Ciloue Cheng Stewart, Ph.D., MSE, LMFT
7396 Pershing Ave.
University City, MO 63130

314-973-1130
Client Information

Client Name: _______________________________________ D.O.B. ________ Pref. Pronouns _________
Address:
  _________________________________________________ (State)______ (Zip) _________

Phone Numbers (for which we can reach you/leave message):________________________________________

E-mail Address:________________________________________   Social Sec#:_________________________ 

Employer:_____________________________________   Job Description:______________________________
If in school, School/Year/Grade:________________________________________________________________

Highest Level of Education:__________________  Previous Counseling:________________________________

Referral Source: ________________________________________________  May I thank them? __yes  __no
Primary Care Physician Name: ___________________________   Clinic: ______________________________

Phone/Address: _____________________________________________________________________________

Relationship Status:  SINGLE     MARRIED     COHABITATING     SEPARATED     DIVORCED     WIDOWED

Length of Marriage/partnership to present partner: _____________________     Length of Courtship: _______
Times divorced - Client: _________    
Spouse/Partner: ___________

Religious Preference – Client: ____________
Spouse/Partner: _______________

If Applicable… Children (Number/Age/Gender:__________________________________________________   

Current Health Problems:____________________________________________________________________
Any Psychiatric Diagnoses:___________________________________________________________________

Current Prescribed Medications:_______________________________________________________________

Please describe current drug/alcohol use, including caffeine / nicotine:__________________________________

Please describe the concerns that brought you here today:____________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

What are your goals for treatment:______________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
_________________________________________________________________________________ 

Signature of Client or legal guardian






Date
