
Counseling and Psychological Services of the Upstate       
402 Pendleton Rd. #4 
Clemson, SC 29631 
864-633-0210 
*if there is anything you prefer to discuss in person please leave question blank Today’s Date: ___________________ 

 
Identifying Information 
Legal Name: _________________________________________________ SS#: _____________ DOB/Age:___________ 

Preferred Name: ______________________________________Gender:____________________Pronouns:___________ 

Name of Parent/Guardian (if under 18 years):____________________________________________________________ 

Address: _________________________________________________________________________________________ 

 _________________________________________________________________________________________________ 

Cell Phone #: __________________________________________  May I leave a message? ☐Yes ☐ No   Primary #?:___ 

Home Phone #: ________________________________________  May I leave a message? ☐ Yes ☐ No   Primary#?:____ 

Race/Ethnicity: ______________________________________  Sexual Orientation: ___________________________ 

Religious/Spiritual Affiliation: ________________________________  Relationship Status: ___________________ 

Degrees earned/Majors/What Schools: _____________________________________________________________  
 
Vocation/Employment Status:  ____________________________________________________________________  
 
Who referred you to the practice/how did you hear about the practice?:____________________________________ 
Medical Information 
Primary Care Physician (PCP) Name: ________________________________________________________________ 

PCP Address: _____________________________________________________________________________________ 

PCP Phone Number: _______________________________________________________________________________ 

Current Medications (including over-the-counter meds, vitamins, etc.): ___________________________________ 

__________________________________________________________________________________________________ 

Current Medical Problems/Diagnoses: _______________________________________________________________ 

__________________________________________________________________________________________________ 
 

Height:________ Weight:________________ 
Emergency Contact Information 

1.  Name of Emergency Contact: _________________________________________________________________ 

Emergency Contact Phone #: ________________________ Relation to you:____________________________ 

May I leave a message? ☐Yes     ☐ No 
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2.  Name of Emergency Contact: _________________________________________________________________ 

Emergency Contact Phone #: __________________________Relation to you:________________________ 

May I leave a message? ☐Yes     ☐ No 

Prior Counseling/Treatment: 
 Name:    Reason (previous diagnoses if known):  Duration in treatment: 

   

   

   

 

Family Information:  List all members of your family including parents, siblings, children, step relatives, etc. 

Name                         Relationship                        Age           Occupation/Academic Status                

    

    

    

    

    

    

    

 

           (Use Back if Necessary)     

Please indicate if and 
when you had the 

following experiences 

Never Within the past year Prior to the past year Both: within and 
prior to last year 

Taken medication for  
Mental health concerns 

    

Purposely injured 
yourself without 
suicidal intent (e.g. 
cutting, burning, hitting, 
etc.) 

    

Suicidal Thoughts      

Suicide Attempt(s)     

Thoughts of harming 
someone 

    



3 
 

Had unwanted sexual 
contact(s) or 
experience(s) 

    

Hospitalized for a 
psychiatric reason 
(including substance 
use) 

    

 
 
1. Please summarize the concerns that bring you to seek counseling services:  

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

2. With whom do you usually discuss your problems or plans?  
 

3. Estimate how many friends you have in the Clemson area:  

4. If your closest friends are not in the Clemson area, where are they located?  
 

5. Have you ever had any legal or judicial involvement (include PTI)?  If no, answer N/A:  
If yes, please briefly explain: 

 
6. List any family mental health history that you know of or have reason to suspect.  
Please include your relationship to the individual, their age, and the diagnosis’ or mental health concern(s)  
(i.e. paternal grandfather, age 70, depression and alcohol dependency):  
If none, please answer N/A: 

 
7. Do you have any concerns about your eating habits or body image? If no, please answer N/A:  
If yes, please explain: 
 

 
8. Have you ever engaged in any type of disordered eating behaviors? If no, please answer N/A:  
If yes, please describe  
(i.e. bingeing, purging, restricting, counting calories, over-exercise, use of laxatives and/or diuretics, or any other 
compensatory behaviors):  
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9. Have you ever experienced any type of abuse (physical, sexual, verbal or emotional), violence, or traumatic event?      
If no, please answer N/A: 
If yes, please briefly explain and specify if this is something you wish to address in counseling: 
 

 

10. Have you served in the military (time, branch)?  

11. Has your military involvement or the military involvement of a loved one, had a direct impact on your life that you 
would like to address in counseling?  If yes, please explain. If not, please answer N/A:  
 

 
 

 

 

 

 


