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	Initial Questionnaire Form	Ref:

	Please complete this form with as much detail as possible leaving no sections blank.
The Clinical Committee will only be able to process your questionnaire if it is completed fully.  
We offer long term open ended Psychoanalytic Psychotherapy with experienced and training therapists.
Our fee structure is personalised to individual circumstances.
All the information you give us will remain confidential to AGIP. 
Thank you for filling in this form 
Please return it by email to clinical@agip.org.uk or by post to:
AGIP, 1 Fairbridge Road, London, N19 3EW



	PERSONAL DETAILS

	First name: 
	
	Surname:
	

	Preferred Title:
(e.g. Mr, Ms, Mx, Dr)
	
	Preferred pronoun:
	

	Date of birth:
	
	Age:
	

	Address: 

	

	Postcode:
	 

	Email:
	

	Can we email you at this address?  
		Yes:
	
	No:
	
	




	Mobile and/or Landline:  
	

	Is it ok to leave a message:
		Yes:
	
	No:
	
	




	Or, with someone answering your phone?
		Yes:
	
	No:
	
	




	Where is your place of birth? 
	

	If Britain is not your place of birth, how long have you resided in the UK?




	Do you have a disability or mobility issues?
		Yes:
	
	No:
	
	




	If yes, please provide more information:




	EMPLOYMENT STATUS

	Employed 
full-time:
		



	Employed 
part-time:
		



	Unemployed:
		



	Full-time student (i.e. more than 16 hours attendance per week)
		




	Occupation:
	
	Course being studied:
	

	Annual income:
	
	

	If on state benefits, please list which benefits you are currently in receipt of:

	



	CONNECTION TO AGIP

	How did you hear about AGIP? 

	Online research / Web
		



	Friend or family
		



	Support organisation
		



	Other
		




	Please provide more details:



	Is this your first time to contact AGIP? 

		Yes:
	
	No:
	
	




	If no, please provide more details:



	To protect your confidentiality, please let us know if any of your family members or friends have or are currently attending AGIP:  

		Yes:
	
	No:
	
	




	If yes, please state name and relationship: 




	PREVIOUS EXPERIENCE OF COUNSELLING/THERAPY

	Have you had counselling/therapy before?

		Yes:
	
	No:
	
	




	If yes, please can you tell us where and when? 



	Was it helpful?   

		Yes:
	
	No:
	
	




	If yes, in what way?



	ABOUT YOU AND YOUR FAMILY

	Please tell us about your Mother & Father. 

	
	Age now (or age at death)
	If deceased, your age when they died
	Occupation when working

	Mother
	
	
	

	Father
	
	
	

	Do you have any siblings?
Please enter in birth order brothers and sisters, including yourself, and state if they are full, half or step- brothers or sisters.   Could you also list any stillbirths or miscarriages of which you are aware.

	Brother/Sister
	Age
	If deceased, your own age when he/she died

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	Please tell us something about your childhood and family or other people you grew up with.   Please include any changes or separations you experienced.

	

	Are you single, married, living with a partner, separated, divorced or widowed? 

	

	Do you have any children, including step/adopted children?  Please list them in order of age.

	

	Please state how much alcohol you drink per week? 
	

	In strict confidence     Do you use any recreational drugs? 
		Yes:
	
	No:
	
	




	If yes, please disclose the type and frequency of use.



	Please comment on your general physical health. Have you had any serious illnesses or accidents at any time in your life?

	



	Have you ever attempted suicide?   
		Yes:
	
	No:
	
	




	If yes, please provide as much detail as you feel comfortable with.



	It might be important for us to know why you are referring yourself to AGIP at this time. This form cannot cover every aspect of your life and some factors which you consider important may have been left out.  You will have time to talk in greater detail at the assessment interview.    If there is any other information that you would like us to know before the assessment interview, please continue below:

	Only share information on this form if this feels appropriate.




	YOUR AVAILABILITY

	Please let us know your availability for appointments. Please try to be as flexible as possible.

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	Morning (9am to 12pm)
	
	
	
	
	

	Afternoon (12pm to 5pm)
	
	
	
	
	

	Evening (5pm to 9pm)
	
	
	
	
	

	We offer in person and online assessments. Please indicate your preference.

		In Person:
	
	Online:
	
	









	MEDICAL DETAILS

	Your GP’s name:
	

	GP surgery address:
	

	GP surgery phone number:
	

	Are you seeing or have you ever seen a psychiatrist?  
		Yes:
	
	No:
	
	




	If yes, please can you tell us when and what treatment was recommended?


	Psychiatrist’s name:
	

	Email/ Phone:
	

	Are you on any medication?             
		Yes:
	
	No:
	
	




	If yes, please can you give us details:




	Do you give us permission to contact the medical professionals listed above if necessary?
		Yes:
	
	No:
	
	




	If yes, please sign and date below

	Signature:
	

	Full name:
	

	Date signed:
	






AGIP, 1 Fairbridge Road, London N19 3EW, email: clinical@agip.org.uk	Page 2




AGIP, 1 Fairbridge Road, London N19 3EW, email: clinical@agip.org.uk	Page 1
image1.jpg
The Association for
Group and Individual
Psychotherapy





