Alina Therapy 
Please email completed form back to gromica@yahoo.com

Date______________________________

Counselling Assessment Form
This initial assessment aims to gather relevant information about you in order to better understand your background, relevant health status, current concerns, unique needs, and hopes for the future.

Personal Information
Full Name: _____________________________________________
Pronouns: ______________________________________________
Date of Birth: ___________________________________________

Contact Details:
Address: __________________________________________________________
Phone: __________________________________________________________
Email: __________________________________________________________
Preferred Method of Contact: ☐ Phone ☐ Email ☐ Other: ______________

Emergency Contact 1:
Name: ___________________________________________
Phone: ___________________________________________
Relationship: ___________________________________________

Emergency Contact 2 (if applicable):
Name: ___________________________________________
Phone: ___________________________________________
Relationship: ___________________________________________

Medical History
GP’s Contact Details: ___________________________________________

Current Medication (if any): ___________________________________________

Previous Medication (if relevant): ___________________________________________

Any relevant medical conditions, allergies, or disabilities?
☐ No ☐ Yes – Please specify: ___________________________________________

Any previous mental health diagnosis or treatment?
☐ No ☐ Yes – Please provide details: ___________________________________________

Past or present history of hospitalisation, self-harm, hearing voices, or suicidal ideation?
☐ No ☐ Yes – Please specify: ___________________________________________

Current substance use (if applicable):
☐ No ☐ Yes – Please specify: ___________________________________________

Additional Relevant Information
Reason for seeking counselling:


Past experience of therapy (if applicable):
☐ No ☐ Yes – Please provide details: ___________________________________________
Referred to therapist by:
☐ Self-referred ☐ GP ☐ Other: ___________________________________________

Main difficulties you would like support with:


Current expectations/hopes of therapy:


Current key relationships:



Significant losses in the past two years (if any):
☐ No ☐ Yes – Please specify: ___________________________________________

Employment status:
☐ Employed ☐ Self-employed ☐ Unemployed ☐ Student ☐ Retired ☐ Other: __________________________________________________________
Any other important information about personal or social context that may impact therapy?




