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Name of Client: _______________________________
ADULT QUESTIONNAIRE
The information you provide will help in the planning of your counseling and assist you and your therapist to clarify your therapy goals.

1.  Name  _____________________________  2. Phone ________________  Cell _________________
3.  Email address:  ____________________________________________________________________

4.  Address __________________________________________________________________________

City___________________________ State______________________ Zip_______________________
5.  Occupation:  ___________________________ Employer:__________________________________

7.  Birth Date:  ______________ 8. Sex:      Male     Female       9.  Age:  _____________________

10.  Marital Status:   Single  Engaged  Married  Separated  Divorced  Remarried  Widow

11.  Education:   Elementary  High School  GED  College  Graduate  Degree:____________

12.  Other Training (List type and years):____________________________________________________


13.  Hobbies:  _________________________________________________________________________

14.  Referred to us by:  _____________________ Relationship: _________________________________

15.  If you were raised by anyone other than your own parents, briefly explain:  _____________________

__________________________________________________________________________________________________________________

16.  How many siblings do you have? Older brothers: ___ Sisters: ___ Younger brothers: ___ Sisters: ___

Academic Background
1. Where did you attend high school? _______________________________________________________________________________

2. Did you attend college/professional school?  When, where degree earned?   ________________________________________________

__________________________________________________________________________________________________________________

3. Any plans to further your education? ___________  If so, when and what?  _________________________________________________

__________________________________________________________________________________________________________________


Cultural Background
1. What is your ethic identity?

___African/African American

___Asian American/ Chinese/ Filipino/ Japanese/ Korean/ Vietnamese 
___East Indian/Pakistani

___Latino/ Hispanic/ Mexican-American/ Puerto Rican

___Middle Eastern


___Native American/ Alaskan Native 

___Polynesian/Micronesian

___White/Caucasian    

 ___Other (specify)  ____________________________________________________

2. How much do you identify with your ethnic heritage?  (Check one):

___Not at all
___A little
___Somewhat
___Moderately
___Strongly

3. Religious/Spiritual preference:  _______________________________________________________________________________

Do you consider yourself a religious person?
___Yes
___No 
or spiritual person? 
___Yes
___No

Comment: _____________________________________________________________________________________________

Faith: Group/Denomination in which you were raised: __________________

Current Congregation: __________________________________

How active are you? 
_____Inactive 
____ Slightly
_____ Moderate
____Very

4. Does your family speak a language other than English at home?  (Check one):

___Not at all
___Very little
___Sometimes
___Frequently
___Always

If “Sometimes” to “Always”, what language is spoken?   __________________________________________________

5. Were you and both your biological parents born in the USA?  
___Yes
___No
___Unsure

If no, who was foreign-born, where and what was the approximate age of immigration to the USA?  (e.g., myself, Korea, 12; Father Korea, 40;etc.)  ____________________________________________________________________________________________

_________________________________________________________________________________________________________
Religious Background

41.  Church attended in childhood (if any): _______________________________ City:  ___________
42.  What church do you now attend (if any)?_____________________________  City:  ___________
43.  What is the number of church activities you attend per month?  (circle)


0
1
2
3
4
5
6
7
8
9
10
10+

44.  Do you desire for us to contact your pastor for background information?       Yes           No

45.  Do you believe in God?
  Yes           No
   Uncertain

46.  Do you pray to God?
  Yes           No
   Occasionally

47.  Are you a Christian? 
  Yes           No
   Uncertain

48.  Have you come to the place in your spiritual life where you can say that you know for certain that if 


you were to die today you would go to heaven?
  Yes           No
   Not Sure

49.  How often do you read the Bible?
  Often      Occasionally      Never         

50.  Does your family regularly read the Bible and pray together?
  Often    Occasionally      Never   

51.  Religious background of spouse:__________________________________

52.  If you died today and God asked you “Why should I let you into my heaven?”,  what would 


you reply?

____________________________________________________________________​​​​​​​​​​________________________________________________

____________________________________________________________________​​​​​​​​​​________________________________________________

____________________________________________________________________​​​​​​​​​​________________________________________________

____________________________________________________________________​​​​​​​​​​________________________________________________


53.  Explain any recent changes in your religious/spiritual life, if any:

____________________________________________________________________​​​​​​​​​​________________________________________________

____________________________________________________________________​​​​​​​​​​________________________________________________

____________________________________________________________________​​​​​​​​​​________________________________________________

____________________________________________________________________​​​​​​​​​​________________________________________________


Problem Analysis
1. Have you seen another therapist in the past twelve months? 

___Yes
___No

If yes, who did you see?  _______________________________________________________________________________

2. Have you ever been hospitalized for psychological/emotional difficulties?  
___Yes
___No
        If yes, explain difficulty, dates hospitalized & type of medication  __________________________________________________________
        ______________________________________________________________________________________________________________

PROBLEM DESCRIPTION:  Briefly describe the problem you most wish help with right now:  __________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

3. PROBLEM INTENSITY:  How would you rate the intensity of the problem or concern that brought you in? (Circle the appropriate number):


1

2

3

4

5

6


Not intense



Moderately Intense



Extremely Intense

4. PROBLEM DURATION: Approximately how long have you had the current problem?  ________________________________________

5. COPING ATTEMPTS: In what ways have you attempted to cope with this problem?  _________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

6. EXPECTATIONS: What do you hope to accomplish by coming here?  ____________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Family Background
1. Have you been married/partnered before? 
Yes
No 
If yes, when and for how long?  ___________________________

2. Please list the names of your children or dependants.


Names of Children


   Date of Birth

  Age


Lives With You?


_____________________________
______________

_____


Yes
No


_____________________________
______________

_____


Yes
No


_____________________________
______________

_____


Yes
No


_____________________________
______________

_____


Yes
No


_____________________________
______________

_____


Yes
No

3. List others who may live with you including their ages and occupations (e.g., brother 16, student, mother-in-law 55, teacher; etc.)

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

4. Please check any past, present, or impending special problems in your family:


___deaths



___divorce



___frequent relocations

___serious illness


___debilitating injuries/disabilities

___alcohol/drug abuse



___psychiatric disorder

___physical/sexual abuse


___legal problems


___financial crisis/unemployment
___attempted/completed suicide


___eating disorders


___other  _______________________________________________________________________________________

5. Please specify family member(s), with special problems, and approximate year of occurrence (e.g., mother, serious illness, 1998, etc.)   _____________________________________________________________________________________________________________
        ______________________________________________________________________________________________________________

6. Would you like anyone else involved in the counseling with you?  (family members, friends, etc.) ________________________________
         _____________________________________________________________________________________________________________

7. Is there a concern about violence in your life today?  Either from you or towards you?  Please explain:  ___________________________
        ______________________________________________________________________________________________________________


How concerned are you on a scale of 1 to 10, with 10 being the worst ?  (Circle one):


1
2
3
4
5
6
7
8
9
10

8. Have you personally experienced significant family abuse?


___none

___unsure

___emotional

___physical

___sexual

9. Have you personally experienced legal problems?
___NO

___YES

10. Did you experience learning problems in elementary or high school?  (Check one):


___none

___little

___some


___substantial
___lots, constant struggle

11. In general, how happy or adjusted were you growing up? (Check one):


___poor

___unsatisfactory

___about average

___substantial
___completely

12. How much is your immediate family a source of emotional support for you? (Check one):


__none

___little

___somewhat

___substantial

___very strong

13. How much conflict in values do you currently experience with your parents? (Check one):


___very little or none

___some

___moderate

___strong

___extreme

14. Who in your family do you currently feel closest to?  ___________________________________________________________________


Most distant from? ______________________________  In most conflict with? ________________________________________

15. If you are married or in a committed relationship, are you currently in the process of separation or divorce?  Please specify:

_________________________________________________________________________________________________________________


What is the length of time apart? ______________________________________________________________________________


What reason(s) have you given your children for the current problem?  ________________________________________________


_________________________________________________________________________________________________________


How committed are you to making your marriage/relationship work?  __________________________________________________


_________________________________________________________________________________________________________


What changes are you willing to make for the sake of your marriage/relationship? ________________________________________


_________________________________________________________________________________________________________


_________________________________________________________________________________________________________

16. Describe any concerns regarding sexual or emotional intimacy with your spouse/partner. ____________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

17. Please list any information that you believe will be helpful for your therapist to know.  ______________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Health And Social Issues
1. How is your physical health at present?
___poor
___unsatisfactory
___satisfactory
___good
___very good

2. Please list any persistent physical symptoms or health concerns (e.g., chronic pain, diabetes, headaches, etc.)

__________________________________________________________________________________________________________________

3. Are you presently taking any prescribed or non-prescribed medication (antidepressants or others)?
___Yes
___No
        Please indicate  _______________________________________________________________________________________________

4. Are you having any problems with your sleep habits?

___Yes     ___No
        If yes, check where applicable:
___sleeping too little

___sleeping too much
___poor quality sleep
        



___disturbing dreams

___other _____________________________________________

5. How many times per week do you exercise?  ____________________

For about how long each time? __________________

6. Are you having any difficulty with appetite or eating habits?
___Yes
___No
         If yes, check where applicable:
___eating less
___eating more
___binging
___poor appetite





___making myself vomit

___significant weight change (last two months)

7. Do you regularly use alcohol?
___Yes
___No
         In a typical month, how often do you have  4 or more drinks in a 24-hour period?   _______________________________
         Do you consider your alcohol consumption a problem?
___Yes

___No

___Unsure

8. How often do you engage in recreational drug use?  ___daily
___weekly

___monthly       ___rarely
___never
         Do you consider this drug use a problem?
___Yes

___No

___Unsure

9. Do you have any problems or worries about sexual functioning? 
___Yes

___No

         If yes, check where applicable:
___lack of desire

___performance problem
___sexual impulsiveness





___difficulties maintaining arousal
___worried about sexually transmitted disease





___other  ____________________________________________________________

10. Have you ever experienced sexual assault, unwanted sex, or uncomfortable touching?


___frequently
___a few times
___once

___never

___unsure

11. Have you had suicidal thoughts recently?
___frequently
___sometimes
___rarely

___never


Have you had them in the past?

___frequently
___sometimes
___rarely

___never

12. Have you ever intentionally inflicted any harm upon yourself? ___Yes

___No

___Unsure

13. In the past, how would you rate the quality of your peer relationships?


___very poor

___unsatisfactory

___about average
  ___good

___excellent

14. Approximately how many significant intimate relationships (e.g., lasting 6 months or more) have you been involved in?
        ___________________
Are you in one now?

___Yes

___No

___I think so

15. Besides family members, approximately how many people can you really count on right now for friendship or emotional support? __________________
16. Additional Notes:

CONFIDENTIALITY
Limitations of Confidentiality: It is understood (and agreed) that all statements, whether written or verbal, are of a confidential nature and ethically cannot be disclosed without written consent. The following exceptions will result in confidentiality being waived:

1. We reserve the right to report child abuse or suspicion of child abuse of any type to the proper authorities and/or the right to cause a report of child abuse to occur.

2. We reserve the right to disclose to the appropriate person, agency, or civil authorities any harm that a person may attempt or desire to do to oneself or to others.

3. We reserve the right to consult with other professionals regarding your sessions, upon written consent.

Late Policy: Counselees more than 15 minutes late to their scheduled appointment will be asked to re-schedule. It is to the counselee’s advantage to be timely in order to receive the full benefit of the scheduled appointment. 
Cancellations or Reschedules: In the event you need to reschedule or cancel an appointment we require that you call 24 hours in advance. This allows us to reschedule others who are waiting. If you fail to cancel an appointment 24 hours in advance, you will be charged the full rate for the missed appointment. As a courtesy to the counselee, the counselor may make a call within 48 hours of the appointment, reminding the counselee of their appointment. The call will be made to the number given by the counselee. The counselor will not leave a message concerning the nature of the call, on an answering machine or to anyone other than the said counselee. 
Session Length: A typical session is 60 minutes, which consists of up to 50 minutes in session and 10 minutes of paperwork completion. If the issues presented indicate a need for intensive clinical counseling or psychotherapy, then in accordance with Christian Counseling Department policy, appropriate referrals will be made. 

Fees:   95.00 per session, sliding scale also available for those who are in need.

Waiver of Liability: In consideration for receiving counseling from the Christian Counseling Department, the person receiving counseling agrees to release and waive any and all claims of any kind against the Professional Christian Counselor and the Christian Counseling Department / Clinical Supervisor which may arise from, result out of, or be related to their counsel or conduct. 

Electronic & Phone Sessions:  An electronic or phone session is defined as a counseling session conducted via internet video/audio conferencing or telephone. Advancements in technology have enabled the use of video counseling and coaching sessions that are very near an in-person experience. However, technology does not always cooperate. If an electronic session is scheduled and there is a technical difficulty where a video session is not possible, a phone session will be provided as an equivalent service.

*We cannot provide services if doing so could pose a danger to yourself or others, such as when you are operating a vehicle. You are responsible to be in a safe situation when you join your therapy session. If you are not in a safe situation at the time of your appointment you are still financially responsible for the time reserved. 
Online Counseling: Our counselors abide by the state(s) in which they physically practice. They may not be credentialed with the state you are physically present in when accessing services via online counseling. Regardless of where you physically are when accessing counseling services online, we understand you to be “coming to” your therapist, by way of the technology, in the state they are physically present. By electing to receive services by way of online counseling you consent to therapy with this understanding. 

Referrals: When issues arise beyond staff scope of expertise, referral is suggested. In suggesting referral to outside agencies, the Christian Counseling Department does not provide endorsement or guaranteed results in overcoming issues. The counselee takes full responsibility for seeking out the proper treatment. Therefore, it is incumbent upon the counselee to seek out the desired “fit” regarding Professional Christian Counsel. 

May we contact you by Phone?  Yes                 No

 If we may call you, may we leave a message?   Yes                 No  

TELEPHONE & EMERGENCY PROCEDURES: If you need to contact the Professional Christian Counselor  for non-emergency concerns between sessions regarding appointment scheduling, please leave a message (909) 499-2315  your call will be returned as soon as possible. The messages are checked a few times during the daytime only. If an emergency situation arises call 911. Please do not call the Professional Christian Counselor in an emergency before calling 911 or use e-mail or faxes for emergencies. 

The information contained herein, and the following data sheets are true and complete to the best of my knowledge. I have carefully read, understand, and agree to all of the above terms and conditions.
____________________________________ _________________Date____________________

Counselee signature

Counselee’s Statement of Agreement

I understand that I may be asked to do certain “homework exercises” such as reading, listening to CD’s, written assignments, practical exercises in communication, changing behaviors, and otherwise acting in my own best interest. I understand that I am entirely responsible for my own actions, and I will always make my own final decisions regarding counseling.

I further understand that much of the work done will be to resolve issues and will depend on my honesty, and willingness to do the things I need to do to move forward even if it is painful and difficult.

I understand that whatever I say in a session is strictly confidential and will not be released to anyone without my consent unless I am violating codes of abuse, harm to myself or others.
Counselee’s signature _______________________________________________ Date____________________

17. ABOUT YOUR CONCERNS
Please check all the items below that you currently experience or having difficulty, and feel free to add any others at the bottom under “Other concerns or issues.”   You may add details as needed to clarify.

	Abortion
	Grieving, mourning
	Physical problems

	Abuse - emotional
	Guilt
	PMS

	Abuse - neglect
	Headaches, pains
	Poor self-care

	Abuse - sexual
	Health, illness
	Pornography use

	Adoption
	Hearing voices
	Procrastination

	Aggression
	Hostility
	Relationship problems

	Alcohol Use
	Hyperactivity
	Relaxation

	Ambition
	Impulsive spending
	Re-marriage

	Anger
	Impulsiveness
	Risk-taking

	Anxiety
	Incest
	Sadness

	Arguing
	Indecision
	School problems

	Attention problems
	Inferiority feelings
	Self abuse - burning

	Career concerns
	Infertility
	Self abuse - cutting

	Childhood issues
	Inhibitions
	Self abuse  - other

	Children – care of
	Interpersonal conflicts
	Self abuse - scratching

	Children - custody
	Irresponsibility
	Self abuse – pulling hair out

	Children - management
	Irritability
	Self-centeredness

	Choices I have made
	Judgment problems
	Self-control

	Chronic pain
	Laziness
	Self-esteem

	Codependence
	Legal matters, charges, suits
	Self-neglect, poor self-care

	Communication
	Loneliness
	Separation

	Compulsive spending
	Loss of control
	Sexual addiction

	Confusion
	Losses
	Sexual conflicts

	Constant conflicts
	Loss of interest in activities
	Sexual desire differences

	Crying
	Loss of interest in sex
	Shyness

	Deaths
	Low energy
	Smoking

	Debt
	Low frustration tolerance
	Spirituality

	Decision making
	Low income
	Step-parenting

	Dependence
	Low mood
	Stress

	Depression
	Marital conflict
	Stress-management

	Distractibility
	Marital distance
	Suspiciousness

	Divorce, separation
	Marital infidelity/affairs
	Temper problems

	Domestic violence
	Medical concerns
	Tension / stress

	Drug abuse – over the counter
	Memory problems
	Thought disorganization

	Drug abuse - prescription
	Menopause
	Threats of violence

	Drug abuse – street drugs
	Menstrual problems
	Tiredness

	Drug abuse - alcohol
	Mixed feelings
	Tobacco use

	Education
	Mood swings
	Unhappiness

	Employment – lack of
	Motivation
	Violence

	Employment - overdoing
	Mourning
	Violence – victim of crime

	Employment problems
	Nail-biting
	Weight and diet issues

	Employment - termination
	Nervousness
	Withdrawal - isolating

	Emptiness
	Nightmares
	Work problems

	Exhaustion
	Obsessions, compulsions
	Worry all the time

	Failure
	Outbursts
	Other concerns or issues:

	Fatigue, low energy
	Oversensitive to criticism
	

	Fears, phobia
	Oversensitive to rejection
	

	Feelings of helplessness/hopeless
	Overweight
	

	Financial troubles
	Panic or anxiety attacks
	

	Friendship problems
	Parenting
	

	Gambling
	Perfectionism
	

	Gender identity
	Pessimism
	

	Goals not being met
	Phobias
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