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Thank you for considering Bridges Counseling of Ohio for counseling.  
Please fill out the Client Information Sheet and bring it to your first appointment. 

NAME 
first middle initial last 

DATE OF BIRTH  EMAIL 

ADDRESS 

PHONE message ok? 

home 
message ok?

cell 
message ok? 

work 

RELATIONSHIP STATUS 

EMPLOYMENT FT PT STUDENT NONE  OTHER 

EMERGENCY  NAME  
CONTACT   

PHONE RELATIONSHIP 

HOW DID YOU  
FIND BRIDGES?   GOOGLE   WEB     PSYCHOLOGY TODAY  CHURCH   

REFERRAL FROM OTHER  

   614.284.8922   www.BridgesCounselingOhio.com 

Worthington ofice:
885 High Street, Suite 106     
Worthington, Ohio 43085

Marysville office:
246 West 5th Street, Suite 203
Marysville, Ohio 43040

http://www.bridgescounselingohio.com/
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Worthington ofice:
885 High Street, Suite 106     
Worthington, Ohio 43085

Do you have any medical conditions?  

If yes, describe: 

Do you currently take any prescribed medications?  

Name / Dosage (how long, if known)   Purpose: Prescribed by: 

Have you previously received counseling? 

If yes, with whom did you meet? 

When? 

Does your family have a history of drug or alcohol problems? 

Do you currently use alcohol?  

Do you currently use illegal drugs or illegal substances?     

Have you ever been a victim of physical abuse?    

Have you ever been a victim of emotional or verbal abuse?  

Have you ever been a victim of sexual abuse or assault?    

Does your family have a history of mental health problems? 

Have you ever been in legal trouble?   

Have you ever attempted suicide?    

If yes, approximately when was this attempt made? 

Are you currently experiencing suicidal thoughts or feelings? 

Do you currently have a suicide plan? 

Y N

Marysville office:
246 West 5th Street, Suite 203
Marysville, Ohio 43040

http://www.bridgescounselingohio.com/
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Please check all of the feelings below that you are experiencing or that have influenced your decision to seek 
counseling: 

Inferiority Sadness 

Guilt  Lack of  

Insecurity Motivation 

Hopelessness  Stress 

Worthlessness Unloved 

Out of Control 

Low Self Esteem 

Extreme   

Excitement/  

Enthusiasm  
Loneliness Anxiety Other: 

Helplessness 

Fear 

Depression  

Doubt 

Shame 

Mood Shifts   

Anger  Confusion Irritation 

Please check all of the thoughts below that you are experiencing or that have influenced your decision to 
seek counseling: 

Confused 

Disorganized 

Obsessive  

Repetitive 

Racing  

Frightening 

Distracted  

Paranoid 

Homicidal  

Suicidal 

Perfectionistic 

Other: 

Please check all of the physical symptoms below that you are experiencing: 

Insomnia  Vomiting Headaches Other: 

Dizziness/ Muscle Tension  Memory Loss 

Lightheadedness Racing Heart Tightness in    

Weight Gain  Nausea  Chest  

Numbness/ Dry Mouth Loss of Menstrual  

Tingling Fatigue  Cycle 

Weight Loss  Excessive Sleep Eating Problems  

614.284.8922   www.BridgesCounselingOhio.com 

Worthington ofice:
885 High Street, Suite 106     
Worthington, Ohio 43085

Marysville office:
246 West 5th Street, Suite 203
Marysville, Ohio 43040

http://www.bridgescounselingohio.com/

	PHONE message ok?
	home
	cell

	First: 
	Middle: 
	Text3: 
	DOB: 
	EMail7_es_:signer:email: 
	Text9: 
	Text10: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box23: Off
	Text24: 
	Text25: 
	Text26: 
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Text31: 
	Text32: 
	Text1: 
	Text2: 
	Text4: 
	Text8: 
	Text11: 
	Text12: 
	Text13: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text27: 
	Text28: 
	Text29: 
	Check Box46: Off
	Check Box54: Off
	Check Box51: Off
	Check Box49: Off
	Check Box41: Off
	Check Box39: Off
	Check Box36: Off
	Check Box35: Off
	Check Box58: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Text81: 
	Check Box85: Off
	Check Box87: Off
	Check Box89: Off
	Check Box90: Off
	Check Box92: Off
	Check Box95: Off
	Check Box97: Off
	Check Box98: Off
	Check Box100: Off
	Check Box102: Off
	Check Box107: Off
	Check Box109: Off
	Check Box111: Off
	Check Box112: Off
	Check Box115: Off
	Text116: 
	Check Box117: Off
	Check Box119: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Text135: 
	Check Box136: Off
	Medical conditions: Choice1
	describe medical conditions: 
	suicide plan: 
	Current suicide thoughts: 


