
Back From The Brink

Initial Consultation Form
This will not be easy to complete. It is the hardest part of the process. 

Take breaks. 

Take your time. 

We are not going anywhere. 

We are here for you. 

Please provide the following information to help us assess your needs. Leave blank any question you would rather not answer. Information you provide here is held to the same standards of confidentiality as our therapy. Please see T and C’s.

Please return this form to adminbftb@protonmail.com.

	Name (first)
	Middle
	Surname

	Today’s Date
	Date of birth
	Age

	Address

	
	Post Code

	Email Address (please print)

	Landline Contact no (please print)                                                                     may I leave a message    yes    or    no

	Mobile Contact no (please print   )                                                                     may I leave a message    yes    or    no

	Person to contact in an emergency

	Name                                                                                    Relationship to you                                  Phone no.

	GP Name 

	GP Address


About you and your situation
	How did you learn about BFTB?
	

	What prompted you to seek BFTB now? 
	

	Briefly, why are you estranged from your children? You may tick as many boxes as you wish (Please provide details in a larger section later on)

	· Process
	Dates
	Process
	Dates

	· Public Law Proceedings
	
	· Reporting domestic abuse
	

	· Private Law Proceedings
	
	· Reporting child Abuse
	

	· Criminal Law Proceedings
	
	· Reporting Illness Physical
	

	· Abduction
	
	· Reporting Illness Mental
	

	Other

	Other 

	Other

	Other 


	Marital Status
	Single
	Married
	Separated
	Divorced 
	Widowed

	Are you currently in a Relationship?

	How long have you been together?

	Are you happy in this relationship?

	If no please give a brief summary of why that is.

	

	Your Child/children. How many children do you have and how old are they? Please state their names or give a code name if you prefer so that we can refer to them. Are they fit and well?

	

	Have you always been the main care provider?

	

	Have you had therapy before?

	How long ago and was it helpful for you then?

	Are you currently taking any medication for the problem you are seeking therapy for?

	What is the name and dose of your medication?

	

	Have you previously been prescribed medication for your mental health? If yes please state here. 

	

	How long ago was that and was the medication helpful?


HEALTH INFORMATION

How is your physical health currently? (please circle)

Poor           Unsatisfactory              Satisfactory         Good                 Very good

	Please list any chronic health problems or concerns (e.g. asthma, hypertension, diabetes, headaches, stomach pain, seizures, etc.) Please use this box to explain further on this matter if you wish.


How is your mental health currently? (please circle)

Poor           Unsatisfactory              Satisfactory         Good                 Very good

	Please list any health problems or concerns (e.g. PTSD, anxiety, depression, personality disorders, etc.) Please use this box to explain further on this matter if you wish.


Do you regularly use alcohol? □ No □ Yes    
	If yes, what is your frequency?  Please use this box to explain further on this matter if you wish.

□ once a month   □ once a week  □ daily  □ daily, 3 or more  □ intoxicated daily


Do you engage in recreational drug use? □ Daily □ Weekly □ Monthly □ Rarely □ No
	If you checked any box other than “no,” which drugs do you use? 

Please use this box to explain further on this matter if you wish.


Do you smoke?  □ No □ Yes    

	If yes, how many cigarettes per day? Please use this box to explain further on this matter if you wish.


Have you ever had a head injury?   □ No □ Yes   

	Please use this box to explain further on this matter if you wish.


On this page only, using font no smaller than 10 New Times Roman, please give a summary of your situation
	


Have you experienced in the past:                            

 *Rating Scale 1-10 (10 =worst)

Depressed Mood or Sadness



yes
no

    ______

Irritability/Anger




yes
no

    ______

Mood Swings 





yes
no

    ______

Rapid Speech 





yes
no

    ______

Racing Thoughts




yes
no

    ______

Anxiety 





yes
no

    ______

Constant Worry





yes
no

    ______

Panic Attacks 





yes
no

    ______

Phobias 





yes
no

    ______

Sleep Disturbances 




yes
no

    ______

Hallucinations 





yes
no

    ______

Paranoia 





yes
no

    ______

Poor Concentration 




yes
no

    ______

Alcohol/Substance Abuse 



yes
no

    ______

Frequent Body Complaints ( e.g., headaches)

yes
no

    ______

Eating Disorder
 




yes
no

    ______

Body Image Problems 




yes
no

    ______

Repetitive Thoughts (e.g., Obsessions) 


yes
no

    ______

Repetitive Behaviors (e.g., counting ) 


yes
no

    ______

Poor Impulse Control (e.g., ↑ spending) 


yes
no

    ______

Self Harm





yes
no

    ______

Sexual Abuse





yes
no

    ______

Physical Abuse





yes
no

    ______

Emotional Abuse




yes
no

    ______

OCCUPATIONAL, LEGAL INFORMATION:     

Are you employed?     □ No □ Yes    

	If yes, are you happy at your current position? Please list any work-related stressors, if any?


Do you have financial or accommodation security concerns? □ No □ Yes

	If yes, please explain. 


Are you currently in the military?  □ No □ Yes    
	If not, have you previously been in the military?   □ No □ Yes


Do you have any legal concerns?  □ No □ Yes

	Please use this box to explain further on this matter if you wish.


FAMILY HISTORY:
	Please provide here any information that you feel may be relevant to your counseling. This may include your parents marital status, number of siblings and relationship with them, their ages and if you have good family and friend support.




FAMILY MENTAL HEALTH HISTORY:

Has anyone in your family (either immediate family members or relatives) experienced difficulties with the following? (circle any that apply and list family member, e.g., Sibling, Parent, Uncle, etc.):

Difficulty 





Family Member(s)

Depression 


yes/no


___________________________

Bipolar Disorder 

yes/no


___________________________

Anxiety Disorders 

yes/no


___________________________

Panic Attacks 


yes/no


___________________________

Schizophrenia 


yes/no


___________________________

Alcohol/Substance Abuse
yes/no


___________________________

Eating Disorders 

yes/no


___________________________

Learning Disabilities 

yes/no


___________________________

Trauma History 

yes/no


___________________________

Suicide Attempts 

yes/no


___________________________

Psychiatric Hospitalizations
yes/no


___________________________

OTHER INFORMATION:

What role, if any, do religion and/or spirituality play in your life?

	Please use this box to explain further on this matter.


Are you satisfied with your social situation/interpersonal relationships?    □ No □ Yes   

	Please use this box to explain further on this matter if you wish.


How is your current situation impacting upon your life and relationships?

	


What would you say has been the duration of this situation?

	


Has child removal happened before with other children? If so when ?

	


Where are all of your children  now? Please state how you feel about this placement.
	


Are there any other critical incidents recently that may also contribute to how you are feeling now?
	Please use this box to explain further on this matter if you wish.


What effective strategies are you using currently?

	Please use this box to explain further on this matter if you wish.


What unhelpful strategies do you feel you might be using to manage your current symptoms and have you used them before?

	Please use this box to explain further on this matter if you wish.


What are your overall goals for therapy?

	


Please may we contact you on social media, mobile telephone, whatsapp, messenger, or skype? Please provide details below so that our counselors can connect with you. 

	


(To be completed by the Counsellor) Agreed treatment plan 
	


6

