Ann O’Malley, Ph.D.

2915 Hunter Mill Road, Suite 14, Oakton, VA 22124






703-350-2928


New Client Form (Adult)
Name: 















 (First) 


(Middle Initial)


(Last)

Birth Date: ______ /______ /______ 

Age: ________ 

Gender: □Male 
□Female 
Marital Status:
□Never     Married     □Partnered     □Married     □Separated     □Divorced     □Widowed

Ethnicity:   
□African/American      □Chicano/Mexican-American/Puerto Rican     □Chinese/Chinese American

□East Indian/Pakistani     □Filipino     □Japanese/Japanese American     □Korean/Korean-American

□Latino/Latino American/Hispanic     □Middle Eastern     □Native American/Alaskan Native

□Polynesian/Micronesian     □Vietnamese     □White/Caucasian     □Other (specify________________)

Address:  













 (Street and Number) 



(City) 



(State) 
(Zip)

Telephone: 
Home ____________________ 
Work __________________ 
Cell _________________  
Emergency Contact Name: ​





 Relationship:



Address: 





  

Phone: 




Referred by: 













Primary care physician: 






 Tel: 




Are you currently receiving psychiatric services, professional counseling or psychotherapy elsewhere? □Yes □No

Have you had previous psychological counseling? □Yes □No

Are you currently taking prescribed psychiatric medication (antidepressants or others)? □Yes □No

If yes, what medication, dosage, date began/ended: 








If no, have you been previously prescribed psychiatric medication? □Yes □No

If yes, what medication, dosage, date began/ended: 







Have you ever been hospitalized for psychiatric reasons? □Yes □No

If yes, what hospital, date began/ended, precipitating event: 






Have you ever intentionally tried to harm yourself? □Yes □No
PROBLEM ANALYSIS
1. PROBLEM DESCRIPTION: Briefly describe the problem and symptoms you most wish help with right now:

_____________________________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________

2. PROBLEM INTENSITY: How would you rate the intensity of the problem or concern that brought you in? (Circle the appropriate number):

1 

2 

3 

4 

5 

6

Not Intense 



Moderately Intense 

Extremely Intense
3. PROBLEM DURATION: Approximately how long have you had the current problem? _____________________
4. PRECIPITATING EVENTS: Were there any precipitating events (e.g. major family illness or death, divorce, moving to a new residence, starting new school, etc.) ? ___________________________________________________________
5. COPING ATTEMPTS: In what ways have you attempted to cope with this problem?

_____________________________________________________________________________________________

_____________________________________________________________________________________________
6. Have you noticed (or experienced) any of the following: Yes/No (briefly describe) 
Changes in amount of sleep (increased/decreased) Yes/No







Difficulty falling or staying asleep Yes/No








Loss of interest or pleasure in activities Yes/No








Often feeling guilty or worthless Yes/No








Changes in energy level during the day Yes/No








Changes in concentration Yes/No









Changes in appetite or weight -  increase/decrease, how much?






Feeling physically slowed down or lethargic Yes/No







Feeling agitated, jumpy, or unable to relax Yes/No







Feeling that life is not worth living Yes/No








Worrying excessively or without any apparent reason Yes/No






Having episodes of sudden panic or intense fear Yes/No







Wanting to hurt someone Yes/No









Feeling in danger for no specific reason Yes/No








Hearing, seeing, or feeling things that others do not Yes/No






Getting special messages from the television, radio, magazines, etc. Yes/No





Talking a lot more, or more rapidly than usual Yes/No







Acting out of character, or behaving in ways that are later regretted Yes/No





Feeling more energetic or needing much less sleep than usual Yes/No





FAMILY BACKGROUND
1. Please list the members of your current family, including ages and occupations (e.g. father, 42, Lawyer; stepmother,40, teacher; brother 16, student; etc.) __________________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

2. Please check any past, present, or impending special problems in your family:

deaths (who/when? 










)
divorce (who/when? 










)
frequent relocations (who/when? 









)
debilitating injuries/disabilities  (who/when? 







)
alcohol/drug abuse (who/when? 









)
serious illness (who/when? 









)
psychiatric disorder (who/when? 









)
physical/sexual abuse (who/when? 









)
financial crisis/unemployment (who/when? 








)
legal problems (who/when? 









)
attempted/completed suicide (who/when? 








)
eating disorders (who/when? 









)
other (who/when? 










)

3. Have you personally experienced significant family abuse?     
None     


Unsure    
Emotional     
Physical     
Sexual

4. Have you personally experienced legal problems? No Yes (






)
5. Did you experience learning problems in elementary or high school? (Circle one): 

None 


Little 

Some Substantial 

Lots, constant struggle
Please explain special education programs/grades repeated: 






6. In general, how happy or adjusted were you growing up? (Circle one):

Poor 


Unsatisfactory 
About average 


Substantial Completely

7. How much is your immediate family a source of emotional support for you? (Circle one):

None 


Little 

Somewhat 

Substantial 

Very Strong

8. How much conflict in values do you currently experience with your parents? (Circle one):

Very little or none 
Some Moderate 

Strong Extreme

9. Who in your family do you currently feel closest to? ________________________________

Most distant from?_____________________ In most conflict with? ____________________
10. Where were you born? 

  Raised? 


 Raised By? 




11. Any complications during pregnancy or birth? 








12. Any delays in development? 











HEALTH AND SOCIAL ISSUES
1. How is your physical health at present? 
Poor 
Unsatisfactory 
Satisfactory 
Good 
Very good

2. Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches, hypertension,

diabetes, etc.): 












3. Are you presently taking any prescribed medication? 
No 
Yes 
(please indicate 










)
4. Are you having any problems with your sleep habits? No Yes (If yes, check where applicable): 
Sleeping too little 
Sleeping too much 
Poor quality sleep
Disturbing dreams 
Other

5. How many times per week do you exercise? __________ For about how long each time? ___________

6. Are you having any difficulty with appetite or eating habits? 
No 
Yes (If yes, check where applicable): 
Eating less 
Eating more 
Binging 

Restricting
Significant weight change (last 2 months)

7. Do you regularly use alcohol? 

No
 
Yes 

In a typical month, how often do you have 4 or more drinks in a 24 hour period? __________
Do you consider your alcohol consumption a problem? 
Yes 

No
 
Unsure

8. How often do you engage recreational drug use? 
Daily 
Weekly 

Monthly 
Rarely 

Never

Do you consider this drug use a problem? 
Yes 

No
 
Unsure 
9. Do you have any problems or worries about sexual functioning? No Yes (If yes, check where applicable): 
Lack of desire 
Performance Problem 
Sexual Impulsiveness
Difficulties maintaining arousal 


Worried about sexually transmitted disease 
Other

10. Have you ever experienced sexual assault, unwanted sex or uncomfortable touching?

Frequently 

A few times 

Once 

Never 

Unsure

11. Have you had suicidal thoughts recently? 
Frequently 
Sometimes 
Rarely 

Never

Have you had them in the past? Frequently 

Sometimes

Rarely 

Never

12. Have you ever intentionally inflicted any harm upon yourself? 
Yes 
No 

13. In the past, how would you rate the quality of your peer relationships? 
Very Poor 

Unsatisfactory 

About Average

 Good Excellent

14. Approximately how many significant intimate relationships (e.g. lasting 6 months or more) have you been

involved in? __________ Are you in one now? 
Yes 
No 

15. Besides family members, approximately how many people can you really count on right now for friendship or

emotional support? ______________
13. List any activities/interests/hobbies 










ACADEMIC/EMPLOYMENT BACKGROUND
1. Highest Grade Completed/ Average Grades in school 







2. Current Employment 





 How long at job 





3. Longest Employment Held/Where 










CULTURAL BACKGROUND
1. What is your ethnic identity? _____________________________________________________________________

2. How much do you identify with your ethnic heritage? (Circle one):

Not at all 

A little Somewhat 

Moderately 

Strongly

3. Religious preference:____________________________________________________________________________

Are your currently active in your religion? 

Yes 

Somewhat 

No

4. Does your family speak a language other than English at home? (Circle one):

Not at all 
Very little 
Sometimes 
Frequently 
Always

If “Sometimes” to “Always”, what language is spoken?____________________________

5. Were you and both your biological parents born in the USA? 
Yes 
No 
Unsure

If no, who was foreign-born, where and what was the approximate age of immigration to the USA? (e.g. myself,

Korea, 12; father Korea, 40; etc.) _________________________________________________________________
Consent for Release of Information
I, ____________________________, authorize the communication of 
clinical information between Dr. Ann O’Malley and: (fill in all that apply)
Telephone: 

Primary care physician: 
________________________________ 

(____)___________ 

Psychiatrist: 


________________________________ 

(____)___________ 

Individual therapist:
 
________________________________

(____)___________ 

Family/couples therapist: 
________________________________

(____)___________ 

Social worker/case mgr: 
________________________________
 
(____)___________ 

DSS caseworker: 

________________________________ 

(____)___________ 

Probation officer: 

________________________________ 

(____)___________ 

Other ( 

): 
________________________________
 
(____)___________ 

Other ( 

): 
________________________________ 

(____)___________ 

Other (


 ): 
________________________________ 

(____)___________ 

Communication may include direct verbal communication, clinical documentation including inpatient and outpatient treatment notes, discharge summaries, testing and laboratory results, and similar clinically relevant materials. I understand that I may withdraw this consent at any time by submitting a request in writing to Dr. O’Malley.

Signed: 
__________________________________ 

Printed: 
__________________________________  

Witness:
 __________________________________  
Date:

__________________________________













































