Reshma Stafford, PsyD. 
20 Nassau Street, Suite 511, Princeton, Nj 08554
732.440.8011
reshma@drreshmastafford.com



CLIENT INFORMATION

Welcome! Please fill out the following pages to help give me an idea about what might be helpful to you in therapy. Feel free to ask me any questions. 

About You 

Name: __________________________________________________                  Date: _________________________ 

Nickname: _______________________________________________                  Date of Birth: __________________ 

Name of Parent(s) or Guardian(s) if under 18: ____________________________________________________ 

Street Address: _____________________________________________________________________________ 

City: _____________________________________ 		State: _________ 	Zip Code: _________ 

Cell Phone: _______________________________ Voicemails OK? 		Yes ☐ 	No ☐ 

Other Phone: _____________________________ Voicemails OK? 		Yes ☐ 	No ☐ 

Relationship Status: ________________________ How long in relationship? ____________________ 

Any children? Ages? _________________________________________________________________________ 

Gender: __________________________________         Preferred Pronouns (optional): ________________ 

Ethnicity: _________________________________         Religion/ Spirituality:_________________________ 

Other Identities that are important to you: _______________________________________________________ 

Education: ________________________________ Occupation: _______________________________ 

Employer: ________________________________ Work Schedule: ____________________________ 

Emergency Contact Name: ___________________ Relationship: _______________________________ 

Phone Number: ____________________________ 

How did you find Dr. Stafford? _______________________________________________________________




Treatment 

What made you decide to come to therapy? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 


How long has this been going on? ______________________________________________________________ 

Have you been in therapy before? What was your experience like? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Have you been hospitalized before? When? For what? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Do you have a history of substance abuse? Are you currently trying to cut down on substance use? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Medical Primary Care Physician: ______________________ Where does your PCP work? __________________ 

Phone Number: ____________________________ 

Psychiatrist or Psychiatric Nurse Practitioner (Prescriber): ___________________________________________ 

Where does your Psychiatrist work? ____________ Phone Number: ____________________________ 

Medical Diagnoses/ Important Issues: ___________________________________________________________ 

Medications Prescribed: ______________________________________________________________________ 

How is your sleep? __________________________________________________________________________ 

How is your appetite? ________________________________________________________________________





History 

Where were you born? ______________________ 		Where did you grow up? _____________________ 

Who lives with you now? 
	Name

	Relationship

	Age or Age at Death
	A few words to describe 
your relationship

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



Who did you live with growing up? 
	Name
	Relationship

	Age or Age at Death

	A few words to describe
your relationship

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



Have any family members experienced any of the following (if yes, note who): 

Alcohol or other Substance Abuse: _______________________________________________________ 

Anxiety: _____________________________________________________________________________ 

Depression: __________________________________________________________________________ 

Abuse History: _______________________________________________________________________ 

Eating Disorder: ______________________________________________________________________ 

Suicide Attempts: _____________________________________________________________________ 

Significant Medical Diagnoses: ___________________________________________________________

Other Mental Health Diagnoses or Issues: __________________________________________________

Do you have a history of abuse (physical, sexual, emotional) or neglect? _______________________________ 

__________________________________________________________________________________________ 

Do you have any current legal history (of arrests or thinking about becoming involved in legal proceedings)? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

 Do you have any legal history? 
__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Recent significant life changes or stressful events: 
__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Who are your strongest supports? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

What are some of your strengths? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

What are some of your long-term goals? 
__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

What are some of your therapy goals? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Anything else that’s important and you’d like me to know about? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

_________________________________________________________________________________________
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