Brian Matthews, L.M.F.T.

Professional Corporation

License #: 5108

NPI:  1164570875

4425 South MO-PAC Expressway

Building IV, Suite 700

Austin, Texas 78735
(Tax ID: 20-5603420)

Telephone: 512.314.5551  
BIOGRAPHICAL INFORMATION-INTAKE FORM
Please fill out this biographical background form as completely as possible (use additional sheets of paper where necessary).  It will help me in our work together.  All information is confidential as outlined in the Office Policy form.  If you do not desire to answer any question, merely write "Do not care to answer."  Please print or write clearly and bring it with you to the first session.

NAME: ______________________________    MALE/FEMALE: ____           DATE: _____________

DATE OF BIRTH/PLACE:   _________________________            AGE:  ____

ADDRESS: ___________________________________________________________________________     
_____________________________________________________________________________________     

TELEPHONE:      H:  ___________________ W: __________________ CELL: __________________
FAX: ______________ EMAIL: _________________________________________________________
HIGHEST GRADE/DEGREE: ___________ TYPE OF DEGREE:  ________________  

PERSON(S) AND PHONE NUMBERS TO CALL IN EMERGENCY: ________________________ 
_____________________________________________________________________________________

 _____________________________________________________________________________________

REFERRAL SOURCE: ________________________________________________________________

OCCUPATION (former. if retired):  _______________________________________________________

PRESENTING PROBLEM (be as specific as you can: When did it start, how does it affect you…):  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Estimate the severity of the above problem: 

Mild_____ Moderate ______Severe ______Very severe ______

CURRENT: Marital status: __ Live with someone: ___ Name: _________________ Yrs: _______

PAST & PRESENT MARRIAGE/S (years together, names & statement about the nature of the relationship/s, i.e., friendly, distant, physically/emotionally abusive, loving, hostile): ___________________________________________________________________________________________________________________________________________________________________________________________________________________________

PRESENT SPOUSE/PARTNER: Education: _____ Occupation: ____

CHILDREN/STEP/GRAND (names/ages & brief statement on your relationship with the person) 

1.______________________________________________________________

2.______________________________________________________________

3.______________________________________________________________

4.______________________________________________________________

5.______________________________________________________________

PARENTS/STEP-PARENT (Name/age or year of death/cause of death, occupation, personality, 
how did s/he treat you, brief statement about the relationship): 

Father:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Mother:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Stepparents________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________

SIBLINGS (name/age, if dead: age and cause of death & brief statement about the relationship): 

1.____________________________________________________________
2.____________________________________________________________
3.____________________________________________________________
4.____________________________________________________________
5.____________________________________________________________

MEDICAL DOCTOR/S (name /phone): ____________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PAST/PRESENT MEDICAL CARE (major medical problems, surgeries, accidents, falls, illness): __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check any symptoms that you have had in the last six months:

___Change in appetite (increase or decrease) ___Problems concentrating

___Difficulty sleeping/ insomnia ___Low Motivation

___Sleeping too much ___Isolating from others

___Fatigue/ low energy ___Frequent anger

___Low self-esteem ___Depressed mood/ sadness

___Tearful/ crying spells ___Anxiety/ fear

___Hopelessness ___Panic

EMOTIONAL

(Please circle any of the following that best describe you now)
active   ambitious  self-confident  shy  hardworking   persistent

nervous   impatient   impulsive   moody   kindly   excitable

calm   imaginative   serious   easy-going   good-natured   introvert

extrovert   likable   leader   quiet   lonely   self-conscious

sensitive   submissive   rebellious   fearful   bitter   

Other: __________________________________________________________________

REVIEW OF SYSTEMS
(Please check any that apply)
___Headache ___High blood pressure ___Gastritis or esophagitis 
___Other hormonal problem ___Head injury ___Angina or chest pain 
___Irritable bowel ___Chronic pain ___Loss of consciousness ___Heart attack 
___Other intestinal problems ___Bone or joint problems ___Seizures 
___Heart rhythm disturbances ___Kidney problems ___Chronic fatigue

___Dizziness or faintness ___Heart valve problems ___Other urinary tract problems ___Fibromyalgia ___Numbness & tingling ___Shortness of breath ___Diabetes 
___Hepatitis ___Weakness ___Asthma ___Thyroid problems ___AIDS

___Coordination problems ___Tuberculosis ___Menstrual problems 
___Other: _______________________________________________________________

     _______________________________________________________________

     _______________________________________________________________
CURRENT SYMPTOMS AND PROBLEMS 
(Please check any problems you have experienced in the past month.)

__Depression __Unhappy with your situation __Short attention span __Hallucinations

__Grief/loss __Pessimism about the future __Memory problems __Paranoid thoughts

__Anxiety __Traumatic memories __Compulsive behaviors __Other unusual thoughts __Unhappy with yourself __Inability concentrating
__Panic attacks __Nightmares __Compulsive overeating __Self-destructive behavior

__Fears/phobias __Sleep disturbance __Anorexia __Suicidal urges

__Obsessional worry __Appetite changes __Bulimia __Aggressive urges

__Feeling helpless or trapped __Fatigue/energy problems 
__Alcohol abuse or dependence __Drug abuse or dependence
__Other (Please list):
HABITS & SUBSTANCE USE

                              SUBSTANCE                              AMOUNT                              USED
Tobacco products:

Alcohol:

Street drugs:

Other:

Specify all MEDICATION you are presently taking and for what. PRINT clearly:  ______________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PAST/PRESENT DRUG/ALCOHOL USE/ABUSE (AA, NA, treatments):  ______________________________________________________________________________________
______________________________________________________________________________________

SUICIDE ATTEMPT/S or VIOLENT BEHAVIOR (describe: ages, reasons, circumstances, how, etc) 

______________________________________________________________________________________

______________________________________________________________________________________

FAMILY MEDICAL HISTORY (Describe any illness that runs in the family: cancer, epilepsy, etc): ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

SPIRITUAL

Do you believe in God? ı Yes ı No       Do you pray? ı Yes ı No

Are you a Christian? ı Yes ı No 

If yes, when did you become a Christian? ______________________________________

Church attendance per month _______________________________________________ 

How often do you read the Bible? ____________________________________________

Positions held in the church? ________________________________________________

Please explain any recent changes in your religious life___________________________

_______________________________________________________________________
FRIENDSHIPS, COMMUNITY, & SPIRITUALITY (Describe quality, frequency, activities, etc.)
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________

PAST/PRESENT PSYCHOTHERAPY (specify: month year/s (beginning—end), estimated no. of sessions, name, degree, phone & address, initial reason for therapy, Ind./Couple/Family, medication, brief description of the relationship and how helpful it was, and how/why it ended):

1.____________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

2.____________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

 USE OTHER SIDE OF THE PAGE OR ADDITIONAL PAGES FOR MORE INFORMATION ABOUT PSYCHOTHERAPISTS

DESCRIBE YOUR CHILDHOOD IN GENERAL (Relationships with parents, siblings, others, school, neighborhood, relocations, any school/behavioral/problems, abusive/alcoholic parent):  

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IF PARENTS DIVORCED: Your age at the time: ______, Describe how it affected you at the time: ______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
FAMILY HISTORY OF ALCOHOLISM, METAL ILLNESS, OR VIOLENCE 

(Including suicide, depression, hospitalizations in mental institutions, abuse, etc.):  

____________________________________________________________________________________________________________________________________________________________________________ 

What gives you most joy or pleasure in your life? 

__________________________________________________________________________________________________________________________________________________________________________

What are your main worries and fears? 

__________________________________________________________________________________________________________________________________________________________________________

What are your most important hopes or dreams? 
__________________________________________________________________________________________________________________________________________________________________________

Please add on the other side of the page or on a separate page any other information you would like me to know about you and your situation

