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Art Stories Studio Counseling & Art Therapy Services 
Birmingham, Alabama | artstoriesstudio@gmail.com | (205) 202.1239 

Client Confidential Information Form | Personal Data Inventory 
 

Personal Identification: 
Name: _____________________________________________________________ Date: ____________ 
DOB: ______/______/______ Age: _______  Gender: ______ 
Mailing Address Street: ________________________________________________________________  
City: _________ State: _________________ Zip: __________________ County: __________________ 
Daytime phone:  _(______)___________________ Message?  Y / N  
Alternate phone: _(______)___________________ Message? Y / N 
E-mail: ____________________________________ 
 African-American  Caucasian  Hispanic  Asian-American  Native-American  Other 
 

Referred by: _____________________________________________________ 
 

Art Stories Studio Counseling & Art Therapy Services occasionally sends out emails announcing upcoming 
schedules for classes and community or group opportunities. 
______ Yes, send me the newsletter to the email address listed above. 
______ Yes, send me the newsletter via snail mail to the address listed above. 
______ No, I would not like to receive the newsletter. 
 
 

 Please answer the following questions as fully as possible   
 
 

Present Problem: “These are issues causing me stress” Please circle all that apply: 

Marital issues | Health issues | Job issues | Financial issues | Parent/child issues 

Issues of past (guilt, abuse, neglect, family of origin issues) | Other___________________________ 
 

Symptoms: Please circle all that apply: 

 Change in sleep pattern | Decreased concentration | Change in appetite  

Increased anxiety | Decreased energy | Decreased motivation 
 

Circle any losses you have experienced: 

Family | Health | Disruption of lifestyle | Job | Significant other | Other______________________ 
 

Suicidal/Homicidal Ideation: 
Have you attempted to commit suicide or homicide in the past? (Circle: Yes or No) 
If yes, how? __________________________________________________________ 
Is there a history of suicide in your nuclear and/or extended family? (Circle: Yes or No) 
Have you ever inflicted burns or wounds to yourself? (Circle: Yes or No) 
Are you presently suicidal/homicidal? (Circle: Yes or No) 

 

Living Arrangements: 
Circle: Satisfactory | Unsatisfactory  How long have you been living there? __________  
With whom are you living? ________________________________________________________ 
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Birmingham, Alabama | artstoriesstudio@gmail.com | (205) 202.1239 

Please check any of the following that describe you at this time: 
__ Active  __ Easy-Going __ Ambitious  __ Shy 
__ Self Confident __ Persistent  __ Introvert  __ Nervous 
__ Good Natured __ Extrovert  __ Hardworking __ Likeable 
__ Impatient  __ Leader  __ Impulsive  __ Quiet 
__ Moody  __ Often Blue __ Submissive __ Kind 
__ Spiritual  __ Excitable  __ Self-Conscious  __ Lonely 
__ Imaginative __ Sensitive  __ Calm  __ Serious 
__ Creative   __ Annoyed  __ Irritated  __ Grieving 
__ Joyful  __ Anxious  __ Fearful  __ Other 
 

What event(s) in the recent past has/have prompted you to seek counseling? ___________________ 
________________________________________________________________________________________ 
How do you expect counseling to help your present situation (what are your goals)? _____________ 
Briefly describe your thoughts/ ideas about art therapy: ______________________________________ 
________________________________________________________________________________________ 
What are you hoping to accomplish in art therapy? __________________________________________ 
________________________________________________________________________________________ 

 

List 3 of your strengths and 3 of your weaknesses: 
Strengths:      Weaknesses: 
_________________________________  ___________________________________ 
_________________________________   ___________________________________ 
_________________________________  ___________________________________ 
 
 

Support System: 

Who can you count on for support? Circle as many as apply: 
Parents | Spouse | Siblings | Employer | Church Pastor | Therapist | Neighbor(s) 

Close friend | Extended family | Small/Support Group | Community Services 

Co-Worker | Medical Doctor | Other: _______________________________________________ 

Spirituality: 
Please list any past difficulties in the area of religious or ethnic/cultural background: 
_____________________________________________________________________________________ 
Do you currently attend church? (Circle: Yes or No) If yes, where? _________________________ 
What are your thoughts on God/ Spirituality? ___________________________________________ 
Denominational Preference: ____________________________________ 
 

Employment & Education: 
Place of Employment: __________________________________ Position: _____________________ 
Do you plan on staying at this job? _____ How many jobs have you held within the previous five 
years? ____________ If you could choose any job what would it be? __________________________ 
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What do you like/dislike about your current employment/career? Please List. 
 

Like:       Dislike: 
_________________________________  ___________________________________ 
_________________________________   ___________________________________ 
_________________________________  ___________________________________ 
Describe your relationship with your superiors and co-workers? ____________________________ 
______________________________________________________________________________________ 
Describe your job performance: _________________________________________________________ 
______________________________________________________________________________________ 
Have you ever been fired? (Circle: Yes or No) If yes, please explain:  _________________________ 
______________________________________________________________________________________ 
 

Legal History: (Please explain all that apply) 
Charges as a minor, Charges presently, Arrests, Convictions, Parole or Probation, Bankruptcy, 
Civil Suits, Child Custody Problems: ______________________________________________________ 
 

Educational History: 
What was school like for you?  __________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
Highest-level achieved: _______ What types of grades did you make? ________________________ 
Are you currently in school? (Circle: Yes or No) If yes, what level? ___________________________ 
How much education have you completed? _______________________________________________ 
 

Marriage & Family (if  applicable):  

Marital Status:  Single  Married  Separated  Partnered  Divorced  Widowed 
 

Spouse or Partner: ___________________________________ Length of time together: ___________ 
Previous Marriage? (Circle: Yes or No) If yes, date of divorce: __________ Any Children from that 
marriage? (Circle: Yes or No) List children and/or stepchildren: 
Name      Age  Gender 
_________________________________  ___________  ___________ 
_________________________________  ___________  ___________ 
_________________________________  ___________  ___________ 
What is your perception of your current marriage (include communication problems)?  
______________________________________________________________________________________ 
______________________________________________________________________________________ 
 

Have you ever been to counseling as a result of the problems with this relationship prior to today? 
(Circle: Yes or No) If so, what was the outcome of that counseling? _________________________ 
_____________________________________________________________________________________ 
Have either of you or your partner struck, physically restrained, used violence against or injured the 
other person within the last three years? (Circle: Yes or No) 
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Childhood History: 
What was your birth order? ___of ___ children. Who primarily raised you? ____________________ 
How would you describe your childhood?  Wonderful | Positive | Traumatic | Painful | Uneventful 
What were you like as a child (include friends, school, hobbies, and personality)? ______________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
Were there any unusual or traumatic experiences for you as a child? 
Date Age Event 
_______________________________________________________________________________________ 
What is your sexual orientation?  Heterosexual | Homosexual | Bisexual 
 

Health:  

Please describe your health: _______________________________________________________________ 
Do you have any chronic conditions? (Circle: Yes or No) If yes, please explain: __________________ 
 ________________________________________________________________________________________ 
List current medications: _________________________________________________________________ 
Is there a substance or activity that you are potentially dependent on? Describe your current usage 
or usage in the past of this substance or activity (including alcohol, tobacco, shopping, working out, 
gambling, etc): __________________________________________________________________________ 
Have you ever been hospitalized for psychiatric reasons? (Circle: Yes or No) 
Has it been more than a year since your last physical, including blood tests? (Circle: Yes or No) 
Do you have any allergies? (Circle: Yes or No) If yes, explain__________________________________ 
List any previous health problems, operative procedures, and medical hospitalizations: 
________________________________________________________________________________________ 
Nutrition: 
Have your eating habits changed recently? (Circle: Yes or No) If yes, please describe: __________ 
 ______________________________________________________________________________________ 
Has your weight fluctuated more than +/- 10 lbs. over the previous year? (Circle: Yes or No) 
Do you often eat out of depression, boredom, anger? (Circle: Yes or No) If yes, please describe: 
______________________________________________________________________________________ 
If you use laxatives, water pills (diuretics), or diet medications, how often do you use them? 
______________________________________________________________________________________ 
Additional Information: 
Are there any other things that can be helpful for us to know about you? ______________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
Previous Counselor: _________________________ Dates of Treatment from: _________to: ________ 
Reason for Counseling: __________________________________________________________________ 
 

Current Psychologist/  Therapist: _______________________________________________________ 
Phone Number: ________________________ Address: ________________________________________ 
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Current Psychiatrist: ___________________________________________________________________ 
Phone Number: _______________________ Address: _________________________________________ 
 

Current General Practice Doctor: ______________________________________________________ 
Phone Number: _______________________ Address: _________________________________________ 
Local Emergency Contact: 
Person: ________________________________________________________________________________ 
Relationship to you: _________________________________ 
Home phone: _(______)__________________ Work phone: _(______)________________________ 
Address: ____________________________________________________________________________ 
City: ________________________________ State: __________ Zip code: ______________________ 
 

Read over carefully, sign and date |  paperwork must be completed before first session 
 

All fees must be paid at the time of service.  If you must cancel or reschedule an appointment, please 
call within 24 hours before the appointment time.  If you fail to come for your scheduled 
appointment without calling, you will be charged your full fee.  If no payment has been made for 
more than one session, no appointment will be scheduled until payment is made. I understand that I 
am responsible for all charges incurred while I am a client at Art Stories Studio. 
 
________________________________________  _________________________________ 
Client’s Name (print)     Client’s Signature (if 14 years or older) 
 
________________________________________  _________________________________ 
Printed Name of Parent or Legal Guardian  Signature of Parent or Legal Guardian 
 
________________________________________  ______/______/______ 
Relationship to Child     Date 
 
 


