Manna Counseling Service

2290 High Bridge Road

Wilmore, Kentucky 40390

(859) 858-4521

Initial Consultation Questionnaire
Your cooperation in completing this form will be helpful in planning services for you.  Please answer each item carefully and completely.  Thank you.
Today’s Date: ___________________
Referred by: _________________________

Full Name: ______________________________________________________________

Address: ________________________________________________________________




Street


City

  State

 Zip Code
Telephone: ____________________   ___________________    ____________________


       Home


Work


           Mobile
E-Mail: ___________________________________
Age: ________ Date of Birth: ______________ Social Security Number: ____________

Occupation: ______________________________ Employer: ______________________
Marital Status (please circle):       Single     Married     Divorced     Separated     Widowed
If your spouse is accompanying you, please provide the following:

Name: __________________________________________________________________

Age: ________ Date of Birth: ______________ Social Security Number: _____________

Occupation: ______________________________ Employer: ______________________

Please list others living in your home:

Name (s)

Age and Birth Date

Relationship

Occupation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please describe your reason(s) for seeking help:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

List and major health problems for which you currently receive treatment and/or medications:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any previous psychological or psychiatric care received:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date last examined by physician and physician’s name:

________________________________________________________________________

Please circle any of the following problems that pertain to you:
Nervousness

Work

Inferiority

Children

Drug Use

Making Decisions

Appetite

Sleep

Marriage

Suicidal Thoughts

Self-Control

Stress

My Thoughts

Moodiness

Hearing Voices

Temper

Separation

Fatigue

Career

Bowel Trouble

Anger

Parenting

Divorce

Health

Relaxation

Headaches

Finances

Friends

Loneliness

Unhappiness

Insomnia

Sexual Problems

Shyness

Ambition

Nightmares

Depression

Concentration

Fears

Alcohol Use

Legal Matters

Energy

Memory

Education

Stomach Trouble

Other (specify)

Please describe how life would be different for you if the problem(s) you face was eliminated:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

INFORMATION AND CONSENT
Confidentiality and privileged communication remain the rights of all clients of Manna Counseling Service according to state and federal law.  Know that I will endeavor to keep confidential the conversations that we share, unless there is a legitimate reason to break that confidence in the case of one or more of the following: (1) you grant me permission in writing to share information with someone else; (2) I determine that you are a danger to yourself or others; (3) I suspect or have evidence of abuse of anyone under the age of eighteen; (4) I suspect spousal abuse/violence; (5) I suspect or become aware of any illegal or criminal activity (6) I am ordered by a court to disclose information and (7) your failure to promptly pay your counseling bill which constitutes a breach of contract between you and I.
  Persons to which this information may be disclosed based on the counselor’s duty to warn may include but are not limited to persons such as:

1. The person or the family of the person who is likely to suffer the results of the harmful behavior.

2. The family of the client who intends to harm themselves or someone else.

3. Associates or friends of those threatened or those making threats.

4. Law enforcement officials.

5. Appropriate state protective service agencies.

6. A contracted collection agency.

Prior to informing anyone who should be warned, the counselor will take all possible steps to first share that intention with the client.  Every effort will be made to resolve the issue with the client so as to prevent any such breach of confidentiality.



I have read the above and understand the counselor’s social and legal responsibility to make such decisions when necessary.   Furthermore, I agree to adhere to all the standard policies and procedures of Manna Counseling Service, Inc.  My fee that I agree to pay for each 50 minute session is $ _______.
 ____________________________________________
______________________

Client’s signature





Date

 ____________________________________________
______________________

Client’s signature





Date

____________________________________________    _________________________
Counselor’s signature





Date
