Word of Life Counseling Center

Client Intake Form

Name of Client __________________ Social Security Number_________ Date of Birth ______

Street Address _____________________  City __________________ State_________ZIP____

Employer ________________ Occupation __________ Annual Income ___________________

Single _____ Married _____ Divorced ____ Widowed _____ Other ____Number of years ____

Family Members:

Name


Relationship


Age


Living at home?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Presenting Problem

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications: _____________________________________________________________________

Insurance Company_____________________________  Insurance ID____________________

Insurance Mental Health Telephone Number ____________  Deductible _____Co-pay _______

Previous Counseling: ___________________________________________________________

Previous Counselor: _____________________________________ Telephone ______________

I, _____________________________, hereby grant permission for Word of Life Counseling to consult with my psychiatrist, medical doctor, psychologist, or precious counselor and to obtain any precious medical or counseling records.  

Signed this ___ day of _______ (month), _____ (year).  __________________________       

                                                                                                           (signature) 

Word of Life Counseling Center

Informed Consent and Confidentiality Form

YOUR RIGHTS AS A CLIENT

1.  All personal information given here is confidential and will not be released to outside persons or agencies unless we have your written consent, or that of your guardian.  However, as part of the agreement, the client agrees to the release of any and all counseling information (without another written release of information) for the following reasons:  

a.  As required by law or when homicide, suicide, child or elder abuse is involved, or in cases necessitated by a medical emergency.

b.  For consolation with other members of the counseling or pastoral staff (including wives), the client’s pastor or guardian, or for counseling supervision purposes.  

2.  You will not be photographed, videotaped, or otherwise identified in any media form without your consent.

3.  No research information identifying you will be released from this facility without your consent.

4.  You will be informed of alternative forms of treatment should you request it.

5.  You have the right to express opinions, recommendations and grievances to staff without fear of prejudice or penalty.

6.  You will not be denied treatment based on race, religion, political affiliation, or gender.  

7.  You have right to participate in the formulation of your treatment.

8.  Bills and charges will be explained to you upon your request.

9.  We respect your right to make your decisions but will attempt to help you understand the consequences of those decisions.

10.  You have a right to terminate counseling at any time without additional charges unless a specific contract requiring a specific number of sessions has been agreed upon.

11.  Clients may request referral to another counselor or agency if they believe that the therapeutic relationship is no longer effective.

12.  Your counseling, insurance, or medical records will not be transmitted in electronic form without your specific consent. 

13.  Your counselor is not a medical doctor and therefore is not authorized to prescribe medication or prescription drugs.

14.  Your counselor has the following degrees and/or licenses/certifications: ________________
YOUR RESPONSIBLITIES AS A CLIENT

1. Deal realistically with your problem(s).

2. Accept that there will be ups and downs in treatment.

3. Discuss any important life decisions with your therapist before a decision is made.

4. Be hones and open in your communications.

5. Respect the confidentiality of other clients with whom you come in contact.

6. Be responsible for your own growth, which means work. 
I HAVE READ AND ACKNOWLEDGE MY CLIENT RIGHTS AND RESPONSIBLITIES 

Signed this ___ day of _______ (month), _____ (year).  __________________________ (signature) 

     Client Problem Assessment

Client Name__________________  Counselor Name_________Phone__________  Date______ 

Presenting Problem______________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Issues involved:  

Marital/relationship conflict_________________________________________________  

Parenting________________________________________________________________

Blended family/family issues/unforgiveness____________________________________

Anger problems/verbal abuse________________________________________________

Domestic violence   Worst incident? __________________   How long?_____________

Drug/alcohol abuse/addictions   Types?______________How long?_____Dependent?__

Pornography/sexual addiction?_______________________________________________

Rape/incest/homosexuality?_________________________________________________

Sexual problems   Affairs? __________________How often do they have sex?________  

Other abuse/trauma/sicknesses/abortions?______________________________________

Codependency  How severe?_____________________ Subtype?___________________

Divorce/separation? __________________  When separated?______________________ 

Loss/grief _______________________________________________________________

Depression______________________Bi-polar?____________Suicidal?____Plan?_____

Emotional problems? ___________________Low Self-worth?____Driven?___Pride?___ 

Financial problems?_______________________________________________________

Other___________________________________________________________________

Relationship analysis  Married/Divirced/Cohabitation? ________ How long?_______________ 

 (If applicable)___     #Marriages_____#Children___          Client                               Spouse         

Perceived Best Interest in mind?

Perceived loved and appreciated?

Rate marriage 1-10

Rate sex life 1-10

Family of origin

Client: Child #____ out of _____ children in the family __Adopted?__Role in the family______

Describe father _____________________Abuse/controller?____Child met expectations?_____

Describe mother ____________________Abuse/controller?____Child met expectations?_____

Divorced?______ At what age?_________ Whom did you live with?______________________

Describe step father/mother ____________Abuse/controller?____Child met expectations?_____

Describe family life_____________________________________________________________

School performance _________________Sports?_____________Parental support___________

Describe relationships___________________________________________________________

Mental/physical health problems in family?______________________Suicide attempts?______

Spouse: Child #____ out of _____ children in the family __Adopted?__Role in the family_____

Describe father _____________________Abuse/controller?____Child met expectations?_____

Describe mother ____________________Abuse/controller?____Child met expectations?_____

Divorced?______ At what age?_________ Whom did you live with?______________________

Describe step father/mother ____________Abuse/controller?____Child met expectations?_____

Describe family life_____________________________________________________________

School performance _________________Sports?_____________Parental support?__________

Describe relationships___________________________________________________________

Mental/physical health problems in family?_____________________Suicide attempts?_______
Spiritual assessment:  Client

Saved?  How long?___ Baptized?___Bible knowledge?___  Spiritual disciplines?_____

Attends church?___What church?________How involved?______ Bible study?_______
Involvement in other religion/occult/new age?___ Type/extent?____________________
Spiritual assessment:  Spouse 

Saved?  How long?___ Baptized?__Bible knowledge?____  Spiritual disciplines?_____

Attends church?__ What church?_________How involved?______  Bible study?______

Involvement in other religion/occult/new age?___   Type/extent?___________________

Attachment analysis:  Client

Secure style—Worthy and capable of receiving love and trusts others to give love. 

Avoidant style—Worthy and capable to receive but cannot trust others to give love.

Ambivalent style—Must perform to be loved but trusts others to give love.
Disorganized style—Not worthy of love and others cannot be trusted to give love.

Attachment analysis:  Spouse

Secure style—Worthy and capable of receiving love and trusts others to give love. 

Avoidant style—Worthy and capable to receive but cannot trust others to give love.

Ambivalent style—Must perform to be loved but trusts others to give love.

Disorganized style—Not worthy of love and others cannot be trusted to give love.

Counselors evaluation of the problem ____________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Recommended treatment plan: 


Issues to be addressed


Method                            Goal
1.________________________________________________________________________

2._________________________________________________________________________

3._________________________________________________________________________

4._________________________________________________________________________

5._________________________________________________________________________

6._________________________________________________________________________

7._________________________________________________________________________

8. _________________________________________________________________________

9. _________________________________________________________________________
Word of Life Counseling Center Client Progress Notes
Client:  ___________ Diagnosis (if any) Axis I __Axis II __ Axis III __ Axis IV ___ GAF = _ _

Counselor:  _____________ Date: ______ Time from ____ to _____ am/pm  CPT code: 908_ _

Subjective: ______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Objective:  ______________________________________________________________________________

Assessment: ______________________________________________________________________________

______________________________________________________________________________

Plan:  ____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Client:  _________ Diagnosis (if any) Axis I __Axis II ___ Axis III ___ Axis IV ___ GAF = _ _

Counselor:  _________________ Date: _____ Time from ___ to ____ am/pm  CPT code: 908_ _

Subjective: ______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Objective:  ______________________________________________________________________________

Assessment: ______________________________________________________________________________

______________________________________________________________________________

Plan:  ____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

