Inner Shell Therapy LLC
Nicole Froman MSW, LCSW
(970) 420-8444
Niki@Innershelltherapy.com

Welcome to Inner Shell Therapy LLC. Please provide the following information on this questionnaire. This information allows me to provide the best comprehensive plan for services.  This questionnaire is confidential and will not be released without your permission.

Date of First Appointment: __________________

Name: ______________________________________________ Date of Birth: ______________________________ Age: ________ 
Race/Ethnicity________________________ Phone Number: __________________________Is it ok to leave a message? ________
Address: _____________________________________________ City/State: ___________________________ Zip: _____________  
Email Address: _______________________________________ Preferred Method of Contact: Call: ____ Text: ____ Email: ____
Religion: _________________________________________Employment/ Occupation: ___________________________________

Referred by: 
· Friend/Family: __________________________________________
· Medical Provider: ________________________________________
· My Website: ____________________________________________
· Insurance Provider: _______________________________________
· Therapist/Counselor: ______________________________________
· Other: __________________________________________________

Emergency Contact Information

Name: _______________________________ Phone Number: _______________________ Relationship to you: ________________
Address: _____________________________________________ City/State: ___________________________ Zip: _____________  

Please sign acknowledging and providing consent to your therapist to contact this individual in an emergency

Signature: ______________________________________________________________________ Date: _______________________
Medical History 
Primary Care Provider: _________________________________________________ Phone Number: _______________________ 
Address: _____________________________________________ City/State: ___________________________ Zip: _____________  

Specialty Provider: ____________________________________________________ Phone Number: _________________________ 
Address: _____________________________________________ City/State: ___________________________ Zip: _____________

Are you currently pregnant?  Yes____   No____                               Are you currently trying to conceive?    Yes _____    No_____ 

Have you experienced any miscarriages or loss of a child?     Yes____    No____    When? __________ 

Medical Conditions and Diagnosis: ______________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________  
Current Medications 
	Name 
	Frequency/Dosage 

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Family History 
Who lives in your home?
Name: _____________________________Relationship to you: ____________________________ Age: ________
Name: _____________________________ Relationship to you: ____________________________ Age: ________
Name: _____________________________ Relationship to you: _____________________________Age: ________ 
Name: _____________________________ Relationship to you: _____________________________Age: ________
Name: _____________________________ Relationship to you: _____________________________Age: ________
Name: _____________________________ Relationship to you: _____________________________Age: ________
What is your relationship status? ________________________________
If applicable, please describe your partner:
Name: _____________________________Gender: ____________Age: _____Occupation: ______________________
When and How did you meet?
__________________________________________________________________________________________________

How would you rate your relationship? Why?            1        2         3          4        5            6         7           8            9           10 
__________________________________________________________________________________________________

Do you feel safe in this relationship?    Yes_____ No______

Please identify if there is any family history of the following: (please also list the individual in relationship to you)
	Condition
	Please check 
	Family Member

	Alcohol/Substance Abuse
	Yes                            No
	

	Anxiety
	Yes                            No
	

	Bipolar I or II
	Yes                            No
	

	Depression
	Yes                            No
	

	Domestic Violence 
	Yes                            No
	

	Eating Disorders
	Yes                            No
	

	Obsessive Compulsive Disorder
	Yes                            No
	

	Schizophrenia 
	Yes                            No
	

	Other: 
	Yes                            No
	


  
Where did you grow up? _________________________________
____ City ____ Suburbs_____ Country
Who lived in your home when you were a child? 

__________________________________________________________________________________________________
What individual from your childhood still play a significant role in your life?
[bookmark: _GoBack]

Mental Health History and Goals for Therapy

Have you ever received any type mental health services or support? (Counseling, Psychotherapy, Psychiatry, Medications, Intensive Outpatient Treatment, Inpatient Hospitalization) 
· Yes     If yes, please identify the services that you have received: __________________________________________
· No	      ________________________________________________________________________________________     	
Why are you currently seeking therapy?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did your concern, symptoms or incident occur? 
· 1-2 months ago
· 6-12 months ago
· 2 years ago
· During adolescence 
· During childhood
· Other: __________________________________________
Are you currently experiencing depression, overwhelming sadness or grief?
· Yes
· No
Are you currently experiencing anxiety, uncontrollable/overwhelming thoughts or increased agitation?
· Yes
· No

Do you use any recreational substance?  
___ Alcohol, ____________(Frequency) ___Marijuana, ___________(Frequency) ___Illicit Substances, _____________(Frequency)

How would you rate your current sleeping habits? 
______ Poor ______ Unsatisfactory ______ Satisfactory ______Good ______Very Good

On average, how many hours of sleep are you getting each night? ________

How many days a week do you exercise? ______ What types of exercise do you participate in? 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

How would you know that therapy has been beneficial?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Thank you for taking the time to complete this form!
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