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Please fill out what is comfortable sharing and/or what is applicable. 
Date ______________
Client’s Name______________________________________ DOB _________
Address _________________________________ ______________________
Phone: Hm(     )______________________ Cel(     )______________________ Email__________________________________________________________
Okay to leave voice, text message, and/or send email?   ☐Yes ☐No     
Spouse Name ____________________________________ DOB ___________ 
Spouse Phone _____________________________ okay to contact? ☐Yes ☐No

**If client is under 18, name of Legal Guardian___________________________ 
Guardian Address____________________________________      ph______________________ DOB _____________                    
Emergency Contact name: ________________________________________
Emergency Contact Ph.(     )___________________ okay to contact? ☐Yes ☐No 
Please describe what brings you into counseling? __________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________  
Marital Status and Household Info
☐Single ☐Married, years married___ ☐Currently Divorced, ___ years divorced  ☐Engaged  ☐Cohabitating  ☐Remarried, ___ years. 
Do you currently have intimate relationship problems? If yes, please check why:
☐Stress  ☐Communication  ☐Anger  ☐Grief/Loss  ☐Infidelity  ☐Abuse  
☐Neglect ☐Jealousy ☐ Intimacy ☐Addictions, type______________________
☐Finances ☐Insecurity ☐ Chronic illness, type__________________________  ☐Other________________________________________________________
Household Members (other than yourself and spouse)
1: Name ___________________Age __  2: Name _________________ Age __
3: Name ___________________Age __ 4: Name  _________________ Age __ Family of Origin
Present during childhood: ☐Mom  ☐Dad  ☐Stepmom  ☐Stepdad  ☐Brother(s)  ☐Sister(s) ☐Step-sibling(s)  ☐Other___________________________________
Home Environment was: ☐ Normal ☐ Chaotic ☐Neglectful/Abusive
☐Your parents married ___ yrs. ☐Your Parents separated ___ yrs. 
☐Your parents remarried ___ yrs. 
What was your relationship like with your parents growing up? _________________________________________________________________________________________________________________________ 
Briefly describe your childhood______________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
☐Family history of love and constant support? 
☐Family history of physical/emotional problems?  
Have you in the past or have recently considered hurting yourself? If yes, explain ______________________________________________________________ ____________________________________________________________________________________________________________________________
______________________________________________________________
Have you ever witnessed or been affected by violence? If yes, explain _____________________________________________________________ ____________________________________________________________________________________________________________________________
Other traumatic experiences not listed? ______________________________________________________________
______________________________________________________________
What was your childhood friendship experience? ______________________________________________________________
Other Info
How many times per week do you consume Alcohol? _______________ 
How many times per week do you consume drugs? _________________
Do you frequently argue with others? If yes, please explain ______________________________________________________________
Has any close friend or family member ever attempted suicide? ☐Yes ☐No If yes, please explain ___________________________________________________
Current interpersonal relationships and Social Support
☐Supportive network  ☐Few/no friends  ☐My friend is an addict  ☐Trusts friend to confide in ☐emotionally distant w/ family ☐Involved in any type of fellowship  ☐Do you have a religious/spiritual faith? If yes, what is your faith? _________________________________________________________ 
Do you get along well with others (neighbors, co-workers, etc.)? _________________________________________________________
If you have children, how is your relationship with them? ______________________________________________________________ 
____________________________________________________________________________________________________________________________
Strengths
What do you like to do for fun?
______________________________________________________________ ____________________________________________________________________________________________________________________________
What are your major strengths?
______________________________________________________________ ____________________________________________________________________________________________________________________________
______________________________________________________________
When are you most happy?
______________________________________________________________ ____________________________________________________________________________________________________________________________
Education 
What is the highest grade you completed in school? (Please check)
☐High school ☐GED ☐ Some college ☐College Degree ☐Graduate/Postgraduate Degree ☐ Vocational Training 
Would you describe your school experience as positive or negative? Please explain. ________________________________________________________
Employment
Current Employer _________________________________ How long? _______
Medical History
How is your general health? ☐Good  ☐Fair ☐Poor  Explain: ______________________________________________________________
Name of Physician __________________________ okay to contact? ☐Yes ☐No
Medical concerns ________________________________________________
Current prescribed and/or over the counter medications (if none, click this box □).
1: Name _______________________  2:Name ________________________ 3: Name _______________________ 4:Name ________________________ 
5: Name _______________________ 6:Name ________________________ How is your sleep? ☐Good  ☐Fair  ☐Poor  Explain ______________________________________________________________
Appetite?  ☐Good  ☐Fair  ☐Poor.  Explain ______________________________________________________________
Sexual Satisfaction  ☐Good  ☐Fair  ☐Poor.  Explain ______________________________________________________________
Recent Symptoms 
☐Sad ☐Hopeless/helpless ☐Insomnia ☐Excessive Sleeping ☐Fatigue 
☐Poor memory  ☐No motivation ☐Lacks interest/enjoyment  ☐Thoughts of dying  ☐Guilt ☐Worthless  ☐Not hungry  ☐Prefer being alone  ☐Irritable/angry  
☐Energetic ☐Fast/excessive talking ☐impulsive  ☐Difficult concentration  
☐Risky behavior  ☐Feeling out of control ☐Restless/can’t sit still  
☐Suspicious/mistrusting  ☐Have special powers  ☐People watch me ☐Fearful
☐Someone is after me ☐Always on-guard/defensive ☐Distrustful ☐Nervous
☐Panic attacks  ☐Re-living past events  ☐Disturbing memories  ☐Avoidance
☐Can’t be in crowds ☐Hears what others don’t hear ☐See what others don’t 
☐Easily startled  ☐Repeated nightmares  ☐Family frequently argues  
☐No feeling of love  ☐Hard to make friends ☐ Sexual difficulty/lack of desire  
☐Unwanted thoughts
Psychological History 
Prior counseling or psychiatry care? ☐Yes ☐No. If yes, when ________________
Name of treating physician or hospital_________________________________ okay to contact? ☐Yes ☐No
Have you taken, or are you now taking any prescription medications for mental health issues? ☐Yes  ☐ No  Dr. ______________________________________ okay to contact? ☐Yes ☐No
Would like occasional Christian principles incorporated in therapy ☐ Yes ☐ No ☐ I don’t know.                  **You may change this answer anytime.  

Informed Consent and Disclosure Statement
Confidentiality 
What is revealed in this setting is protected by professional and ethical standards. All material is confidential and not discussed or released without your written consent except information related to suspected child abuse, elder abuse, dependent abuse, threatened homicide or suicide, by neglect, assault, battery or sexual molestation. As a mandated reporter, your therapist is required to report such suspicions to appropriate authorities. Initial if you understand and agree ____
HIPAA & Confidentiality 
Your therapist may contact you via text, email, or other electronic means. Although we cannot be certain that this information will not be intercepted, the therapist will do their part to protect your confidentiality. ____ Please initial here if you understand the risks of communicating with your counselor by electronic means, and still wish to do so. Your initials indicate you understand the risk, and consent to electronic communication with your counselor. 


Fees
The fees are on a sliding scale fee system of $75.00 to $125.00 per 45-50 minute session. Temporary extreme hardship reductions for lower than the minimum sliding scale fee are individually assessed. Your church or another non-profit organization may be able to assist you in covering the cost of counseling. Only cash or checks are currently accepted. Cancellations must be made 24 hours in advance or a fee of $75.00 will be charged. Any uncollected fees can be sent to credit collections if the balance remains unpaid without good faith effort.
Therapist Michelle Meyer, Information

Your therapist is a Licensed Marriage and Family Therapist and Licensed Professional Clinical Counselor. Michelle Meyer, the therapist operates under a Christian worldview, although she does fairly well to not express or utilize these values upon clients( unless a client specifically desires). At times, however, the therapist does operate within this personal worldview. Please initial if you understand this and agree ____.

Client Signature ____________________________________ Date _________
Client Signature ____________________________________ Date _________ 
Your signature(s) represent that the information above is true and accurate to the best of your ability, and the services described in the above information are granted (except where the client marks “no”). Your permission to the above services may be changed at any time upon your request. 
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