
Lisa A. Maurel, M.F.T. 

License No. 32416

1151 Dove Street, STE 245  

Newport Beach, CA 92660 

714.390.8189 Voicemail

949-852-1500 Fax

Please complete the information below. All information is CONFIDENTIAL.

Today's Date__________________


Referral Source 

Friend:_________________________Professional:_____________Website:________________

Patient Name_________________________________________________________________________

Address:____________________________________________________________________________

Cel phone:________________________ Home Phone:______________________________________

Email:_______________________________________________________________________________

How do you prefer to be contacted? Email? Phone? Cel?__________________________________

Age:__________  Marital Status:_____________________ Partner’s Name:_____________________

Occupation:__________________________________ Highest Degree Obtained:________________

Military Service or National Guard? _____________________________________________________

Have you been deployed?_____________________________________________________________

Describe Dates and Theatre _____________________________________________________________________________________

Sexual Orientation   ________________________    Gender Identity__________________________

Do you have questions/concerns about your sexual orientation or gender identity?

Children’s Names and Ages in Order of Birth:

____________________________________________________________________________________

Do you live alone? __________ With whom do you share a residence?_______________________

REASON FOR CONSULATION

Briefly describe your reason for seeking my services at this time.

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

What would you most like to address in our work together?_________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Have you been in therapy before? If so, please describe the reason for therapy at that time and whether you felt positively about your experience.__________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

PSYCHOLOGICAL HISTORY

Have you ever received mental health treatment before? __________________________ When and for how long? ___________________________________________________ What was the focus of treatment? ____________________________________________ 

Name of treating therapist(s), address(es), telephone number(s) _____________________________________________________________________________________________

Have you ever been subjected to one or more psychological tests? ________________________________

If so, by whom? _____________________________________________________________________________

Name of person(s) administered psychological tests, address(es), telephone number(s) 

__________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been hospitalized for mental or emotional problems? _________________ _____________

When and for how long? ____________________________________________________________________

Why were you hospitalized? _________________________________________________________________

 Name of treating therapist, address, telephone number _________________________________________

Are you currently taking any prescription medications? ___________________________ Prescribed by whom? ______________________________________________________ How long have you been on the medications? ___________________________________ 

Have you ever taken any medications for a mental or emotional condition? ___________ 

When and for how long? ___________________________________________________ 

Have you ever attempted suicide? _____________________________ 

When?____________________________________________________________________________________________ 

Describe the circumstances that led to that attempt. ______________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________

Are you currently having any suicidal thoughts? Please describe ___________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Please describe your childhood ____________________________________________.  Were you ever subjected to verbal, physical, emotional, sexual abuse? Please describe. 

__________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been a victim of a violent crime? Please describe ___________________ 

____________________________________________________________________________________________________________________________________________

MEDICAL HISTORY

Have you ever been diagnosed with a serious illness? Please describe_______________ 

____________________________________________________________________________________________________________________________________________Do you have any medical conditions that may affect your mental health treatment? ____ Please describe your overall health today. _____________________________________ 

______________________________________________________________________

Are you experiencing any medical/physical symptoms you attribute to a mental, 

emotional, or stress-related condition? Please describe. __________________________

________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been in a 12-step program? Please describe. _____________________________________

_______________________________________________________________________________________________________________________________________________________________________________________

Do you smoke? _____ How much? ____________ For how long? _______________

Do you drink alcohol? _____________ 

On average, how much alcohol do you consume in a week?_____________

Do you currently use illegal drugs? Please describe your use ______________________

______________________________________________________________________Have you ever used illegal drugs? Please describe. _____________________________

______________________________________________________________________

Have you experienced any negative consequences from alcohol or drug use, such as DUI, accidental injury, missed work, health problems, relationship problems?_________________________________________________________________________________________

Do you have a family history of alcohol or drug abuse?______________________________

Does anyone in your family suffer from mental illness?______________________________

Have you lost a family member to suicide?________________________________________

FAMILY OF ORIGIN HISTORY

Mother’s name, age, living/deceased, patient’s age at the time of mother’s death, description of relationship with mother. ______________________________________ 

____________________________________________________________________________________________________________________________________________

Father’s name, age, living/deceased, patient’s age at the time of father’s death, description of relationship with father. _______________________________________ 

List your siblings in order of birth and please include any still births or siblings who are deceased.

Are you adopted?
YES
NO
At what age?________   Foster Care placement?_________ 

Did you grow up with your biological parents?
YES
NO


If no, please describe your living situation:

Were there any major separations from your parents or traumatic events that you identify such as divorce; illness, hospitalization of parent or sibling; marital separations; moves etc.

Are you presently involved in any custody disputes? ____________________________________ 

Are you presently involved in any legal disputes /lawsuits/divorce/custody/workers comp?

__________________________________________________________________________________

__________________________________________________________________________________

Please describe your spiritual identity/orientation. ______________________________ 

Please describe your interests/hobbies _______________________________________ 

Please feel free to include any other information that you believe is relevant to your mental health treatment, not previously requested.
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