
Client Information Sheet
Date _________

Title	
  (Mr/Miss	
  etc.) ________ Name____________________________________	
  D.O.B________

Address ________________________________________________________________________

Phone_____________________ (please	
  supply	
  numbers	
  you	
  are	
  happy	
  for	
  me	
  to	
  call	
  you	
  on

email___________________________________	
  Occupation_______________________________

Marital	
  Status:	
  Single	
  /	
  Married	
  /	
  Divorced	
  /Widow	
   please	
  circle	
  one

Spouse/	
  Partner	
  	
  details: Name________________________________________________

D.O.B_____________Occupation___________________________________

Children	
  Names	
  and	
  Ages ____________________________________________________

_________________________________________________________________________________

Religious	
  Affiliation ___________________________Church	
  Attended_____________________

Complete	
  if	
  Under	
  18? Name	
  of	
  Parents/Caregivers_____________________________

Parent/Caregiver	
  address	
  ___________________________________________________________
If	
  different	
  from	
  above

What	
  is	
  the	
  presenting	
  issue/	
  problem	
  situation/	
  opportunity	
  you	
  wish	
  to	
  develop	
  ?	
  
(the	
  reason	
  why	
  are	
  you	
  here	
  today?)

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Significant	
  Stressors	
  Currently	
  Present________________________________________________

__________________________________________________________________________________

Current	
  Medication	
  or	
  Treatment_____________________________________________________

Is	
  there	
  a	
  health	
  issue	
  that	
  is	
  significantly	
  impacting	
  your	
  life?___________________________

__________________________________________________________________________________

Are	
  you	
  seeing	
  	
  or	
  have	
  you	
  seen	
  another	
  health	
  professional	
  about	
  this	
  Problem?	
  _________

please	
  complete	
  reverse	
  side



Please	
  rate	
  each	
  of	
  the	
  following	
  concerns	
  on	
  a	
  scale	
  of	
  1-­‐5	
  as	
  they	
  apply	
  to	
  you	
  at	
  the	
  present	
  time
i.e	
  1=not	
  a	
  problem 5=major	
  problem	
  or	
  concern Please	
  circle	
  below

1.	
  Feelings	
  of	
  sadness,	
  crying,	
  being	
  down 1 2 3 4 5
2.	
  	
  My	
  mind	
  feels	
  like	
  it's	
  racing 1 2 3 4 5
3	
  .Unwanted	
  thoughts	
  in	
  my	
  mind 1 2 3 4 5
4.	
  Sometimes	
  I	
  can't	
  control	
  what	
  I	
  do 1 2 3 4 5
5.	
  Sleep	
  problems 1 2 3 4 5
6.	
  Feeling	
  worthless 1 2 3 4 5
7.	
  Problems	
  with	
  anger/temper 1 2 3 4 5
8.	
  Concerns	
  with	
  my	
  eating	
  habits 1 2 3 4 5
9.	
  Difficulty	
  knowing	
  what's	
  real	
  and	
  what's	
  not 1 2 3 4 5
10.	
  There	
  are	
  things	
  too	
  painful	
  to	
  talk	
  about 1 2 3 4 5
11.	
  Concerns	
  about	
  my	
  sexuality 1 2 3 4 5
12.	
  Use	
  of	
  alcohol	
  and/or	
  drugs 1 2 3 4 5
13.	
  Strong	
  feelings	
  of	
  guilt 1 2 3 4 5
14.	
  Issues	
  relating	
  	
  my	
  childhood 1 2 3 4 5
15.	
  Doing	
  things	
  over	
  and	
  over 1 2 3 4 5
16.	
  Seeing	
  and	
  hearing	
  things	
  that	
  others	
  don't 1 2 3 4 5
17.	
  Feeling	
  anxious/nervous 1 2 3 4 5
18.	
  Feeling	
  frightened/fearful 1 2 3 4 5
19.	
  Concerns	
  about	
  pleasing	
  others 1 2 3 4 5
20.	
  Spiritual	
  concerns 1 2 3 4 5
21.	
  Marriage	
  Issues 1 2 3 4 5

Confidentiality:	
  All	
  information	
  which	
  you	
  reveal	
  to	
  me	
  is	
  confidential	
  and	
  will	
  not	
  be	
  
released	
  to	
  a	
  third	
  party	
  without	
  your	
  written	
  permission,	
  including	
  notes	
  taken	
  in	
  session
There	
  are	
  rare	
  exceptions	
  where	
  information	
  would	
  be	
  released	
  without	
  consent:
1)	
  if	
  in	
  my	
  professional	
  opinion	
  revealing	
  pertinent	
  information	
  would	
  be	
  necessary	
  to	
  
prevent	
  a	
  person's	
  death	
  or	
  serious	
  injury
2)	
  In	
  instances	
  where	
  there	
  is	
  evidence	
  or	
  suspicion	
  of	
  child	
  abuse
3)If	
  I	
  am	
  the	
  defendant	
  in	
  a	
  civil,	
  criminal	
  	
  or	
  disciplinary	
  action	
  arising	
  from	
  the	
  therapy

When	
  family	
  counselling	
  is	
  undertaken	
  over	
  a	
  number	
  of	
  sessions,	
  it	
  is	
  often	
  a	
  hindrance	
  to	
  the
	
  therapeutic	
  process	
  continuing	
  successfully	
  if	
  information	
  shared	
  by	
  one	
  family	
  member	
  is	
  not	
  
available	
  to	
  other	
  family	
  members.	
  However	
  there	
  is	
  a	
  need	
  to	
  protect	
  the	
  confidentiality	
  of	
  each	
  family
member.	
  It	
  is	
  assumed	
  that	
  information	
  revealed	
  by	
  one	
  family	
  member	
  can	
  be	
  shared	
  with	
  another	
  	
  
unless	
  I	
  am	
  instructed	
  otherwise	
  and	
  asked	
  specifically	
  not	
  to	
  disclose	
  it.
At	
  times	
  I	
  may	
  deem	
  it	
  necessary	
  	
  in	
  order	
  to	
  facilitate	
  healing	
  to	
  place	
  my	
  hand	
  on	
  the	
  client	
  (to	
  pray)	
  
and	
  to	
  anoint	
  with	
  oil.	
  If	
  you	
  do	
  not	
  feel	
  comfortable	
  with	
  this	
  please	
  let	
  me	
  know	
  at	
  the	
  time.
Otherwise	
  by	
  signing	
  this	
  document	
  you	
  give	
  permission	
  for	
  this	
  to	
  occur	
  
Fees	
  are	
  to	
  be	
  paid	
  on	
  the	
  day	
  of	
  the	
  appointment	
  (unless	
  prior	
  arrangement	
  has	
  been	
  made)
In	
  the	
  event	
  that	
  you	
  need	
  to	
  cancel	
  an	
  appointment	
  please	
  give	
  eme	
  48	
  hours	
  notice.	
  If	
  you
have	
  booked	
  more	
  than	
  one	
  consecutive	
  day	
  please	
  give	
  me	
  five	
  days	
  notice	
  or	
  the	
  full
normal	
  consultation	
  fee	
  with	
  be	
  charged.	
  (Except	
  of	
  course	
  in	
  the	
  case	
  of	
  genuine	
  
emergencies	
  and	
  extenuating	
  circumstance.	
  Thank	
  you	
  for	
  valuing	
  my	
  time	
  as	
  I	
  do	
  yours!

Signed………………………………………………………………Parent/	
  Caregiver……………………………………………..


