Assessment:  ________________________________________________________ ________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​
​​Policy regarding Late Cancellations, No Shows, and referring Non- or Skipped Payments to Collections.

Client, please complete the following  credit card information to be used for No Shows or Late Cancellations.  Note that you are signing an agreement with Dr. Chapline to have her charge your credit card if you have a Late Cancellation (not cancelling 24 hours in advance) or not showing up for a scheduled appointment (No Show).  This policy is clearly stated on documents you have signed or will sign upon face-to-face meeting with Dr. Chapline.  
If there is a Late Cancellation or No Show, you will be charged your regular insurance payment plus any co-pay that is due per date of service.  If payment that is due ultimately goes to a Collection Agency, the Collection Agency will bill you Dr. Chapline’s cash fee per date of service.  You signature designates you understand this policy and agree to billing your credit card billing for such purposes.  You also understand and agree to the Collection Agency billing policy should your credit card number no longer be in effect, or if payment is denied by the credit card company.
Credit Card Name:______________________Credit Card No._____________________                            Expiration Date:________________________Security Code:______________________
My signature follows, noting agreement with the above-stated information regarding Late Cancellations and/or No Shows.

_____________________________________________________  __________________                                       Client name and name on credit card                                                                  Date

Client Assessment:

Name: _____________________________________ Age ____  Birth Date:  _________
Address ________________________________________________________________

City, State, Zip Code ______________________________________________________
Home Phone No.:  _____________________Cell Phone No.:  _____________________

Fax No.:  ____________________   Social Security No.:  _________________________
Emergency Contact:  ______________________Home Phone and Cell No.: __________ 
Marital Status:  _________  Partner’s name, his/her Business name, Business Address or Location and Business Phone No.:  ___________________________________________ ________________________________________________________________________  _______________________________________________________________________________________________________Partner’s cell phone No: _____________________                       
_______________________________________________________________________Ethnicity  __________________________ Primary language ______________________  Religious Affiliation ______________________________________________________

Birthplace  ___________________________  Occupation  ________________________

Employer or school _______________________________________________________

Employer or school telephone number(s)/address:  ______________________________ 
________________________________________________________________________
Presenting Problem or Goal:  ________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Mother living? _____, Name ____________  Age?  ________  Close? _______________
Father living? ______, Name  ___________  Age?  ________  Close? _______________
Stepparents?  _____​​​​​​​______Age stepmother?  _________  Age stepfather? ___________
Brothers?  Stepbrothers?  How many?  Names & ages ____________________________ 

________________________________________________________________________
____________________________________________________________________​​​____
Quality of Those Relationships (Close, Distant, Why)?____________________________
________________________________________________________________________

Sisters?  Stepsisters?  How many? Names & ages  _______________________________

________________________________________________________________________
________________________________________________________________________
Quality of Those Relationships (Close, Distant, Why?)  ___________________________
________________________________________________________________________
Children?  _______  How many? ______  Names and ages  ______________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Which, if any, family members do not live with you? (divorce, separation, schism in family, etc.) _____________________________________________________________
________________________________________________________________________
Why are certain family members living separately from you?  ______________________ ________________________________________________________________________ ________________________________________________________________________
​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​Other Mental Health Issues, Problems, or Goals:  ________________________________ ________________________________________________________________________________________________________________________________________________   ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
What do you consider to be your greatest strengths as a person? ____________________

________________________________________________________________________
What do you consider to be your greatest need(s), greatest weaknesses as a person (ex. of needs:  not having children, needing a spouse, wanting a career, etc.  Example of weaknesses:  procrastination, anger issues, emotionally chaotic, insecure, afraid of success, etc.)  ____________________________________________________________
_______________________________________________________________________
Mental Health Hospitalizations/Services or Inpatient Treatment?  Kind?  Where?  When? (Either you or other family members):  ________________________________________
_______________________________________________________________________
_______________________________________________________________________

Current psychotropic medications (antidepressants, tranquilizers, sleep agents, antipsychotics, mood stabilizers, etc)?  _______________________________________ _______________________________________________________________________

Current medical problems: _________________________________________________ _______________________________________________________________________Current prescription medications (medications prescribed by your physician) and over-the-counter medications  ___________________________________________________
_______________________________________________________________________

_______________________________________________________________________

Suicidal Thoughts? _________ How Often? ________ Do you have a plan? __________

What is it? ______________________________________________________________

Previous Attempts? _______________________________________________________ 

Family History of Suicides or Attempted Suicides?  Who? What method? ____________
_______________________________________________________________________

_______________________________________________________________________

Homicidal or Violent Thoughts: _________ How Often? ________ Do you have a plan?

_______________  What is it? _____________________________ Who? ___________
History of Violent Acts? ___________ Assaults? ___________ Threats? ____________ Property Damage? ___________ Use of a Weapon? _____________________________
Are you a victim of violence, assault, rape?  What happened? When? ________________
_______________________________________________________________________

_______________________________________________________________________

Do you have any anger issues? ______  How severe would you rate them on a scale of 

one to ten (ten being the worst)?  _____  How severe would your family members rate them on a scale of one to ten (ten being the most severe)?  ______  Have you ever been in treatment for your anger issues?  _______Where and When? ______________________
_______________________________________________________________________
How much did it help you? (on a scale of one to 10, 10 being the most help) __________
Family history of mental disorders (Who? What is/was the diagnosis or problem? _______________________________________________________________________
_______________________________________________________________________

General medical history including any known medical problems affecting mood: _______________________________________________________________________
_______________________________________________________________________
Known allergies:  _______________________________________________________________________

_______________________________________________________________________
GENERAL HISTORY (Please note any problems, difficulties, highlights, achievements, example:   Did you like it?  Did you have friends?  Did you do well?)
Preschool _______________________________________________________________

_______________________________________________________________________ 

Kindergarten ____________________________________________________________

Elementary _____________________________________________________________ _______________________________________________________________________ Junior High School _______________________________________________________

________________________________________________________Graduate? ______
High School _____________________________________________________________

________________________________________________________________________
________________________________________________________Graduate?  ______
Young Adult _____________________________________________________________ 

________________________________________________________________________
Adult  __________________________________________________________________

________________________________________________________________________

General Family Interactions (Good, fair, poor?  What makes them good, fair, or poor?)​​​​​​​​​​​​​​​​​​​​​​ _________________________________​​​​​​​​​​​​​​​​​​​​​​​​​​_______________________________________

________________________________________________________________________ 

________________________________________________________________________
Relationship History (friends, business, long-term, intimate, etc.):  __________________  _____________________________________________________________________
Employment History (Where?  What did you do?  When?  How long?  Did you like it?  ________________________________________________________________________ ________________________________________________________________________
________________________________________________________________________

________________________________________________________________________
Special Interests/Hobbies ___________________________________________________ 
________________________________________________________________________ 

________________________________________________________________________

Any additional Education? __________________________________________________ 

________________________________________________________________________
Degrees/Certificates held __________________________________________________ 

________________________________________________________________________ 
GAMBLING USE:

Do you gamble at casinos, card rooms, or bet on the lottery?  ______________________  How often do you do this and does it increase your debts due to your losses?  _________ ________________________________________________________________________
Do you gamble at your or others’ homes?  Examples:  playing cards, games, video games, sports or anything else that could generate a bet?  _________________________ ________________________________________________________________________

Do you bet on sporting events or the lottery at work or with friends?   _______________ ______________________________ How much money do you gamble when you gamble, for each type of event?  _____________________________________________ ________________________________________________________________________________________________________________________________________________
How frequently do you gamble?  _____________________________________________

Do you feel “high” or emotionally better while you are gambling?  __________________

Do you feel a letdown, depression, or sense that you have lost something important when you can’t bet on something?  ________________________________________________

Do you crave gambling or betting?  ___________________________________________

Do you feel bad about yourself after gambling?  _________________________________

Does your family have concern about your gambling or betting? ____________________ ________________________________________________________________________

It is normal in your culture to gamble, bet, buy lottery tickets, etc.? _________________ ________________________________________________________________________
SUBSTANCE USE: (alcohol, amphetamines (meth), cocaine, crack, hallucinogens, Marijuana, opiates, PCP, sedatives, cocktails [mixtures], or any other legal or illicit drug used to get high or feel a buzz) 
Kinds? _______________ Age began? _____ How often? _______ How long? ________
            _______________                     _____                     _______                   ________

            _______________                     _____                     _______                   ________

            _______________                     _____                     _______                   ________

            _______________                     _____                     _______                   ________

            _______________                     _____                     _______                   ________  
Anything you would like to add about your substance use history?  _________________

_______________________________________________________________________ _______________________________________________________________________

Detox (where, when?)  ____________________________________________________

_______________________________________________________________________

Treatments (AA, NA, Practical Recovery Services, etc.)__________________________ 
_______________________________________________________________________
_______________________________________________________________________ Relapses (what substance? where? when? how long?): ___________________________  
_______________________________________________________________________
_______________________________________________________________________

Time Clean and Sober:  ____________________________________________________

Current Drug Screenings (Where?  When?)  ____________________________________ 
Rehabs:  ________________________________________________________________
_______________________________________________________________________

Motivation to Stay Clean?  Motivation for Treatment? ___________________________

_______________________________________________________________________
Undesirable Habits:  ______________________________________________________ 
Motivation to Change Them:  _______________________________________________

_______________________________________________________________________

​​​​​​​​​​​​​​_______________________________________________________________________

Eating Problems (example bingeing, purging, over-exercise, eat to control emotions, junk food, fast food, counting bites, don’t eat, skip meals, etc.):  _______________________ 
_______________________________________________________________________

_______________________________________________________________________
Other Addictive Behaviors  (examples:  internet addiction, sexual addiction, picking, cutting, hair pulling, stealing, excessive talking, spending money, overuse of credit cards, excessive cleanliness, rituals, etc.)  _______________________________________________________________________
_______________________________________________________________________
Important Traumatic Events (major or minor traumas:  ___________________________
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Living Situation (House, Apt., with relatives, with friends, on the street, in a car, etc.?):  
_______________________________________________________________________

_______________________________________________________________________

Support Systems:  ________________________________________________________

_______________________________________________________________________

Cultural/Ethnic Issues:  ____________________________________________________

_______________________________________________________________________HUMAN SEXUALITY:  Note:  Answering the human sexuality questions below helps me understand the formation of your personality.  It can direct me to asking questions that may be valuable in designing the best treatment plan for you.
NOTE:  There is a Human Sexuality Continuum (homosexuality, bi-sexuality, heterosexuality, trans-gendered, fetishism, voyeurism, paraphilias, etc.).  Where do you fall on that continuum?  ___________________________________________________ Tell me something about your sexual likes and dislikes and how they developed, should you know. _______________________________________________________________ ________________________________________________________________________Have you experienced any disturbing childhood sexual experiences (fondling, molest, rape, incest?)  ____________________________________________________________
_______________________________________________________________________
Do you have any recurring longstanding sexual fantasies: Yes ________     No________ 
Spiritual Assessment:

1.  Is there anything that gives you a sense of, hope, meaning, comfort, peace, love, and connection? _____________________________________________________________ 

_______________________________________________________________________ 

2. Is there anything or anyone in your life that gives you internal support? ___________ 

_______________________________________________________________________

_______________________________________________________________________

3. What sustains you—keeps you going? ______________________________________

_______________________________________________________________________

4. For some people, religious or spiritual beliefs act as a source of comfort and strength in dealing with the ongoing problems of life.  Is this true for you? _____________________

5. Are you part of a religious or spiritual community? ____________________________

________________________________________________________________________

6.  How does it help you? ___________________________________________________

7.  Do you have personal spiritual beliefs that are independent of organized religion?  What are they? ___________________________________________________________
________________________________________________________________________

8.  Do you have spiritual practices that are independent of organized religion? _________

________________________________________________________________________

9.  Do you believe in God, a Higher Power, or Universal Life Force? ________________ 

10.  Do you have any conflicts about your spiritual practices or organized religion? Do any conflicts affect your personal relationships (family, friends, workplace, etc.)?  _____
________________________________________________________________________
11.  How were you punished as a child? _______________________________________
________________________________________________________________________
12.  How were your parents punished as children? _______________________________

________________________________________________________________________
13.  Do you have any end of life issues or concerns that bother you at this time? _______
________________________________________________________________________
14.  Is there anything you would like me to know or believe that I should know in order to better understand you and help you?  ________________________________________________________________________ ________________________________________________________________________                                                     ​​_____________________________________________________________
PAGE  
Providers Signature ____________________________ 

Client Name:__________________________________
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