ALL QUESTION CONTAINED IN THIS QUESTIONNAIRE WILL BE KEPT STRICTLY CONFIDENTIAL

CLIENT INFORMATION FORM

WELCOME. | LOOK FORWARD TO PROVIDING YOU WITH EXCELLENT AND EFFICIENT COUNSELING SERVICES.
PLEASE TAKE A FEW MINUTES TO FILL OUT THIS FORM, THE INFORMATION WILL HELP ME BETTER UNDERSTAND
YOUR SITUATION AS WELL AS HOW BEST TO HELP YOU GET THE SERVICE(S) YOU NEED. YOUR INFORMATION IS

CONFIDENTIAL AND WILL NOT BE RELEASED TO ANYONE WITHOUT YOUR WRITTEN PERMISSION.

TODAY’S DATE: (INTAKE DATE) TIME
TYPE OF SERVICES BEING SOUGHT (CHECK ALL THAT APIL]Y): INDIVIDUAL ADLLT-  INDIVIDUAL
CHILD

MARITAL/COUPLE [ | FAMILY

REFERRAL SOURCE: | | INSURANCE [| ScHooL [ INTERNET [ | FRIEND/RELATIVE [| COURT/PROBATION

IDENTIFIED CLIENT

PERSON FILLING OUT FORM: AGE: __ DOB:
NAME OF PRIMARY CLIENT (IF DIFFERENT): RELATIONSHIP __ AGE:___ DOB:
ADDRESS: City ZIP

HOME PHONE: WORK PH. CELL EMAIL

SINGLE MARRIED DIVORCED MINOR EMPLOYED RETIRED STUDENT

MAY | SEND MATERIAL/INFORMATION TO YOUR HOME? YES ___ No
NAME OF INDIVIDUALS LIVING IN HOUSEHOLD

LAST, FIRST, INITIAL RELATIONSHIP | BIRTH DATE EMPLOYMENT/ SCHOOL & GRADE | ETHNICITY

SECOND HOUSEHOLD (ADDITIONAL HOUSEHOLD MEMBERS / CHILDREN OUTSIDE THE HOME (IF APPLICABLE)

NAME: RELATIONSHIP: ____AGE:_____DOB
ADDRESS: CItYy ZIP
NAME: RELATIONSHIP: ____AGE:_____DOB
ADDRESS: CITY ZIP
NAME: RELATIONSHIP. ____AGE:_____DOB

ADDRESS: CITY ZIP




ALL QUESTION CONTAINED IN THIS QUESTIONNAIRE WILL BE KEPT STRICTLY CONFIDENTIAL
FINANCIAL INFORMATION
COUNSELING PRIVATE FEES OR CO-PAYMENTS ARE DUE AT THE TIME OF SERVICE.

INDIVIDUAL RESPONSIBLE FOR PAYMENT

ADDRESS (IF DIFFERENT FROM ABOVE)

RELATIONSHIP TO CLIENT

PHONE NR (IF DIFFERENT FROM ABOVE)

| AGREE TO PAY THE FAMILY MINISTRY THE AMOUNT OF PER SESSION FOR

COUNSELING SERVICES: (SIGNATURE OF RESPONSIBLE PRIVATE PAY PERSON):

SIGNATURE: DATE:

ALL QUESTION CONTAINED IN THIS QUESTIONNAIRE WILL BE KEPT STRICTLY

CONFIDENTIAL

PERSONAL HEALTH HISTORY

HAVE YOU /ANYONE IN THE FAMILY ATTENDED THERAPY OR ARE CURRENTLY IN
TREATMENT? YES _ NO

LIST ANY MEDICAL PROBLEMS THAT DOCTORS HAVE DIAGNOSED:

IS ANYONE IN THE FAMILY BEING TREATED FOR A SERIOUS MEDICAL PROBLEM? YES

NO
ALCOHOL

DO YOU DRINK ALCOHOL7? .iicicuteteececocececscesescssscssssscesesssssossnsscssssssssssonesessas YES___
No ______
IF YES, WHAT KIND? HOW MANY DRINKS PER
WEEK? _____
ARE YOU CONCERNED ABOUT THE AMOUNT YOU DRINK? ...ccceceeeeecrcceccceceecee. YES

No
HAVE YOU CONSIDERED STOPPING? .ccccctececetecncrccocecacscscsecessssscecesscacssssscacess YES ___
No ______
HAVE YOU EVER EXPERIENCED BLACKOUTS? ..icccittetetecececescscscacscsssscssescacecses YES __
No _______
ARE YOU PRONE TO “BINGE” DRINKINGT? ...cccocteterecatecesscoccncscscssecssssesssoscacecscss YES ___
No _______
DO YOU DRIVE AFTER DRINKING? .icciuieceeotcccecscscesecscecesssssossssscssssscesesonesessns YES

No



DO YOU DRINK ALONET7 .eiueteetetecreocecsecsecssossosscssssssesssescescessessessssssssessesseossons YES
No

DO YOU HAVE A FAMILY MEMBER WHO HAS ALCOHOL OR OTHER SUBSTANCE ABUSE
ISSUES? YES NO

TOBACCO
DO YOU USE TOBAGCECOT? .uiutieeenereeeorescesesssssesssssssssssssssssssssssssssssesssssssssssssssssseces YES __NO

CIGARETTES (PACKS PER DAY): ___ CHEW — (NR PER DAY):
DAY): _______

CIGARS (NR PER DAY):

PIPE (TIMES PER

NUMBER YEARS SMOKED: OR YEAR QUIT SMOKING:

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE WILL BE KEPT STRICTLY CONFIDENTIAL.

DRUGS
DO YOU CURRENTLY USE RECREATIONAL OR STREET DRUGS? YEs____No ____
HAVE YOU EVER GIVEN YOURSELF STREET DRUGS WITH A NEEDLE? YES No

QUESTIONS CONTAINED IN THIS QUESTIONNAIRE WILL BE KEPT STRICTLY CONFIDENTIAL

MENTAL HEALTH)

IS STRESS A MAJOR PROBLEM FOR YOUT7? .iiciiuitetececetececscocencssscssssssscsscessnsssssasssssssssns
YES __ NO
DO YOU FEEL DEPRESSEDT .eicctutecttcectececscecsecesscesscscsscecsssesssssssscssnssssssesnssssssessssssssss
YES __ No
DO YOU PANIC WHEN STRESSED?
YES __ No
DO YOU HAVE PROBLEMS WITH EATING OR YOUR APPETITE?

..YES __No
Do YOU CRY FREQUENTLY?
YES __No
HAVE YOU EVER ATTEMPTED SUICIDE7? .iiuciteectttcecececsceccscscscssscecssscesssossssssessssssssssssssss
YES __No

HAVE YOU EVER SERIOUSLY THOUGHT ABOUT HURTING YOURSELF? ...cccccoeueeeens
....... YEs __No

DO YOU HAVE TROUBLE SLEEPING? .
YESs __No HAVE YOU EVER BEEN TO A COUNSELOR (MENTAL HEALTH OR
MARRIAGE)? veeeeeess. YES __NO

DO YOU PRACTICE A RELIGION?

DO YOU PRAY? ___ DO YOU BELIEVE IN FORGIVENESS? ___IS GRACE A REALITY FOR
You? _______

DO YOU THINK EVERYTHING HAPPENS FOR A REASON?

IF SO, WHAT IS THE REASON?

IS THERE A REASON TO BE KIND TO OTHERS?

IF SO, WHAT IS THE REASON?

HAS ANYONE IN THE FAMILY ATTEMPTED SUICIDE, RECENTLY OR IN THE PAST?




HAS ANYONE IN THE FAMILY BEEN A VICTIM OR PERPETRATOR OF CHILD ABUSE
(PHYSICAL, EMOTIONAL, NEGLECT), DOMESTIC VIOLENCE, RAPE, OR OTHER VIOLENT
ACT?

RELATIONSHIP INVENTORY
DO ONE OF YOU GET ANGRY OR HURT WHEN HERE IS DIFFERENT PERSPECTIVE
/POINT OF VIEW?
YES __________ NO __________

DO ONE OF YOU EXPERIENCE ANXIETY WHEN THERE IS A DIFFERENT OF OPINION?
YES NO

REASON FOR VISIT
WHAT ARE THE PRIMARY CONCERNS THAT BRING YOU HERE?

THE FOLLOWING ACKNOWLEDGEMENT AND RELEASE IS REQUIRED

] ACKNOWLEDGE AND UNDERSTAND THAT THE TIME OF MY SCHEDULED
APPOINTMENT IS RESERVED FOR ME. IF I NEED TO CANCEL, | MUST GIVE A 24 HOUR
NOTICE. | UNDERSTAND THAT | MAY BE CHARGED THE FULL SESSION FEE (75.00)
FOR LATE CANCELLATION AND MISSING AN APPOINTMENT WITHOUT NOTIFYING DR.
LEWIS. IF DR. LEWIS CANCELS, LESS THAN 24 HOURS OR MISSES AN
APPOINTMENT, YOU ARE ENTITLED TO A SESSION WITHOUT CHARGE.

I AUTHORIZE THE RELEASE OF INFORMATION NECESSARY TO PROCESS INSURANCE
CLAIMS, WHEN APPLICABLE, FOR COUNSELING SERVICES.

CLIENT/ OR CAREGIVER’S SIGNATURE: DATE:

Privacy Policy Acknowledgement

Must be signed by all adult participants in therapy

I have read and understand the Notice of Privacy Practices (copies available in waiting area and online). I
understand that I may request a copy of this policy for my records. I understand that I may ask my therapist
about the policy if I have any questions now or in the future.

CLIENT/ OR CAREGIVER’S SIGNATURE: DATE:




