Anne Hannahan RN, MA, LP

821 Raymond Ave. Suite 440B
St. Paul, MN 55114

651-319-9269
-CONFIDENTIAL-
Client Information Summary
Name____________________________________________________
Date of Birth:__________________
Address:__________________________________________________
City:_________________________State________Zip Code________
Home Phone:____________________ Cell Phone:________________
E-Mail___________________________________________________
Occupation:_______________________________________________
Employer_________________________________________________
Significant Other:__________________________________________
Children:__________________________________________________
_________________________________________________________
Physician:________________________________________________ 
Who referred you for service?_________________________________
Emergency Contact:___________________________Phone #___________

Description of presenting concern: What sorts of things are you struggling with right now? What assistance are you seeking?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did this problem start?
____________________________________________________________________________________________________________________________________________________________________________________________________________________
How did you decide to call at this point?  ______________________________________________________________________________________________________________________________________
Have you spoken to other professionals about this?  Yes        No
Any history of mental health care?   Yes      No 
Chemical dependency?   Yes    No    If yes, when?

Who did you see? __________________________________________________
________________________________________________________________
Medical illnesses: ______________________________________________ 
_____________________________________________________________

Vitamins: Minerals:Supplements? ___________________________________

________________________________________________________________

Do you practice any complementary therapies? _______________________________________________________

Current Medications & dosage______________________________________
_______________________________________________________________
Are you on any anti-depressant medication?   Yes    No    If yes, how long have you been on this medication?

Do you take any medication for anxiety?   Yes    No

Describe your mood during the last couple of weeks? __________________________________________________________________________________________________________________________________________
How is your sleep? ______________________________________________
How is your appetite? ________________________________________
Any difficulties with concentration?      Yes   No     

Any difficulties with your memory?      Yes   No

Any increased irritability?                      Yes   No

Loss of interest in usual activities?        Yes   No

Are you finding yourself obsessing about things that concern you?   Yes   No

Note any delusional thoughts/hallucinations

Has a family member been diagnosed or treated for depression?    Yes    No   
Are you feeling nervous, scared, or tense?    Yes   No      
If yes, please describe what you experience.
When do you feel most anxious?
When do you feel the calmest?

Any panic attacks?    Yes   No    Rapid heart beat?   Yes   no

Any shortness of breath?   Yes   no    Light headedness?   Yes   no

Have you or anybody in your family been treated for an eating disorder?
Yes   No
Do you use alcohol?   Yes   No   If yes, how often?

Is this a concern for you or anyone close to you?   Yes   No

Do you use any other “recreational” drugs?  Yes   No

Do you engage in gambling?   Yes   No

Any difficulties with over-spending, debt or compulsive shopping?  Yes   No

Are you feeling physically safe at this point? (self-harm or harm from others)   Yes    No

 Do you have any relevant abuse issues?  Yes   No

Are you experiencing any relationship concerns?   Yes   No

Do you have work problems?   Yes   No

Do you have financial problems?  Yes   no

Do you have legal problems?  
Are you part of any faith community?    Yes  No   
Is this a resource to you now?  Yes   no 

Do you have spiritual beliefs that help you cope or that might influence your health decisions?

How would you rate the amount of stress in your life right now? 0-10

How have you generally dealt with stressful situations in the past? What works? What are your strengths?
Who comprises your support network? How are you involving those people at this time?

I have been provided with and understand the Client Information Sheet and the Client’s Bill of Rights. I understand and agree that regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services provided
Signature_______________________________________Date__________

