


Braun Counseling Services LLC
Diane Braun LIMHP, LMHP, LADC, CPC

New Client Registration

Name: _______________________________________		                      Date: _______________________________
Parent(s) name if client is a minor: _____________________________________________________________________
Address: _____________________________________     City: _______________    State: ______    Zip: ______________
Home Phone: _____________________      Cell Phone: ____________________      OK to leave message?   ☐ Yes   ☐ No
Date of Birth: _____________________	          Age: ______             SSN: __________________________________
Email Address: ________________________________________________________________
Emergency contact name & phone number: ______________________________________________________________
Is it OK to contact the above listed person in case of an emergency?       ☐ Yes        ☐ No
Employment and Education:
  Unemployed	         Employed Part-Time (Less than 35 hrs/wk)        Employed Full-Time (35 hrs/wk +)
  Disabled                  Active Military         Retired
Current employer: __________________________________________________________________________________
How long with this employer?        _______ Years      _______ Months
Annual Income:      Less than $10,000     $10,000-$30,000     $30,000-$50,000     $50,000-70,000     $70,000+ 
Rate your overall level of job satifaction     High           Medium           Low          Not Applicable
Employment history:	
Employer				Type of work				Length of work
____________________________________________________________________________________________________________________________________________________________________________________________________
Education History (Check the following you have completed):     
  Less than 12 years     
  High School Diploma/GED   Name of School: _____________________________________    Year: ___________              Associates Degree                 Name of School: _____________________________________    Year: ___________                                
  Bachelors Degree                  Name of School: _____________________________________    Year: ___________                             
  Masters Degree                     Name of School: _____________________________________    Year: ___________                      
  Doctorate Degree                  Name of School: _____________________________________    Year: ___________   
Certifications/Licensures:  ______________________________________________________   Year:  ___________ Certifications/Licensures:  ______________________________________________________   Year:  ___________
Have you ever participated in any special education classes?           Yes         No
Have you ever been diagnosed with any learning disabilities (i.e. Dyslexia, Reading Comprehension, etc.)?      Yes     No
Have you ever been diagnosed with any behavioral disorders (i.e. ADD, ADHD, etc.)      Yes       No

Military:
Have you ever served in the military?        Yes       No
Branch:  ________________________       Type of Discharge: _______________________      Year: ___________ 
Branch:  ________________________       Type of Discharge: _______________________      Year: ___________

Family and Social:
[bookmark: _Hlk522609494]  Never Married         Married        Separated         Divorced       Widowed
Spouses Name:  _____________________________    Age: _______             Living           Deceased
Children’s Names:   __________________________    Age: _______              Living           Deceased
		       __________________________    Age: _______              Living           Deceased
		       __________________________    Age: _______              Living           Deceased
		       __________________________    Age: _______              Living           Deceased
		       __________________________    Age: _______              Living           Deceased
Spouse:
  Unemployed	         Employed Part-Time (Less than 35 hrs/wk)        Employed Full-Time (35 hrs/wk +)
  Disabled                  Active Military
Current employer: _____________________________________________________________________
Number of people in the household:  ________
Do you have a close relationship with:       Spouse      Yes       No        Children      Yes      No
If no, please explain:  ______________________________________________________________________________
List any activites, interests, and hobbies:
_________________________            __________________________	  ___________________________
_________________________            __________________________	  ___________________________
List any involvement in clubs, organizations, sports,  volunteering or community activities:
_________________________	     ___________________________      	 ____________________________
_________________________	     ___________________________      	 ____________________________
Who do you spend most of your free time with?         Family         Friends        Alone
How many close friends do you have:  __________
If not married, are you involved in a romantic relationship?        Yes        No

Religious Beliefs:
How important are your religious beliefs to you?        Not at all        Slightly        Somewhat         Extremely
Which denomination do you belong to?  ______________________________________

Mental Health:
Please check if you have a history of or are currently experiencing any symptoms of the following:
☐ Depression 		             ☐ Anxiety	                       ☐ Stress	                             ☐ Grief/Loss
☐ Relationship Problems           ☐ Panic		                       ☐ Anger/Violence                ☐ Sadness
☐ Childhood Issues                     ☐ Mood Swings	                       ☐ Loneliness                         ☐ Isolation
☐ Physical Abuse/Assault          ☐ Sexual Abuse/Assault         ☐ Emotional Abuse              ☐ Other Trauma	
☐ Problems with Authority       ☐ Suicidal Thoughts                ☐ Suicide Attempt                ☐ Bullying
☐ Eating Difficulties                    ☐ Family Issues                        ☐ Easily Distracted               ☐ Nightmares
☐ Excessive Energy	             ☐ Low Self-Esteem                  ☐ Sleep problems                 ☐ Substance Use
Other Concerns: ____________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
What is/are your biggest concern(s) or stressor(s) at this time? ______________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever been diagnosed with a mental illness?        Yes          No
Diagnosis:  _____________________________     When:  _____________
	     _____________________________      When:  _____________
                    _____________________________     When:  _____________
	     _____________________________      When:  _____________
Have you ever participated in any of the following:
☐Outpatient Mental Health Treatment                         
    Name of provider/agency: _____________________________________________      Dates: _____________________   
    Name of provider/agency: _____________________________________________      Dates: _____________________                                                                                               
☐Inpatient Mental Health Treatment    
     Name of provider/agency: ____________________________________________       Dates: _____________________  
     Name of provider/agency: _______________________________ _____________      Dates: _____________________                                                                                                    
Have you ever had serious thoughts of suicide (Where you actually had a plan)?      Yes            No
Have you ever attempted suicide?         Yes          No        If yes, when? _______________________________________
Do you have a family history of mental illness?        Yes        No     If yes, who?  _________________________________

Substance Use: (If Applicable)
Please identify types of drugs/alcohol you have used, abused, or tried (If Applicable):
☐ Alcohol (Beer, Liquor, Wine)                          ☐ Bath Salts 	                                          ☐ Cocaine/Crack Cocaine                                               ☐ Club Drugs (Ketamine, GHB, Rohypnol)       ☐ Cough/Cold Medicine (Abused/Not prescribed to you)                                       ☐ Inhalants/Huffing		                        ☐ K2 (Synthetic Marijuana)	             ☐ Lean                                    	                ☐ LSD (Acid)                                           	          ☐ Marijuana       		                           ☐ MDMA (Ecstasy/Molly) 	                ☐ Methamphetamine	                                       ☐ PCP/Phencyclidine (Angel Dust)             ☐ Psychedelic Mushrooms                                                                               ☐ Prescription Pain Medications (Abused/Not prescribed to you)                                         ☐ Salvia            		                                    ☐ Other Prescription Medications (Abused/Not prescribed to you)                                      ☐ Heroin
☐ Steroids (Anabolic)		                         ☐ Other Drugs   If yes, what? ____________________________________
Drug(s) of choice: ___________________________________________________________________________________
Have you ever participated in any of the following:
☐Outpatient Substance Abuse Treatment                     
    Name of provider/agency: _____________________________________________      Dates: _____________________
    Name of provider/agency: _____________________________________________      Dates: _____________________                                                                                               
☐Intensive Outpatient Substance Abuse Treatment                             
    Name of provider/agency: _____________________________________________      Dates: _____________________ 
    Name of provider/agency: _____________________________________________      Dates: _____________________                                                                                               
☐Inpatient Substance Abuse Treatment                         
     Name of provider/agency: _____________________________________________     Dates: _____________________  
     Name of provider/agency: _____________________________________________     Dates: _____________________                                                                                               How bothered are you by your overall alcohol and/or drug use?
☐ Not at all             ☐ Slightly                    ☐ Somewhat             ☐ A lot              
How important is treatment or counseling to you for your alcohol and/or drug use at this time? 
☐ Not at all             ☐ Slightly                    ☐ Somewhat             ☐ A lot              
Please check if you have attended or currently attend any of the following:
☐ Alcoholics Anonymous (AA)		☐ Narcotics Anonymous (NA)		☐ Al-Ateen
☐ Al-Anon				☐ Crystal Meth Anonymous (CMA)	
Other: _______________________________________________________________________
Do you have a family history of addiction/alcoholism?     ☐ Yes      ☐  No    If yes, who? _________________________
How many of the friends you spend most of your free time with drink alcohol or use drugs?
☐ None	☐ A few	☐ About half	        ☐ Most	     ☐ All
Of the friends you spend most of your free time with who use drugs or drink alcohol, do they typically drink/use:
☐ less often than you do           ☐ as often as you do           ☐ more often than you do
Are you a member of a gang or have close friends who are in a gang?      ☐ Yes        ☐ No
Have you ever skipped class/work to use drugs or drink alcohol?      ☐ Yes       ☐	 No
Have you ever gone to school/class/work soon after using drugs or drinking alcohol?       ☐ Yes         ☐ No

Gambling History:
Have you ever had to lie to anyone about your gambling?      ☐ Yes         ☐ No
Have you ever lost track of time when gambling?         ☐ Yes         ☐ No
Have you ever felt the need to gamble more and more?       ☐ Yes         ☐ No

Legal History:
*If you are involved in the legal system, your legal history will be verified. 
Are you involved in the legal system (probation, diversion, drug court, parole, SSAS, pre-sentence)?     ☐ Yes     ☐ No  
If yes, explain: _____________________________________________________________________________________
Name of supervising officer: ___________________________________________
Do you have any charges pending?     ☐ Yes     ☐ No
If yes, please explain: ________________________________________________________________________________
Please list all of your legal history (Arrests and/or charges):   
Crime/Date or Age: __________________________________	Consequence: _________________________________
Crime/Date or Age: __________________________________	Consequence: _________________________________
Crime/Date or Age: __________________________________	Consequence: _________________________________
Crime/Date or Age: __________________________________	Consequence: _________________________________
Crime/Date or Age: __________________________________	Consequence: _________________________________



[bookmark: _GoBack]Please bring this form with you to your appointment.
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