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Information Regarding Services 

Welcome to Affinity Counseling Center.  We are pleased to have this opportunity to assist you with your counseling needs.  At Affinity, we 

understand that you have a choice in mental health options.  We would encourage you to know and understand your options as they relate to services 

you receive.  Please read the following information carefully and feel free to discuss any concerns you may have with your counselor. 

Counselors range greatly in personalities, practice styles and in their understanding of therapy.  It is this agency’s understanding that the healing 

component of therapy comes from a trusting and comfortable relationship with the counselor of your choice. 

This agency applies a combination of therapies ranging from addressing and confronting hurtful patterns of thinking/decision making to more intense 

therapies focused at addressing symptoms related to experienced trauma.  What may be comfortable for one person may be for many reasons 

uncomfortable to another.  Therefore, a regular part of therapy is reviewing counseling results.  The more honest and open you are in discussing 

concerns, the more effective therapy has the potential to be.  Consider it your responsibility in therapy to inform your counselor as to what is 

working, and not working for you.  It is your counselor’s responsibility to listen to those concerns and apply clinical insight in addressing those 

concerns.  Please note, counseling involves natural ebb and flow of distress and at times hurting is part of the healing process. 

Therapists at Affinity Counseling Center consists of licensed professional counselors and licensed clinical social workers as well as therapist-in 

training (such as intern or student) working under the supervision of licensed therapist to obtain advanced degrees to meet eligibility standards for 

licensure.  As a part of the continued learning process for both new practitioners as well as seasoned clinicians, select cases will be discussed in 

clinical meetings.  Cases discussed in this setting will be discussed without the use of names or other identifying information. 

Therapy begins with an initial intake in which your counselor will conduct an interview to best understand the reasons for therapy, life situations that 

contribute to the difficulties as well as your motivation for seeking services at this time.  This information will be the starting point for developing 

your individualized treatment plan.  You are encouraged to read, ask questions and contribute to the treatment plan not only during the initial stages 

of therapy, but also as an ongoing process throughout your care. 

Therapy has shown to have many benefits including improved quality of life, better relationships, and reduction in life stressors.  Progress in therapy 

depends on several factors including regular attendance, talking openly with your therapist, motivation, motive for therapy, effort, and life 

circumstances. 

You and your therapist will work together to determine when your services are complete.  You always retain the right to end therapy at any time of 

your choosing.  Please note, that ending therapy at various times in the counseling process can be detrimental, especially in the case of working 

through issues of trauma.  While trauma work can be very painful in stages, your therapist will be able to assist you with grounding skills and a plan 

of support to mitigate the discomfort.  Abruptly leaving therapy during this time can result in continued if not worsening symptoms.  If you do decide 

to withdraw, it is recommended that you have at least one final appointment with your therapist rather than terminating by telephone, mail, or by not 

showing up.  If need be, your therapist will be willing to assist you in finding a different therapist either in this agency or elsewhere to assure ongoing 

continuity of care. 

Each therapist at Affinity Counseling Center holds very personal and varied understanding of his or her faith and spirituality.  Exploration of faith is 

often very beneficial in the therapeutic process.  It is our firm commitment to honor each individual’s belief system.  Our therapist will not impose 

their personal beliefs upon you and will include discussion of spirituality/religion/faith in accordance with your expressed wishes. 

Please know you have the right to: 

• Consent to treatment 

• Ask your therapist his/her qualifications and training 

• Ask for a different therapist 

• End counseling at any time 

• Access the client grievance procedures 

• Have your clinical record kept private 

• The right to collaborate with your therapist to identify goals 

that are meaningful to you 

 

Confidentiality is paramount in the counseling process.  Affinity Counseling Center will honor and respect your privacy not only as a means of 

respecting our clientele, but also as a matter of legal obligation.  What you tell your therapist will be kept confidential and will not be revealed to 

other persons or agencies without your written permission, except when mandated by state and federal statues, court order, or as part of the 

professional practice of this Center.  It may be beneficial at times to confer with other practitioners both within and outside this agency (personal 

physicians, psychiatrists, and past therapists) to maximize your treatment outcomes.  Please feel free to discuss any concerns related to your privacy 

with your therapist. 

This agency does not provide emergency services.  However, we will do our best to meet your needs by scheduling an appointment as soon as 

reasonably possible to address crisis.  If you have a critical emergency please call 911 or your nearest emergency room.  Emergency treatment for 

mental health issues can be treated locally at Oceans Behavioral Hospital at (432) 561-5915 or from other facilities in the Permian Basin. 

Should you have any concerns related to your care at Affinity Counseling Center we ask you first to speak to your therapist in an honest and open 

way.  For concerns not addressed by this agency you are invited to contact the consumer complaint hot line for licensed professional counselors and 

licensed marriage and family therapists at (800) 942-5540. 
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Client Information 

Please complete all information requested.  Complete one form for each person that will participate in counseling. 

First Name: _______________________ Middle Initial: _______ Last Name: __________________________ 

Preferred Name: ____________________________ Birth Date: ______/_____/______     Age: __________                          

Physical Address______________________________________ City ____________________State ________Zip________ 

Primary Phone #: (        ) _______-___________  [  ]  Mobile   [  ]  Home   [  ]  Work  [   ] Okay to leave voicemail or text message 

Alternate Phone #: (       ) _______-__________  [  ]  Mobile   [  ]  Home   [  ]  Work  [   ] Okay to leave voicemail or text message 

Email Address: ____________________________________ I would like receive appointment reminders via [  ] Text [   ] Email 

Birth Gender: [  ]  Male     [  ]  Female Marital Status: [   ]Married [   ] Single [   ] Other 

Employment: [   ] Employed [   ] Full- Time Student [   ] Part- Time Student [   ] Unemployed Other 

Emergency Contact Name: _________________________ Phone Number (        )_______-_____________ 

Agreement and Consent for Treatment 

I have read and understood the information contained in the Information Regarding Services document.  In signing this client service agreement and  

Consent for Treatment Form, I acknowledge that: 

• I do hereby consent to treatment by Affinity Counseling Center 

• I voluntarily enter into therapy with the agreed upon therapist. 

• I may withdraw from treatment at any time unless treatment is court ordered 

• I am 18 years of age, the parent or legal guardian of a minor under 18 years of age, or a legally emancipated under 18 years of age.  

• I acknowledge that I am financially responsible to Affinity Counseling Center for all fees of services rendered.  

• I have received a copy of my rights as a client in the State of Texas include in above Information Regarding Services 

• I understand that therapy is a joint endeavor between the therapist and client, the results of which cannot be guaranteed.  Progress depend 

upon may factors, including motivation, effort and life circumstances. 

• If my therapist believes that counseling is not appropriate for my circumstances or that I should be referred elsewhere, I will be so 

informed. 

• I understand that effective counseling involves my attending regularly-scheduled counseling appointment and talking openly with my 

counselor. 

• My therapist will inform me of any possible risks in my seeking therapy and will work with me in determining the best course of treatment. 

• I understand my right to have any tests, procedures, and recommendation explained to me in simple terms.  I have the right to refuse such 

tests, procedures, or recommendations. 

• I have been informed that my therapist is a [  ]  Licensed Professional Therapist  [  ]  Counseling Intern under supervision 

 

By signing below, I am acknowledging that all information above is correct to the best of my knowledge, and am consenting to attend counseling 

with the above listed terms. 

 

___________________________________________________________      ____________________  ____________________________________ 

Signature of Counseling Participant, Guardian, or Legal Representative  Date   Relationship 

 

_____________________________________________________  _____________________ 

Affinity Counseling Center Staff    Date 
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Affinity Counseling Center Notice of Privacy Practices 
 

Client Rights and Responsibilities: 

• You have the right to request a copy of any your records at any time by calling us at 432.557.1775 or asking your counseling during a 

scheduled session. Non-active clients may be charged a fee. Please see our Fees for Service. 

• You have the right and responsibility to make sure all of your information is correct and up to date. You may make a request to change or 

updated your information at any time.  

• You have the right to be contacted in ways that best fit your needs. You are responsible for letting Affinity Counseling Center know the 

appropriate ways to contact you. 

• You have the right to limit what counselors and staff share about you. Some information cannot be limited if you wish to file with 

insurance. Or in special situations such as: 

o  If we have reason to believe that a child, adult, or disabled individual has been or may be abused, neglected or sexually abused 

we must make a report within 48 hours to the Texas Department of Protective and Regulatory Services. 

o If we determine that there is a probability of imminent physical injury by you to yourself or other, or there is a probability of 

immediate mental or emotional injury to you we may disclose relevant confidential mental health information to medical or law 

enforcement personnel. 

o We can share health information about you in response to a court or administrative order.   

• You have a right to know when your health care information and shared, and who it is shared with.  

• You have the right to have access to Affinity Counseling Centers Notice of Privacy Practices, and to request a copy at any time. 

• You have the right to have your designated power of attorney or legal guardian act for you. You are responsible for providing 

documentation that explains the rights of those designated. 

• You have the right to file a complaint if we have violated your rights. You can file a complaint with the U.S. Department of Health and 

Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-

696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. We will not retaliate against you for filing a complaint. 

• You have the right to share your information with anyone you choose by filing a Release of Information. 

 

The information you provide in your paperwork, or in sessions is used to: 

• Provide you with quality mental health treatment. 

• Contact you 

• Bill for your services 

• Make sure that you, and those around you are safe. 

• Comply with local, state and federal law. 

Our Responsibilities: 

• We are responsible for making sure that your information is secure, and that your privacy is protected.  

• We are responsible for notifying you if for any reason something may jeopardize your security and privacy.  

• We are responsible for complying to your rights and adhering to requests in regards to your privacy within reason.  

• We are responsible for getting you an updated copy of this notice if any changes have been made.  

 

Affinity Maintains records electronically through Therapy Notes. All files are stored electronically for 5 years after you stop attending counseling at 

Affinity, or 5 years after a minor who has completed counseling turns 18. Your therapist and Cheryl Willoughby MA, LPC- S, RPT-S are the 

custodian of all records for Affinity. In the event that they are no longer able to fulfil their responsibilities as custodian, records will be transferred to 

appropriate clinical and administrative staff at Affinity. If your therapist moves practice, they will take a copy of your notes with them  

If you would like more information about HIPAA or rights and responsibilities regarding your privacy, please visit https://www.hhs.gov/hipaa/for-

individuals/index.html  

By signing below, you are acknowledging that you have read and understand Affinity Counseling Center’s Notice of Privacy Practice. 

 

___________________________________________________________      ____________________  ____________________________________ 

Signature of Counseling Participant, Guardian, or Legal Representative  Date   Relationship 

 

_____________________________________________________  _____________________ 

Affinity Counseling Center Staff     Date 

http://www.hhs.gov/ocr/privacy/hipaa/complaints/
https://www.hhs.gov/hipaa/for-individuals/index.html
https://www.hhs.gov/hipaa/for-individuals/index.html
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Counseling Cost Agreement 

Affinity Counseling Center is staffed by a mixture of employee counselors, intern counselors and contract counselors.  Each therapist’s rate is set 

reflecting their given license status, education and experience level.  Due to different requirements of insurance panels and preferences of various 

therapists, some of the counselors accept insurance, while others do not.  Please speak with the office manager or your therapist if you have any 

questions regarding the fees of your chosen therapist.  Please note, therapists who accept insurance per contract with the insurance agency are not 

able to negotiate a lower cost for therapy and cannot wave co-payments.   

Fees for Services Rendered: 

• $$50 per session therapy with Grad Student 

• $75 per session therapy with Intern/ Associate 

• $100 per session therapy with Licensed Provider 

without specialty training.  

• $ 150 per session with Licensed Provider with 

Specialty training. (RPT, SE, EMDR, etc.) 

• $100 per 55 min Consultation  

• $250 per Daycare or Preschool Observation 

• $25 intake fee for first appointment only.  

Other Fees: 

• $50 missed appointment or Late cancelation fee  

• $200 Records Request fee- Any Records requested to be provided to a third 

party. *Active clients may request a copy of records at front desk or during 

session at no charge. 

• $5,000 Subpoena Fee- If a Counselor receives a Subpoena to testify in court. 

• $1,500 per day Preparation Fee- If a Counselor is to testify in court 

proceedings. (see our page regarding court and legal testimony)

 

 Payment is due at the time of your appointment unless prior arrangements have been made.  You may pay by cash, check or credit card.  A $25 fee is 

charged on all checks returned for non-sufficient funds and rejected credit card charges.   

If you wish to use insurance or other third-party coverage, you are responsible for providing this agency with accurate and complete information.  

This agency does not guarantee that your insurance or other coverage will pay your claim.  You are responsible for the account balance and for 

deductions and co-payments required by your insurance.  Please be aware that your contract with your health insurance company requires that this 

agency provide the company with information relevant to the services you receive.  At a minimum, we are required to provide a clinical diagnosis.  

This information will be a part of the insurance company files.  We make every effort to release only the minimum information necessary for the 

purpose requested.   

*An Active client is a client who has been seen for a Therapy session within 30 days and who have a future appointment scheduled within 30 days. 

 

Insurance Information  

Please note at this time Blue Cross Blue Shield of Texas is the only insurance accepted at Affinity, and insurance is not accepted by all therapists. 

Primary Insurance: ___________________________ Member ID: ____________________________________Group #: _____________________ 

Policy Holder Name: ________________________________________________Policy Holder Date of Birth: _____________________ 

Insurance and/or Billing Address: _____________________________________________City _________________State ___________Zip________ 

By signing below, I consent and authorize Affinity Counseling Center to release medical and/or other supporting information necessary to process 

my insurance claims or for collecting payment from the above person/organization.  I authorize payment of medical benefits to Affinity Counseling 

Center.  I understand that I am responsible for all deductibles and co-payments.  I understand that I am responsible for 100% of my charges if I am a 

Private Pay client.  I understand all charges and copays are due at time of service.  For insurances not contracted with this agency, Affinity 

Counseling Center agrees to provide documentation of services which may be submitted to insurance for possible reimbursement.  However, each 

health insurance is different and may or may not reimburse money paid out of pocket.  I know to contact my insurance representative to discuss their 

policy regarding submission of insurance claims.   

 

___________________________________________________________      ____________________  ____________________________________ 

Signature of Counseling Participant, Guardian, or Legal Representative  Date   Relationship 

 

_____________________________________________________  _____________________ 

Affinity Counseling Center Staff    Date 
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Cancelation Policy 

As a courtesy to you, we send reminder texts and emails for all appointments if permission has been given; however, it is your responsibility to 

remember your appointment times and keep your contact information up to date.  If you are unable to make your appointment, you must call to 

cancel and/or reschedule at least 24 hours in advance.  Please understand your appointment has been reserved just for you.  If we don’t receive 

adequate notice to fill you allotted time, we cannot give another person the same opportunity to receive services.  Failure to give 24-hour notice will 

result in a cancellation charge of $50.  Insurance providers do not generally cover cancelation fees.  This $50 will be charged to the most recently 

used card on file, or will be due at the time of services for any future scheduled appointments.  The fee is only waived in cases where there is an 

emergency, there is evidence of attempts to cancel or rescheduled in a timely manner, illness (notice still required), or if there is evidence that 

weather or road conditions will prevent you from safely getting to our office in time for your scheduled appointment. It is also important to keep in 

mind that during the school year appointment times after 3pm are in high demand, frequent cancelation with or without notice may affect your ability 

to receive or maintain appointment times during this valuable time period.  

By signing I agree that I understand the Cancelation Policy and agree to pay fees required. 

 

___________________________________________________________      ____________________  ____________________________________ 

Signature of Counseling Participant, Guardian, or Legal Representative  Date   Relationship 

 

_____________________________________________________  _____________________ 

Affinity Counseling Center Staff    Date 

 

 

Express Payments 

If you choose you can opt to file an encrypted version or your card electronically as part of your electronic medical record. While we do keep your 

card on file, we will never use it for payment for services without notifying you. In the event that copay was missed or insurance rejects a certain 

amount you will receive a statement by email or in person alerting you to an unpaid balance. Payments, or arrangements for payments are due at the 

time of your next session. In no future sessions are scheduled, payments or payment plans are due when a statement is received.  If you have 

questions about this policy, please discuss with your therapist or the office manager. 

 

OR 

 

By signing I agree that I understand my credit card will be kept on file and charged for my sessions or fees unless I state otherwise at time of session 

or if I fail to cancel an appointment 24 hours in advance. I understand that even if do not wish to use a credit card, or store one at this time that 

my signature is required to acknowledge I understand this policy in the event that I decide to store a card to file in the future.  

___________________________________________________________      ____________________  ____________________________________ 

Signature of Counseling Participant, Guardian, or Legal Representative  Date   Relationship 

 

_____________________________________________________  _____________________ 

Affinity Counseling Center Staff    Date 

[  ]  Please electronically scan and use encrypted card information on file in my electronic medical record 

Name as printed on card: _________________________________ Card number: __________________________________________________ 

Expiration date (month/year): __________________________ 3-digit security code on back of card: _____________________ 

Billing Address: ________________________________________________ Billing City: _________________________________________ 

Billing State: ________________Zip: _____________________ [  ]  Visa     [  ]  Master Card   [  ]  Discover 
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Coordination of Healthcare Form 

 

Research indicates there is a close relationship between physical and mental health and that better treatment outcomes will be achieved if your 

therapist and your primary care physician coordinate your care.  Many physical complaints are rooted in psychosocial issues and physical symptoms 

can be signs of mental stress.  This coordination and consultation are especially important if you are on medication.  Medication may have side 

effects that could affect your mood, ability to concentrate and fully participate in therapy.  This form is to give your consent to consult with you 

psychiatrist, primary care physician, or other providers to ensure you receive the best possible care from this agency.  Most insurance companies 

require coordination of care with all appropriate behavioral health and medical providers. 

Please check one: 

_____ I give permission for you to coordinate my care with my other healthcare providers 

_____ I do not have a Primary Care Physician or see any other doctors at this time 

_____ I do not give permission for consultation with other providers at this time 

 

Physician Name: _________________________________ Clinic Name: _______________________________  

Telephone: ( ______ ) ________-___________________      Fax number:  (  ______ )  __________-__________________ 

 

Physician Name: _________________________________ Clinic Name: _______________________________  

Telephone: ( ______ ) ________-___________________      Fax number:  (  ______ )  __________-__________________ 

 

___________________________________________________________      ____________________  ____________________________________ 

Signature of Counseling Participant, Guardian, or Legal Representative  Date   Relationship 

 

_____________________________________________________  _____________________ 

Affinity Counseling Center Staff    Date 

 

Physician/Provider:   

You have been identified as this client’s medical provider.  We want to inform you that your patient was seen for outpatient 

psychotherapy at Affinity Counseling Center and has authorized us to consult with you as necessary regarding their treatment.  Please 

feel free to contact us if you would like additional information 

Please acknowledge below that this client is a patient of yours and that you will be available for consult. 

_____ We have no record of having provided recent medical care for this client 

_____ This is our patient and we will be available for consult if needed. 

 

Comments/Medication: 

 

                                                    ____________________________________________        ____________ 

                                                    Physician’s signature (or official representative)                 Date             
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Regarding Court and Legal Testimony 

The skills needed to be a good therapist are very different than the skills needed to provide court testimony. 

Affinity Counseling Center specializes in great therapy. Therapist called to testify in legal proceedings can cause harm to 

those we serve. Should clients or legal guardians of clients attempt to coarse testimony from a therapist via subpoena, a 

$5000 fee will be assessed. This fee is to provide legal counsel for your therapist and is non-refundable. Additional fees of 

$1500 per day will be charged per day for preparation and time away from the office as therapists must give notice to 

scheduled clients. This fee is due immediately at the time the subpoena is received and is non-refundable. 

If you are seeking help in a custody case for a minor, this agency would be more than happy to help you contact a 

professional, such as a custody evaluator, who specializes in court proceedings and limits the potential of harm done when 

a child’s therapist is called to testify.  

If you are at any time during your counseling are involved in court proceedings that may require notes, testimony, 

or any letters from your counselor please notify your counselor. If your counseling is court ordered and will need proof to 

provide to a judge, please notify your counselor. Fees will stay the same with or without notice, but counselors may be 

able to refer you to professionals that can provide better support in these specific situations.  

 

I understand the limitations of my counselor in regards to court proceedings and am fully prepared to pay the fees required 

if I should have my counselor subpoenaed to testify or involve my counselor in any way with court proceedings. I 

understand counselor at Affinity Counseling Center do not specialize in legal testimony and are not competent to 

serve in this area.  

___________________________________________________________      ____________________  ____________________________________ 

Signature of Counseling Participant, Guardian, or Legal Representative  Date   Relationship 

 

_____________________________________________________  _____________________ 

Affinity Counseling Center Staff    Date 

Client Grievance Procedure 

Should you have any concerns related to your care at Affinity Counseling Center we ask you first to speak to 

your therapist in an honest and open way. 

For concerns about your counselor not addressed by this 

agency you are invited to contact the Texas State Board of 

Examiner of Professional Counselors.  

Phone:(800) 942-5540.  

Online: www.dshs.state.tx.us/counselor  

By mail: 

Texas State Board of Examiners of Professional Counselors 

MC1982 

PO BOX 141369 

Austin TX 78714-1369 

 

For concerns about your privacy you may contact Human 

Services Office for Civil Rights 

 by sending a letter to  

200 Independence Avenue 

 S.W., Washington, D.C. 20201 

Or calling 1-877-696-6775  

or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. 

 

 

 Counselors and Staff at Affinity will not retaliate for any complaints made.   

http://www.dshs.state.tx.us/counselor
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Personal History 

Name:_________________________________________ Age:___________  Today’s Date:_________________________________ 

Reasons for seeking counseling:_________________________________________________________________________________ 

___________________________________________________________________________________________________________  

How will you know when counseling is finished? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Check experienced symptoms: 

[  ]  Depressed Mood [  ]  Anger [  ]  Mood swings [  ]  Experienced trauma 

[  ]  Anxiety [  ]  Agitation [  ]  Hurting self [  ]  Physical problems 

[  ]  Sleeping too much [  ]  Grief [  ]  Hearing voices [  ]  Aggression 

[  ]  Not sleeping enough [  ]  Isolation [  ]  Seeing visions [  ]  Feeling detached 

[  ]  Fatigue [  ]  Withdrawn [  ]  Unable to concentrate [  ]  Difficulty praying 

[  ]  Inability to eat [  ]  Feeling worthless/helpless [  ]  Excessive drinking [  ]  Poor relationships 

[  ]  Eating too much [  ]   Excessively happy [  ]  Drug use [  ]  Low self-worth 

 

Please describe:______________________________________________________________________________________________  

___________________________________________________________________________________________________________ 

Medical History: 

My current physical health is:           [  ]  good     [  ]  fair       [  ]  poor      [  ]  very poor  

Medical Doctor:______________________________________     Psychiatrist:__________________________________________  

City:________________________  State:_________________       City:_____________________________ State:______________ 

Phone #:____________________________________________      Phone #:_____________________________________________  

Describe current problems with health:_______________________________________________________________________ 

Childhood developmental milestones (walking/talking/reading)  met     [   ]   on time   [   ]  delayed   [   ]  early  compared to peers.   

Any past history of medical conditions that were: 

[  ]  Chronic/debilitating [  ]  Life threatening [  ]  Restricted breathing 

[  ]  Exceedingly painful [  ]  Created isolation [  ]  Affected self-worth 
 

Please Describe:______________________________________________________________________________________________ 

Psychiatric History: 

Please describe any past counseling 

Counselor:_____________________________________City/State:_______________________ Beneficial?  [  ]  Yes   [  ]  No 

Counselor:_____________________________________City/State:_______________________ Beneficial?  [  ]  Yes   [  ]  No 

Counselor:_____________________________________City/State:_______________________ Beneficial?  [  ]  Yes   [  ]  No 
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Past Mental Health Hospital Treatment: 

Hospital/facility:_________________________________________   Date of treatment:___________________________ 

Reason for treatment:________________________________________________________________________________ 

Any past history of:      [  ]  Suicidal thoughts     [  ]  Suicide attempts   [  ]  Family history of suicide 

Please describe:______________________________________________________________________________________________ 

Family history of mental health treatment:_________________________________________________________________________ 

Psychiatric Medications: 

Medication Dose Frequency 

   

   

   

   

 

Are medications currently being taken as prescribed by your doctor?  [  ]  Yes   [  ]  No 

Any current or past history of drug/alcohol use:  [  ]  yes     [  ]  no 

Education/Career: 

Highest grade completed in school:_____________  Any difficulties learning:_____________________________________________  

Current Occupation:_______________________________________________            Is work satisfying   [  ]  yes   [  ]  no 

Difficulty with:  [  ]  Performance          [  ]  Concentration     [  ]  Co-worker conflict   [  ]  Conflict with authority 

                           [  ]  Easily frustrated     [  ]  Stress         [  ]  Making increased mistakes     [  ]  Excessive absences   

Relationships: 

Current relationship Status:  [  ]  Single     [  ]  Married     [  ]  Separated, how long?_____  Divorced, how long?_______ 

Relationship with others:      [  ]  Happy/fulfilling     [  ]  Few friends     [  ]  Substance-use friends    [  ]  Turbulent 

Any history of:  [  ]  Experienced abuse     [  ]  Abandonment     [  ]  Domestic violence [   ] Substance abuse 

Any Family history of: [  ]  Experienced abuse     [  ]  Abandonment     [  ]  Domestic violence [   ] Substance abuse 

Cultural/Spiritual: (Responses to questions are optional)  

Values important to your family:   

[  ]  Family togetherness                     [  ]  Church attendance       [  ]  Gender specific roles      [  ]  Independence      

[  ]  Keeping family issues private      [  ]  Honoring elders           [  ]  Keeping face                  [  ]  Hard work 

[  ]  Achievement/Education              [  ]  Speaking one’s mind    [  ]  Free thinking                  [  ]  Honesty      

Are you comfortable with your relationship with your faith as you understand it?      [  ]  yes     [  ]  no 

Any difficulty with:  [  ]  Inability to pray    [  ]  Distance from God    [  ]  Lack of peace     [  ]  Conflict with church 

My Strengths:________________________________________________________________________________________________  

Areas in need of improvement:__________________________________________________________________________________   


