Courtney Breed, LCSW 
Personal Data Summary


Courtney Breed, LCSW
659 Cherry Street, Suite 202
Santa Rosa, CA 95404
LCS#75886
707-634-4632

Thank you for taking the time to complete this confidential personal data summary



General Information:  
Today’s Date: ________________  Preferred name to use: ___________________ Medi-cal#: ____________________
Name: ____________________________________   Age: _______DOB: ____________ Gender:___________________   
Address: ________________________________________________   City: _______________________  Zip: _________
[bookmark: _GoBack]Phone: Cell_________________________ Phone Home/Work:________________ May I leave a message? □ Yes   □ No 
Emergency Contact: __________________________  Phone: __________________  Relationship: _________________ 

Your occupation: ________________________________   Education level: ______________________________  
Current Marital/Relationship Status: ______________________How long?___________   Living together?___________
Children (Names/Ages)     ____________________________________________________________________________

Areas of Concern: 
What brings you to therapy at this time?: ________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________ 
Outcome you hope for from therapy? ___________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________     
Do you have any particular concerns/fears with regard to therapy? ___________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________ 
Are you currently having suicidal thoughts?    □ No   □ Yes 	How often?    □ Frequently   □ Sometimes   □ Rarely 
Have you had suicidal thoughts in the past?    □ No   □ Yes 	How often?    □ Frequently   □ Sometimes   □ Rarely 
Did you ever act on these thoughts?    □ No   □ Yes      Please Explain __________________________________________ __________________________________________________________________________________________________ 
   
Have you been in counseling before?   □ No   □ Yes     Provider: ______________________________________________  
When/How long? _____________________ How was the experience?:________________________________________  
Have you ever been hospitalized in a psychiatric facility?   □ No   □ Yes   Please describe with dates: _________________ ____________________________________________________________________________________________________________________________________________________________________________________________________
Any concerns about overeating /bingeing/purging/restricting/dieting/body image in the past and/or present?_________ ____________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Medical History: 
Have you ever been diagnosed with a serious illness? Please describe: ________________________________________ __________________________________________________________________________________________________     Do you have any medical conditions that may affect your mental health treatment? Please describe: _______________ __________________________________________________________________________________________________     Please describe your overall health today:  _______________________________________________________________ __________________________________________________________________________________________________    
Are you experiencing any medical/physical symptoms you attribute to a mental, emotional, or stress-related condition? 
 Please describe:  ____________________________________________________________________________________ __________________________________________________________________________________________________   Are you under a physician's care?   □ No   □ Yes   Physician’s Name: _______________________ Phone:______________ 

Current or past psychiatric/psychotropic medications: (i.e., anti-depressants, mood stabilizers, anti-anxiety, etc.) 
	Medication/dosage
	Date Start/End
	Prescribing Physician
	Phone

	
	
	
	

	
	
	
	

	
	
	
	



Current medications/herbs: (sleep aids, antibiotics, cholesterol, supplements, pain, cannabis, etc.) 
	Medication/dosage
	Date Start/End
	Prescribing Physician
	Phone

	
	
	
	

	
	
	
	



Family of Origin History: 
Parent Name:_____________________________  Age:__________ Living?________ If deceased, when?_____________   
□ Mother      □ Father      □ Other    
Description of your relationship with this parent: __________________________________________________________
__________________________________________________________________________________________________ __________________________________________________________________________________________________ 
Parent Name:_____________________________  Age:__________ Living?________ If deceased, when?_____________   
□ Mother      □ Father      □ Other   
Description of your relationship with this parent: __________________________________________________________ __________________________________________________________________________________________________  ____________________________________________________________________________________________________________________________________________________________________________________________________ Names, ages and brief description of relationship with siblings: _______________________________________________  ____________________________________________________________________________________________________________________________________________________________________________________________________
   
In general terms, please briefly describe your childhood:____________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  
   
Were you ever subjected to verbal, physical, emotional, sexual abuse? neglect?:_________________________________ __________________________________________________________________________________________________   
Other Information: 
How often do you smoke / drink / use recreational substances? ______________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________                        
What or to whom do you currently turn to when you need support?: _________________________________________ __________________________________________________________________________________________________
What inner strengths/qualities do you use in difficult times?: ________________________________________________ __________________________________________________________________________________________________
Please describe your spiritual identity/orientation: _________________________________________________________ __________________________________________________________________________________________________

Please describe your interests/hobbies:  _________________________________________________________________ __________________________________________________________________________________________________

Please feel free to include any other information you believe is relevant to your mental health, not previously requested:  
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

How did you hear about Courtney Breed, LCSW? __________________________________________________________

Thank you so much for taking the time to complete this questionnaire!
3

