Shari Stark, M.S., M.Ed.


                  
500 Turtle Cove, Suite 220

Independent Mental Health Provider                

Rockwall, TX 75087

Licensed Professional Counselor Supervisor


972-898-1773 - Cell

National Certified Counselor







CLIENT INFORMATION

Name:  _______________________________________________
Employer: __________________________________

Home Address: _________________________________________  
Address: ___________________________________

City: _________________________________________________
Work Phone: (            )________________________

State: ____________________  Zip: ________________________
Employed:  Full Time ______       Part Time ______

Home Phone:  _(_______)_________________________________
Student:
     Full Time ______       Part Time ______

Cell Phone: ____________________________________________

E-mail Address: ________________________________________

Date of Birth: ________________________  Age: _____________
Male: ___________
Female: __________

Social Security No.: _____________________________________
Marital Status:  Single _______
Married ______

Person Financially Responsible for this Account: ______________                                 Divorced _____      Widowed _____

Insurance Provider:______________________________________ 
Group Number:____________________

SPOUSE/PARENT INFORMATION

Spouse ________ 
Parent __________

Name: _________________________________________
Employer: _____________________________

Home Address: __________________________________
Employer Address: ______________________

City: ___________________________________________
Work Phone: (_____)_____________________

State: ________________  Zip: _____________________
Home Phone: (_____)_____________________

Date of Birth: ____________________________________
Social Security No: _______________________

PERSON TO CONTACT IN CASE OF EMERGENCY

Name: ____________________________________________

Relationship: ________________________________

Home Phone: _(______)______________________________

Work Phone: (_______)_______________________

Cell Phone: (_______)______________________________

Physician Office Phone: (____)_________________

Referred by: _______________________________________

Permission to contact Referral: Yes _____   No ____

List any family members, including yourself, with physical health problems and medications taken. ______________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________

Describe the family you grew up in (your relationship with your parents and siblings, how conflict and communications were addressed, etc.).

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

List any significant life event(s).  (For example, deaths, losses, moves, sexual abuse, victim of a crime)

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Have you / your spouse / your child(ren)  had previous counseling? List any pertinent facts.  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What brings you to counseling? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What do you hope to accomplish through counseling?  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please circle any of the following that are difficult for you and/or apply to you.

Assertiveness 



Concentration



Health Problems

Parenting 



Inferiority



Self-Abuse

Nightmares



Drugs




Lying 

Bed-wetting



Alcohol




Headaches 

Nervousness



Self-Control



Tiredness 

Suicidal thoughts


Guilt




Motivation 

Decision Making


Work




Divorce 

Temper




Step-Family



Vomiting 

Energy




Marriage



Children

Sexual Problems 


Sleep




Insomnia

Parents 




Shyness



Education

Appetite 



Dating




Confusion

Relaxation 



In-laws




Stress

Depression 



School




Memory

Violence 



Unhappiness



Finances

Sadness




Friends




Fears

Premarital 



Trauma




Food

Loneliness 



Rape




My Past

Career choices 



Anxiety




My Thoughts

Legal issues



Self-Esteem



Pornography

Boundaries 



Religion



Gambling

Infidelity



Separation



Other_____________________

Do you have a belief system (religious, cultural, moral, spiritual, etc.) which influences your life?  If so, please explain.

__________________________________________________________________________________________  

__________________________________________________________________________________________ 

__________________________________________________________________________________________  

Please list anything else that you feel would be helpful for me to know.

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

___________________________________________

___________________________

                          Client Signature                                                                         Date
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