
 SEQ CHAPTER \h \r 1Lori Payne Benker, Licensed Professional Counselor, Supervisor

Client Information Form, Initial Assessment
	Legal Name:                                                                                  Preferred Name:
	Today’s Date:

	Address:
	Date of Birth:

 Age: 

	City, State, Zip
	Primary Phone:

Okay to leave a message? 
	Race/Ethnicity:  African-American / Hispanic / Asian / Indian / Caucasian / Other:   ____________________

	Cell/Work/Alternate Phone:  
Okay to leave a message?                                                                                  
	E-mail Address: 
	Marital Status:  Single / Married / Partner / Divorced / Widowed


	

Your Reason(s) for Coming to Counseling (Please briefly describe below.)

	

	


	
Referral Information

	How did you hear about Lori Payne Benker (who referred you)?

	Are you being required to come to counseling by anyone (probation, CPS, etc.)?                  YES                     NO

If YES, who?


	Your Counseling/Treatment History (Please list any current or past counseling, psychiatric care, or substance abuse treatment.)

	Date
	Provider
	Problem/Issue
	Duration
	Outcome

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	About Your Family (Please provide the following information. When noting relation, note step-, half-, adoptive, etc.)

	Name
	Age
	Relation
	In Home?

(Y/N)
	Living?

(Y/N)
	Substance Abuse

(Y/N)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	
Your School Information (for students only)

	School Name/Location:
	Current Grade Level:

	Extra-Curricular Activities (i.e., band, sports, FFA, Student Council, Clubs, etc.):


	
Your Employment Information

	Employer (If unemployed, list most recent employer):

	City:

	Currently Employed?         Yes  /   No
	Hours per Week:
	Position:

	
Your Spiritual Beliefs/Church Information


	Describe your spiritual beliefs:


	Church Membership:   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No
Are you active?


	
Information About Suicide/Self-Harm

	Have you ever thought about committing suicide?     NO      YES       When/Explain:

	Have you ever attempted suicide or hurt yourself?      NO          YES      When/Explain:

	Have you ever known anyone who committed suicide?    NO       YES      When/Explain:

	
Significant Life Events (Indicate any that apply to you.)

	Event/Situation
	YES or NO
	When/Who/Other Information

	Death of a Parent
	
	

	Divorce of Parents
	
	

	Death of a Brother/Sister
	
	

	Death of Other Family Member
	
	

	Chronic Illness of Family Member
	
	

	Multiple Moves
	
	

	Loss of Good Friend(s)
	
	

	Abandoned by Parent(s)
	
	

	Chronic Illness/Hospitalization of Self
	
	

	Struggles w/Sexual Identity/Orientation
	
	

	Other:
	
	

	
Information About Abuse You Have Suffered or Witnessed

	Emotional - Includes chronic discord between parents, yelling, screaming, cursing.              YES                  NO

Explain:

	Physical - Includes hitting (w/hands or other object); pushing; withholding food, water, sleep.             YES           NO

Explain:

	Sexual - Includes words, looks, and touching:                                                                           YES                  NO

Explain:

	                                                                  Current Medications:
   Medication                                                         Dosage & Length of Time Taken                   Purpose for Medication


	
About Your Substance Use History (Complete the information and circle your drug of choice.)

	Substance
	AGE of First Use
	DATE of 

Last Use
	Days Used in Past 30 Days?
	Amount Used at a Time
	Frequency of Use (How Often)
	Method of Use (smoke, snort, IV, etc)

	Alcohol
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	

	Amphetamines / Methamphetamines
	
	
	
	
	
	

	Powder Cocaine
	
	
	
	
	
	

	Crack Cocaine
	
	
	
	
	
	

	Heroin
	
	
	
	
	
	

	Other Opiates (Morphine, Methadone, Oxycontin, Hydrocodone, Codeine, Demerol, Dilaudid, Vicodin, Lorcet, Percodan)
	
	
	
	
	
	

	Benzodiazapines (Sedatives, Anxiolytics, Xanax, Valium, Soma, Librium, Klonopin, Ambien, Versed, Restoril, Halcion, Sonata, Dalmane)
	
	
	
	
	
	

	Ecstasy
	
	
	
	
	
	

	GHB, Ketamine
	
	
	
	
	
	

	DXM (Corecedin, cough syrup)
	
	
	
	
	
	

	PCP
	
	
	
	
	
	

	LSD, Mushrooms, or other hallucinogens
	
	
	
	
	
	

	Inhalants
	
	
	
	
	
	

	Steroids
	
	
	
	
	
	

	Tobacco
	
	
	
	
	
	

	Other Substances
	
	
	
	
	
	


	
Your Legal Status

	Currently on Probation?    YES       NO
	Probation Officer’s Name:

	On Probation for:  
	Scheduled end date:

	Arrests in past year:
	Charges pending:

	Charges Pending in Court?        YES             NO        Explain:

	
Child Protective Services Status

	Current CPS Involvement?    YES       NO
	CPS Worker’s Name:

	If Yes, have your children been removed from the home?    YES     NO      

	If Yes, whose care are the children in currently?          

	If CPS is involved, please describe the circumstances:    

      


	
Your Interest in Counseling / Treatment

	On a scale from 1 to 10, how interested are you in receiving counseling services at this time ?
  1         2         3         4         5         6         7         8         9         10

  Not at                                                                 Somewhat                                                                                       Very
  all interested                                                       Interested                                                                                  Interested




	
Is There Anything Else You Want Your Counselor To Know?

	


_______________________________________________________

________________________________
Client Signature








Date
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