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Cynthia Weston, MS, LMFT 42043 
16055 Ventura Blvd. #420, Encino, CA 91436 

2660 Townsgate Rd. #530 Westlake Village, CA 91361 
PH: 818-347-2600 

 

Client Name: _________________________________________Marital Status:_____________  

Age: __________Date of Birth: _______________Social Security Number: ________________ 

Address:_______________________________________________________________________ 

 Home __________________Cell Phone: __________________Work: _______________ 

Name and Ages of Children:______________________________________________________ 

_______________________________________________________ 

Name of person to contact in case of emergency:______________________________________  

Phone: _________________________Relationship: __________________________ 

Serious Illnesses, Accidents, Operation and Allergies: _________________________________ 

______________________________________________________________________________  

Previous Psychiatric Treatment:___________________________________________________  

What brings you here at this time? _________________________________________________  

______________________________________________________________________________  

Previous Therapy Experiences: ________no _________yes 

Therapist: ____________________________________Amount of time:___________________ 

 

Psychiatric Hospitalization: _______no _________yes 

Hospital: ____________________________________Amount of time:___________________  

Family or Significant Other(s) Psychiatric Hospitalization: _______no _______yes 

Hospital: ____________________________________Amount of time:____________________  

 

Use of Alcohol _______no ________yes 

                               (if yes)Times per: ________day _______week: Type ______Amount_______ 

 

Use of Drugs: ______no ______yes  

                         (if yes) Times per: ________day _______week: Type ______Amount _________ 

  

Eating Disorder: _________no __________yes 

                                      (if yes) Type _________________For how long  ________________
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History of Sexual Abuse: ______no ______yes 

______ sexual intrusion ______ molestation______ rape ______sexual harassment__________ 

______other 

Gambling: ________no _________yes 

                                   (if yes) Type_______________________ for how long________________ 

Suicidal Tendency: ________no ________yes 

                              (if yes) Explain_________________________________________________ 

Significant Other Suicidal Tendency: _________no ________yes 

                             (if yes) Explain___________________________________________________ 

 

Additional Information: __________________________________________________________ 

Referred By____________________________________________________________________ 

Signature of Client_______________________________Date: __________________________ 

Signature of Patient (if minor): _____________________Date: __________________________ 

 

 


