Suna Senman-Lane, CTIM, LMSW, CSW, CED


Client Form

Instructions: Fill out and email to suna@sunasenman.com to set up appointment.

Name: Last ____________________________ First _______________ MI ______

Birth date:  (year/Month/day)__________________Gender: ____male ____Female   

Religious affiliation ____________________ current practice ____________________

Email Address: 1st  _______________________  2nd email ________________________

Phone numbers: cell______________ home ______________ work______________

Postal Address: street _______________________________________ apt ________

city_____________________  state _________ zip _________

How would you prefer to be contacted? (


Call Cell Phone____________
 confidential (circle one): 
yes 
no


Text Cell Phone____________
 confidential (circle one): 
yes 
no

Home phone __________ 
confidential (circle one): 
yes 
no


Work phone __________
confidential (circle one): 
yes 
no


1st Email ___________ 
confidential (circle one): 
yes 
no


2nd Email ___________
confidential (circle one): 
yes 
no

Reason for seeing Suna:____________________________________________________

_______________________________________________________________________

Goals: _______________________________    _________________________________

Strengths: __________________________
Weaknesses _________________________


     __________________________

        _________________________


     __________________________

        _________________________

Referral Source ___________________________ phone _______________

I ____________________give Suna Senman-Lane, CSW, LMSW to contact the referral source.



________________________________________   ___________



Signature





date

Personal Information:

Current Height ________ft _____in

Current weight ________lbs

Age ____________yrs


Maximum previous weight ______lbs

Usual weight _____________lbs

Desired weight ___________lbs 

Medications and dosage: _______________________
________________________

(Incl. vitamins & herbs)  _______________________
________________________



                _______________________
________________________




    _______________________
________________________

Check all that apply:

_____ I consider myself fit and healthy

____ I feel tired often

_____ I feel that I should loose a few pounds
____ I have a hard time sleeping

_____ I feel that I should gain a few pounds

____ I feel energetic

_____ I can’t sit still




____ I lack concentration

_____ My memory is weak



____ I’m happy with my appearance

Eating behavior:

List average time of meal, foods and amounts:





Foods



Amounts

Breakfast

___________________

____________

(time) _____

___________________

____________




___________________

____________




___________________

____________

Snack 


___________________

____________

(time) _____

___________________

____________

Lunch


___________________

____________

(time) _____

___________________

____________




___________________

____________




___________________

____________

 Snack 


___________________

____________

(time) _____

___________________

____________

Dinner 

___________________

____________

(time) _____

___________________

____________




___________________

____________




___________________

____________

Snack 


___________________

____________

(time) _____

___________________

____________




___________________

____________

List favorite foods:

__________________     
__________________     
___________________ 

__________________     
__________________     
___________________

__________________     
__________________     
___________________

Allergies:


Reaction:

__________________ 
 ___________________________________________

__________________ 
____________________________________________ __________________
____________________________________________

__________________ 
____________________________________________ 

Have you ever purged (vomited) foods? yes____  no____  how often?___________

Do you currently restrict or purge foods? Yes____ no _____

Eating preference (check all that apply):

____ Kosher

____red meats

___white meats only  
___pescatarian (fish)

____ Vegetarian
____vegan

___ raw

___ juice fasts

Religious and cultural traditions:

________________________________________________________________

________________________________________________________________

Exercise:

Check which one applies and describe:

Daily_____
4- 5 times/week _____     2-3 times /week_____   1 time/ week______

Less than once/week______    More than daily _____

  Duration_____ hours  _______minutes
type of exercise_______________________





________________________________________________

How important is exercise to you? And what happens when you don’t exercise?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Meditation/prayer/rest:

Do you meditate or pray regularly?  Daily ______ 

Daily_____
4- 5 times/week _____     2-3 times /week_____   1 time/ week______

Less than once/week______    More than daily _____

  Duration_____ hours  _______minutes
type of exercise_______________________





________________________________________________

How important is meditation/prayer to you? And what happens when you don’t practice?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your most frequent thoughts? ________________________________________

________________________________________________________________________

Feelings? ___________________
_____________________
__________________

Are you currently having any thoughts of hurting yourself (self-harm) or suicidal thoughts? Yes _____   No _____

Describe the thoughts __________________________________________________

____________________________________________________________________

Are the thoughts increasing in frequency and intensity? Yes ___   No___

How are you responding to the thoughts? dwelling _____ distracting self _____

Do you have a specific plan to hurt yourself?  Yes ____  No _____

Describe: ______________________________________________________ 

______________________________________________________________

What are the things that you want to live for? (e.g., family, friends, religious convictions, passions, pet) list:
 ___________________
_____________________




   ___________________
_____________________




   ___________________
_____________________


   

   ___________________
_____________________

Are you hearing voices or seeing visions telling you to hurt yourself? Yes ____ no ____

Are you receiving messages from radio or TV that makes you feel you should hurt yourself?  Yes ____  No _____

Have any of your family members or close friends or acquaintances completed suicide or made serious attempts? Yes _____  No ______

Are you currently having any thoughts of harming anyone? Yes ____ No _____

Describe: _____________________________________________________________

_____________________________________________________________________ 

Your creative expression(s):

_____ music

____ writing

_____art    
_____other

Use this space to give any additional information. Simply writing your thoughts begins your own process towards happiness and balance.  The information helps me to work with you.

I am interested in:

Individual sessions: Phone_____ Skype_____ In Person_______

 Groups:

A. Healthy Lifestyles Group (focus on building good habits and balanced life)________

B. Multigenerational Women’s Support group (most needed in transition times) _____

C. Parenting Group (moms and dads, step parents and grandparents) ___________

**Any of these groups can help you overcome anxiety, depression and unwanted behaviors.
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