
Counseling Feedback Form
Client Name: ______________________________________
Date of Session: ____________
Counselor Name: __________________________________
Type of Counseling Received: 
☐ Biblical Discipleship
☐ Mindfulness Counseling
☐ Stress Management
☐ Purpose Direction
☐ Grief Counseling
☐ Other: _______________________

Session Experience
1. How would you rate your overall experience today? 
☐ Excellent ☐ Good ☐ Fair ☐ Poor
2. Did you feel heard, understood, and respected during your session? 
☐ Yes ☐ Somewhat ☐ No
Comments: ___________________________________________
3. Was the counseling approach aligned with biblical principles and helpful to your spiritual growth? 
☐ Strongly Agree ☐ Agree ☐ Neutral ☐ Disagree ☐ Strongly Disagree
Comments: ___________________________________________
4. Did the session help you gain clarity, peace, or direction in your situation? 
☐ Yes ☐ Somewhat ☐ No
Comments: ___________________________________________


Counselor Evaluation
5. How would you rate your counselor’s ability to guide you spiritually and practically? 
☐ Excellent ☐ Good ☐ Fair ☐ Poor
Comments: ___________________________________________
6. Did your counselor incorporate Scripture effectively during the session? 
☐ Yes ☐ No
If yes, which passages stood out to you? ___________________________

Suggestions & Next Steps
7. What would you like to focus on in future sessions?

8. Do you have any suggestions to improve our counseling ministry?

9. Would you recommend Discipling in Hope to others seeking biblical counseling? 
☐ Yes ☐ Maybe ☐ No
Why or why not? ________________________________________

Thank you for sharing your feedback. Your insights help us serve with greater compassion and clarity.


