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Berenewed Counseling 
The information requested in this form will be kept confidential, and will help your counselor to assist you. Please fill out the form as completely as you can. 

PERSONAL INFORMATION

Last Name ______________________ First Name _____________ Middle Initial __

Male ____   Female ____    


Birth Date ____ / ____ /____  

Social Security # _______________ 

Age:  ______________

Your racial/ethnic identity: (Optional)  ___African-American    ___Native-American

 ___Asian-American   ___White/Caucasian    ___  Hispanic    ___Other_____________

Street Address _________________________________________________ Apt # ___________

City ________________________________ State ________________ Zip _________________

Home Telephone _______________ Work Telephone _____________ Other # ______________

Emergency contact person : _______________________________ Phone # ________________

Guardian/parent (if under 18)______________________________________________________ 

Referred by: ___________________________________________________________________ 

RELIGIOUS INFORMATION

Were you active in any religious denomination in childhood?  ___ Yes  ___  No
Are you active in any religious denomination/faith tradition currently?  ___ Yes  ___  No
Do you have any concerns over Spirituality issues? _____Yes  _____No

EMPLOYMENT/EDUCATION INFORMATION

____Full time employee ____Full time at home  ____Part-time employee ____Unemployed 

Place of employment __________________________________ Length of Employment _____ Type of work you do __________________________________________________________

Previous Employer ________________________________ Type of work ________________

Highest Level of Education Completed:  ___ High School  ___ College degree ___ GED_____

Graduate degree  ___ Professional training  ___ Other ______________________________

FAMILY INFORMATION

Spouse (if applicable)  Name: _________________________________________  Age _______

Date of Marriage:  ____________________________________

Relationships:  ___ Single    ___ Engaged    ___ Married   ___ Separated    ___ Divorced                     ___ Widow(er)      ___ Living together

Parents:   Mother: Name _________________________________________ living, age ______                   ____Deceased.  Age and Date of death _____________________________________

Father:  Name _________________________________________ living, age _______                         ____Deceased.  Age and Date of death ______________________________________

Siblings. ___ Only Child               Number of Brothers  ____.               Number of Sisters  _____.

List names and ages of siblings in chronological order starting with the oldest, including yourself.

Name

        Gender   Age   Single   Married   Separated   Divorced  Widowed  Deceased

______________________________________________________________________________

______________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Names and ages of your Children (If applicable): 

Name

        Gender   Age   Single   Married   Separated   Divorced  Widowed  Deceased 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________

PROBLEM DEFINITION

State in your own words the concerns you bring to counseling: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are any of the following conditions a problem to you at this time? (Check the ones that apply)

___Anxiety  ___Grief  ___ Depression   ___Irrational Fears   ___ Nervousness  ___ Loneliness

___ Anger  ___Marriage problems  ___ Sexual problems   ___Loss of work/job  ___Self esteem  ___Stress     ___Substance abuse     ___Excessive fear      ___Guilt feelings    ___ Sleep Issues
___Loss of hope  ___Rage  ___ Relationship to parents        ___ Relationship to children

___Relationship with God ___ Conflicts at work  ___Poor Concentration   __  Loss of pleasure in activities ___ Loss of meaning in life ______ Panic Attacks____ Recent Trauma             _____ Crying Spells ____Low Energy Level ____ Irritability ____Physical Pain ___Impulsivity ____Body Image Concerns  
___Other _____________________________________________________________________

What would you like to see happen as a result of counseling? ____________________________________________________________________________________________________________________________________________________________

MEDICAL/PSYCHOLOGICAL HISTORY:   

Name  and address of your physician: _____________________________________________________________________________ _____________________________________________________________________________When was your last medical examination? ___________________________________________     List all current physical illnesses or symptoms: ________________________________________
______________________________________________________________________________

List any allergies:  _______________________________________________________________

______________________________________________________________________________

List major surgeries or illnesses in the last five years: ___________________________________
______________________________________________________________________________ ______________________________________________________________________________List current medications: _________________________________________________________ _____________________________________________________________________________  _____________________________________________________________________________

Current Weight ___________  Weight 6 months ago __________ Height __________

Have you received counseling in the past?  ____Yes    ____No

Dates ________________________________________________________________________

_____________________________________________________________________________ 

Name(s) of treating therapist(s): ___________________________________________________

_____________________________________________________________________________

Please indicate if these statements are true or false for you:  

Do you have thoughts of suicide or harming yourself ?  YES   NO

Are thoughts of suicide or harming yourself a frequent occurrence?  YES   NO 

Do you dwell on these thoughts and wonder if you can control them?  YES   NO  

Do you intend to act on these thoughts?  YES   NO   

Thoughts of injuring or harming others?  YES  NO

Are thoughts of harming others a frequent occurrence?  YES  NO

Do you dwell on these thoughts and wonder if you can control them?  YES  NO

Do you intend to act on these thoughts?  YES   NO   

SUBSTANCE USE

Alcohol consumption?  (Circle what is appropriate)   None     Beer     Wine     Liquor  Average amount per day? __________  or per week? __________ Began drinking at what age? _______  Recent increase?  YES  NO  

Recent decrease?  YES   NO  

Purpose in drinking?  ___________________________________________________________

Drug use?  None   Tobacco   Marijuana   Cocaine   Heroin   Other:_______________________ 

Frequency of use: ______________________________________________________________

Purpose of drug use?____________________________________________________________ 

Have you received help for drug or alcohol dependency?    __ Yes __ No   

Dates: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name(s) of treatment agencies you have used in the past: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Pornography use:  _____Yes   ______No

Gambling:    _____Yes     _____No

ACKNOWLEDGEMENT Please sign and date this document attesting that the information you have written on this form is accurate to the best of your knowledge. 

_____________________________________________________________________________CLIENT’S SIGNATURE                                                                                        DATE 

