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Client Questionnaire

The purpose of this questionnaire is to get a more complete picture of your 
personal, family and relational background without having to use a great deal of 
therapy time. Please answer the questions as accurately as you can and feel free 
to ask me any questions you have regarding the questionnaire. 

Clients name: 
________________________________________________________________
______________

Today’s date: _______ / ________ / ________

Parent/Guardian (if client is under 16): 
___________________________________________________

Mailing address: 
________________________________________________________________
_____________

Street City State Zip

Please check this box if it is NOT ok to send mail to this address.  ☐

Email address: 
_____________________________________________________________
Is it ok to send emails concerning appointments, upcoming events and billing? 
☐ YES      ☐NO

Best phone number to reach you at: 
________________________________________________

Please identify what kind of number this is: (work / home / cell )

Is it ok to leave a detailed message at this number?   ☐ YES      ☐NO

Date of birth: ________ / ________ /________ Age: ___________

Gender: ___________ Ethnicity (optional): 
____________________________
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Emergency contact name and number: 
____________________________________________________

Who referred you? 
________________________________________________________________
__________

Occupation: ____________________________________________ 
Place of employment: 
________________________________________________________________
_______

What is the highest level of education you have completed? (Please circle below)

High school Associates degree Bachelors degree Masters degree     Masters 
+

What is your current relationship status? 
☐Single   ☐In a long term relationship    ☐Married   ☐Divorced    ☐Separated    
☐Other _____________________________________________

Do you have any children? ☐ YES ☐ NO
If YES, please list their names and ages. 
___________________________________________________

Do you children live with you?: ☐Fulltime     ☐Part time ☐Do not live with 
me

Do you have any spiritual beliefs that are important to you?: ☐ YES ☐ NO
If YES, please describe: __________________________

Are you on any medication? ☐ YES      ☐ NO
If YES, please list the name(s) of the medication(s), your current dosage, the 
frequency taken and the reason(s) for taking the medication(s): 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
___________________________________

Do you have any significant health issues? If so, please describe below. 
________________________________________________________________
________________________________________________________________



________________________________________________________________
__

When was your last medical checkup? 
____________________________________________________

Describe your diet (i.e. healthy, junk food, combination, paleo, vegan, etc.) 
________________________________________________________________
_________________________________

Do you exercise? ☐ YES ☐ NO  
 If YES, how often and what do you like to do? 
________________________________________________________________
________________________________________________________________
________________________________________________________________
__

Do you engage in any self care outside of exercise? ☐YES ☐NO
If YES, how often and what do you do? 
________________________________________________________________
________________________________________________________________
________________________________________________________________
__

Have you ever given serious consideration to ending your own life and/or have 
made an attempt to end your life? ☐ YES ☐NO
If YES, please describe: 
________________________________________________________________
________________________________________________________________
________________________________________________________________
__
________________________________________________________________
_________________________________

Is there a history in your family of any of the following? Please check all that 
apply:

☐ Sexual abuse ☐ Physical abuse

☐ Emotional abuse ☐ Violence

☐ Alcohol/drug abuse ☐ Rape

☐ Sleep disorders ☐ Eating disorders



☐ Depression ☐ Anxiety

☐ Other(s) Please describe: 
________________________________________________________________
_________________________________

Please check any of the following that have been or are currently problems for 
you:

☐ Marriage/ Partner ☐ Family ☐ Gambling

☐ Job/School ☐ Health ☐ Self 
control

☐ Finances ☐ Legal ☐ Depression

☐ Friendships/Relationships ☐ Mood fluctuations ☐ Other (list below)

☐ Anxiety levels ☐ Eating habits

☐ Spirituality ☐ Anger

☐ Alcohol ☐ Drug(s)

☐ Sexual difficulties ☐ Caffeine

☐ Smoking ☐ Temper

☐ Technology ☐ Social media
Are there any legal issues affecting you at this time? ☐ YES ☐ NO
If YES, please describe: 
________________________________________________________________
______
________________________________________________________________
_________________________________

Have you been in counseling before? ☐ YES ☐ NO
If YES, please describe what kind of counseling, length of time, and dates you 
were engaged: 
________________________________________________________________
________________________________________________________________
________________________________________________________________
__



How did you feel about your experience? 
________________________________________________________________
________________________________________________________________
________________________________________________________________
__

Briefly describe your reasons for counseling now: 

________________________________________________________________
_________________________________

What are your specific goals for counseling- what would you like the results to 
be/what would you like to get out of the experience? 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
___________________________________

Is there anything else that you feel is important for me to know? 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
___________________________________
________________________________________________________________
_________________________________

Confidentiality



As your therapist, all information will be kept strictly confidential. If I should run 
into you in public, you are welcome to approach me but due to the nature of our 
relationship, I will not approach you. This is due to my personal as well as legal 
and ethical responsibilities to keep you and any revealing information about you 
and our relationship private. Additionally I will not share any information with 
anyone (spouses, partners, other medical professionals, etc.) unless a document 
permitting a release of information has been signed by you giving your full 
consent and approval. I will retain your records for seven years after you 
terminate therapy with me. At the end of that calendar year, your file will be 
shredded and destroyed.  Should you wish to personally retain your records, you 
must make a request in writing prior to the end of the seventh year. 

As mandated by the state of North Carolina, I am legally required to break 
confidentiality if one of the following things are mentioned or brought to 
my attention:

1. If you threaten suicide, I am legally required to take any means necessary 
in order to keep you safe and to prevent this from happening.

2. If you threaten to harm another person(s), including murder, assault or 
other physical harm.

3. If you report suspected child abuse including but not limited to: physical 
abuse/assault and sexual abuse/assault.

4. If you report physical abuse of the elderly and/or dependent adults.
5. If you are unable to care for yourself and are disabled.

**North Carolina law mandates that mental health professionals reported 
the above listed situations to the appropriate person(s) and/or agencies.

Litigation Limitation
Due to the nature of the therapeutic process and the fact that it often involved 
making a full disclosure with regard to many matters which may be of a 
confidential nature, it is agreed that should there be any legal proceedings (such 
as, but not limited to, divorce and custody disputes, injuries, lawsuits, etc.) 
neither you nor your attorney, nor anyone else acting on your behalf will call on 
Shannon Tabor, LCASA, to testify in court or ay any other proceedings, nor will a 
disclosure of the psychotherapy records be requested. I do not work with clients 
involved in lawsuits, harassment and/or disability cases, or any other matters 
whereby therapy will be used for a specific legal or financial outcome.

Please initial on the line below indicating that you have carefully read the 
above section on Litigation Limitations. _______________ 

Appointments



After the initial appointment if you decide to engage in therapy, we will schedule 
your next appointment and work on a consistently agreed upon basis. Therapy 
works best when the sessions are ONCE PER WEEK, regardless of how you are 
feeling. The underlying issues will not surface (and cannot be explored) if you 
attend inconsistently and/ or your attendance is contingent on your moods/
feelings. If you begin to cancel appointments, we will reevaluate whether or not 
you are ready to confront the interpersonal work you set out to do when making 
the decision to begin therapy. Should you or I feel that you would benefit from 
additional sessions throughout the week, I will make adjustments as necessary.

Sessions are typically 45-55 minutes in length. Your appointment time is the 
beginning of your session. If you are late, then your session will be shorter for 
that particular day. Therefore it is to your benefit that you arrive on time in order 
to receive a full session. Appointments will be cancelled if you do not call or 
text and are more than 15 minutes late. 

If after working together you do not believe that it is in your best interest to work 
with me based on my therapeutic philosophy or theoretical orientation, if I am 
able, I will guide you towards someone that I professionally believe will be more 
helpful to you.

Cancellations
Because no appointment will be scheduled in your time slot, I require a 24-hour 
notification. No exceptions. If you have more than one cancellation/missed 
appointment within a short period of time, we will reevaluate if therapy is right for 
you at this time. Without a minimum of 24 hours, you will be charged a 
cancellation fee equal to your session fee.

Please initial below to indicate that you have read the above section on 
cancellations and that you understand the policy. _____________________ 

Accessibility
My preferred method of communication is either via phone (828-585-4066) or 
email (shannontaborcounseling@gmail.com) if you would like to contact me 
regarding appointments and scheduling. I check my voicemail and emails 
frequently throughout the day and will get back to you as soon as possible. The 
only exception would be on Sundays or scheduled vacations. I will respond to 
messages left during those times on the following business day. If it is an 
emergency, I will respond as soon as possible after receiving the message. If 
you are unable to reach me, please call 911 or contact Vaya Health at 
800-849-6127. 

mailto:shannontaborcounseling@gmail.com


Office Fees
Individual session fees are $95 unless we have agreed upon an alternate 
amount. Session fees for couples/partners are $150. Payment is due on the 
day of our appointment. I accept cash, checks or credit card payments. Checks 
are made payable to SHANNON TABOR. 

By signing below you are acknowledging that you have read this document 
and are agreeing to the terms listed. 

Signature: 
________________________________________________________________
_______________

Printed name: 
________________________________________________________________
__________

Date: ______________________________ 


