
Shari Pfeffer Psychotherapy
Licensed Clinical Social Worker and psychotherapist 
301 W Weaver St, Carrboro, NC 27510
shari@sharipfeffer.com  202-246-2119 
www.sharipfeffer.com
Client Registration Form
_____________________________
Date
________________________________________________     _____________________    
Name








     Date of Birth
__________________________________________________________________________
Address
(with city, state and zip code)
 Phone number(s).  Please indicate cell, landline, or work.


         





________________________________________________
 Email
Permission to call and leave message on phone numbers listed ?     Y or N

          
Permission to email? 

Y or N


____________________________________
____________________________________
Employed by





Occupation
__________________________________________________________________________
Business Address  
Health Information:
__________________________________________________________________________
Please list any significant health problems (both previous and present):
__________________________________________________________________________
Medications you are currently taking (and dosage):
__________________________________________________________________________
Primary care physician (or Group) and Phone no.:
__________________________________________________________________________
When were you last examined by a physician?
Have you ever received psychiatric treatment, psychotherapy, or family/couples counseling before?     Yes    No
________________________________________________________________________
_________________________________________________________________________
If yes, please identify when, what type and  for how long:






__________________________________________________________________________
What issues did you deal with in your previous therapy ?
Using this scale, please indicate how the following issues are affecting you
 No effect = 1

 Some effect = 2
Much effect = 3
__ Nervousness
__ Concentration
__ Career
__ Suicidal Thoughts
__ Shyness
__ Depression
__ Parenting
__ Health
__ Separation
__ Sexual Problems  __ Fears  __ Divorce

__ Aging
__ Unhappiness
__ Finances
__ Weight

__ Flashbacks
__ Sleep
__ Self-Control
   __ Stress
__ Communication
__ Legal Matters
__ Spending Spree    __ Loneliness

__ Eating Habits
__ Sexual Orientation __ Decision Making
__ Ambition

__ Childhood Abuse
  __ Education 
__ Self-Esteem
__ Anxiety

__ Childhood Neglect __ Low Energy
__ Distraction      __Racing Thoughts

__ Impulsiveness
__ Impulsivity
__ Mood Swings
__ Alcohol Use

__ Helplessness
__ Tearfulness
__ Worries
__ Feeling Sad

__ Drinking too much or using drugs 
__ Marriage or partner relationship
__ Unreal, strange or bizarre thoughts
__ Anger or irritability  __ Identity
Briefly describe your reason for seeking therapy at this time:
Client Electronic Signature  __________________      Date:   ________________

