
[image: image1]To help with your first session, please provide the following information as completely as possible.  PLEASE PRINT.

Please know that all information will be kept strictly confidential.
Today’s Date: ___________________________________________________________

Counselor:  _______________________________________________

Date of Birth:   __________________________________________________________

Age:  __________________________
Name:
__________________________________________________________________


Address:  ____________________________________________________________________________________________

City/State/Zip:  ____________________________________________________________________________________
Home Phone: (        )_______________________________  Work Phone:  (        ) ______________________________ Cell Phone:  (        )__________________________


May we leave a message at these numbers?

Yes

No

Email:
_____________________________________________________________________________________________________________________________________________________




Single

Married

Separated
Divorced
Remarried
Widowed


Marital Status:


Employer:   ____________________________________________________________________________
Occupation: ________________________________________________

Spouse’s Name:
_____________________________________________________________________
Age of Spouse:  ____________
# Yrs Married: _____________

Spouse Employer:  ___________________________________________________________________
Spouse Occupation: _______________________________________

Person Responsible for bill: ______________________________________________________________________________________________________________________________

Person to contact in case of emergency:  ___________________________________________________________________________________

Relationship:  _________________________________________________
Phone Number:  (         )  _____________________________________________


Who referred to Marti Miller ?                                               Family Member               Our Website



  

Court  Work   Pastor/Church   Advertisement  Internet Search  Other


May I acknowledge this recommendation?
    Yes

      No

Please describe the nature of the presenting problem which motivated you to seek counseling ________________________________________________
____________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________


[image: image2.png]



Family Physician:  ________________________________________________________________________
Phone Number:  (          ) __________________________________   

Are you taking prescription medications at this time?
           Yes                                  No

Please list  medications ___________________________________________________________________________________________________________________________________

Do you have children?
    Yes

     No
If yes, how many?  _____________________

Name





Age


 Biological/Step

____________________________________________________

_______________

___________________________________________________

____________________________________________________

_______________

___________________________________________________

____________________________________________________

_______________

___________________________________________________

____________________________________________________

_______________

___________________________________________________

____________________________________________________

_______________

___________________________________________________

____________________________________________________

_______________

___________________________________________________

____________________________________________________

_______________

___________________________________________________

____________________________________________________

_______________

___________________________________________________

____________________________________________________

_______________

___________________________________________________

Your Father’s Name:  ______________________________________________________  Living/Age:  ___________ or deceased?  Yes  No


Your Mother’s Name:  ______________________________________________________  Living/Age:  ___________ or deceased?  Yes  No

Number of brothers?  ___________________

Number of sisters?  _________________

Has anyone in your family had counseling before?   If so, for what?  ______________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________


Any history of drug/alcohol abuse with father, mother, siblings, or extended family?  Yes
No

If yes, please describe:  __________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
Any history of sexual abuse with father, mother, siblings, or extended family?        Yes
      No

If yes, please describe:  ___________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________


Do you use alcohol and/or drugs?       Yes

       No

If yes, please describe frequency and type:  _________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________


Have you ever experienced sexual difficulties?        Yes
     No

If yes, please describe frequency and type: ___________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________

Have you ever had therapy?         Yes
     No

If yes, please describe and list therapist:  _____________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________

Describe any major changes, difficulties, or other life events that have occurred to you or your family in the last few years (i.e. hurricanes, moves, changes in number of family members, marital status, income, employment, etc.):

_______________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________

List any major health problems for which you are currently receiving treatment (please circle all that apply):

Nervousness




Depression




Fears

Shyness





Sexual problems




Suicidal thoughts

Separation




Divorce





Finances

Drug use




Alcohol use




Friends

Anger





Self-control




Unhappiness

Sleep





Stress





Work

Relaxation




Headaches




Tiredness

Legal Matters




Memory





Ambition

Energy





Insomnia




Making decisions

Loneliness




Inferiority feelings



Concentration

Education




Career choices




Health problems

Temper





Nightmares




Marriage

Other: 

_____________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
Kirk Henderson, MSCE, NCC, LPC
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