CLIENT DATA SHEET FOR FIRST VISIT (Please print)

Name (as on OHIP card) :_____________________________________________
Address (incl. postal code)________________________________________________________

Phone?  Residence_______________Office__________________ Cell____________________
Emerg. Contact Name & number___________________________________________________

Email Address__________________________________________________________________
Date of Birth:__________________________________________________________________

OHIP NUMBER (please include version code at end)___________________________________

Highest level of education:________________________________________________________

Occupation:_______________________________Referred by_________________________
Had any previous therapy (individual, couples or group)?  And if so, when, with who, and for how long?_____________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Who are the members of your household and what are their ages and relationship to you?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What issues would you like some help with in therapy?_________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Can you tell me something about your childhood and the parenting you received?____________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Do you have a confidante? If so, who?______________________________________________
Would you say you have a social support network?___________________________________

Do you feel there is purpose and meaning to your life?________________________________
______________________________________________________________________________
How would you rate your level of self-esteem on a scale from 0 to 10? ____________________
How would you rate your satisfaction with your relationships on a scale from 0 to 10? _______
What is the quality and quantity of your sleep? _______________________________________
How many hours a day do you sit? _________________________________________________
How much and how often do you exercise? Any interval training?  If you know, what is your typical resting heart rate?________________________________________________________
​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________________________________________
What medications do you take if any? ______________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What vitamins and supplements do you take if any? Do you take Vitamin D? Dose? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you spend time outside and connect with nature? How often? ________________________

______________________________________________________________________________

How much water do you drink per day? _____________________________________________
How many servings of fruits and vegetables do you eat per day? Which vegetables do you eat the most? _____________________________________________________________________
How often do you consume meat or dairy in a day? ___________________________________
_____________________________________________________________________________

How much sugar do you consume per day? Please do not include fruit. Do you drink pop and if so, how much and how often?____________________
____________________________________________________________________________________________________________________________________________________________
Do you regularly eat any fermented foods or take probiotics? ___________________________
