Rachael Chisholm, LMFTA
Client Information Questionnaire
Your cooperation in completing this questionnaire will be helpful in planning my services for you.  Please answer each item carefully and as fully as possible.  Please ask for clarification if you do not understand an item.  

Client File #: _______
Full Name ​​​​​​​​​___________________________________________  Date ___________

Address_______________________________________________________________


    _______________________________________________________________

May we send mail to your home address?  ( ) Yes
( ) No
Signature: __________________________________________

Date:____________

Telephone number(s):
Home  (____) _______________ Work (____) ______________
Age ________

( ) Male   
( ) Female

Race:

( ) African American 
( ) Caucasian 
( ) Hispanic


( ) Native American
( ) Asian American ( ) Other: ____________________

Employer:_______________________________ How long employed?__________

Job Description/Title:___________________________________________________

Check the highest level of education:

( ) Grade School
( ) Middle School
( ) High School
( ) Some College

( ) Bachelor’s Degree  ( ) Master’s Degree  ( ) Advanced Degree (Ph.D, etc)

Religious Preference:__________________________ Church member?______
If you attend church, where do you attend? ____________________________

How often do you attend? ( ) Regular     ( ) Occasional     ( ) Seldom    ( ) Never

State in your own words what has prompted you to seek help at this time:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List the specific problem(s) you want help with:

1. ___________________________________________________________________________

2.____________________________________________________________________________

3.____________________________________________________________________________

Who suggested you contact a counselor?

( ) Friend
( ) Physician    ( ) Minister    ( ) Family Member     ( ) Other

Are you currently in therapy elsewhere? 
( ) Yes

( ) No

If so, with whom? ______________________________________________________

Have you ever received counseling and/or psychiatric care before?

( ) Yes
     ( ) No     
If yes, Name __________________________________________

When? ________________ Where?__________________________________________

Who is your physician? _________________________________________________

Are you presently taking any medication? 
( ) Yes

( ) No

If Yes, please list _______________________________________________________

________________________________________________________________________
________________________________________________________________________

Do I have your permission to contact your physician in order to coordinate 
services?

( )  Yes
( ) No

List any health problems for which you are currently receive treatment.

________________________________________________________________________

________________________________________________________________________

Have you ever considered suicide?
( )  Yes    ( )  No    Have you ever 

attempted suicide?  ( ) Yes    ( ) No     If so, when? ______________________________
If so, how?___________________________________________________________________

Person to Contact in Case of an Emergency:

Name:____________________________________     Phone:______________________

Do I have your permission to contact this person in case of an emergency?

( ) Yes

( ) No

Circle any of the following which are presently causing you difficulty:

	Assertiveness

Parenting

Bowels

Nightmares

Bed-wetting

Nervousness

Children

Divorce

Temper

Inferiority 

Drug Use

Appetite

Work

Self-Control

Guilt
	Health Problems

Alcohol Use

Sexual Problems

Loneliness

Ulcers

Energy

Parents

Relaxation

Depression

Friends

Headaches

School Confusion

Sadness

Allergies

School
	Career Choices

Legal Matters

Marriage

Concentration

My Thoughts

Sleep 

Insomnia

Ambition

Shyness

Dating

Tiredness 

Unhappiness

Premarital

In-Laws

Abuse
	Stomach Problems

Self-Concept

Religion

Separation

Suicidal Thoughts

Decision Making

Education

Asthma

Stress

Memory

Finances

Fears 

Food

My Past


Now put an * by the TWO items you circled that are causing you the MOST difficulty.
Current Marital Status:

( ) Single, never married     ( ) Engaged     ( ) Married     ( ) Separated     

( ) Divorced     ( ) Unmarried Couple     ( ) Widowed

If married, spouse’s name:___________________________________

Comments about spouse:_____________________________________________________

If never married, skip this section:  

Please give your marital history:
1st Marriage:  Date began ______  Ended _____  Name of spouse _________________
Children and ages ___________________________________________________________
Reason marriage ended______________________________________________________

2nd Marriage:  Date began ______ Ended_____ Name of spouse __________________
Children and ages ___________________________________________________________
Reason marriage ended______________________________________________________

3rd Marriage:  Date began _______ Ended _____ Name of spouse _________________
Children and ages ___________________________________________________________
Reason marriage ended______________________________________________________

List the members of your family and all others currently living in your home:

Name(s)

Age/Birth Date

Relationship
Occupation

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Who has custody of the minor children living in your home?  ____________________
Biological Family History:







Mother


Father
Parent’s occupation:
________________________
________________________

Education level:

________________________
________________________

Religion:


________________________
________________________

Still living?


________________________
________________________

Marital status:

________________________
________________________

How do you get along

now?



________________________
________________________

List your sisters and brothers in chronological order (including yourself).

First Name


Age

Descriptive comments about them

__________________
______
__________________________________________

__________________
______
__________________________________________

__________________
______
__________________________________________

__________________
______
__________________________________________

__________________
______
__________________________________________
Is there any history of abuse in your life? 
( ) Yes

( ) No

If yes, was it     ( ) verbal     ( ) emotional     ( ) physical      ( ) sexual

Is your family or anyone in your family currently involved with any of the following agencies/institutions? If yes, please give name and explanation.

Dept. of Family Protective Services    YES/NO ___________________________

Legal Aid




YES/NO____________________________

Children’s Home/Ranch


YES/NO____________________________

Department of Corrections

YES/NO____________________________

Probation or Parole


YES/NO____________________________


(Officer’s Name ____________________)

Attorney  (Name ________________________)
YES/NO____________________________

Other (Please Specify) ____________________________________________________

_______________________________________________________________________

Please provide any additional information which you feel may be useful to your therapist. ____________________________________________________________________
______________________________________________________________________________
Rachael Chisholm, LMFTA offers confidential counseling in so far as allowed by the laws of the State of Texas.  This means that your therapist has a responsibility to protect information received from you during treatment.  In order for any information about you to be shared, you must first sign a release of information which allows your therapist to communicate only with the person identified on the release and only regarding specific information identified by you.
Under certain conditions, the laws of the State of Texas allow exceptions to confidentiality.  These exceptions occur under the following circumstances:

1.
Your therapist is required to report suspected child abuse or neglect and to report suspected abuse of the disabled or elderly.  This information is required to be shared with the Department of Family Protective Services, division of Child and/or Adult Protective Services.  

2.
Your therapist may give information to law enforcement or medical personnel in order to protect clients and others when there is a probability of imminent physical danger, including the potential for suicide or homicide on the part of the client.  Your therapist may also disclose information to law enforcement or medical personnel in order to protect you from immediate mental or emotional injury.  Your therapist may be required to disclose information to the courts regarding treatment information in proceedings affect the parent-child relationship.  
3.
Your therapist may disclose confidential information in proceedings brought by a client against a professional.

4.
Confidentiality is not protected in connection with criminal proceedings, except communication by a person voluntarily involved in a substance abuse treatment program.  

5.
When treating a minor client ( a person aged 16 and under), your therapist may advise a parent, managing conservator, or guardian of a minor with or without the minor’s consent, of the treatment needed by or given to a minor.   

____________________________________

     Your Signature

CONSENT FOR THERAPEUTIC SERVICES

Rachael Chisholm, LMFTA is committed to offering the highest quality of therapeutic services to the community.  As a professional with an associate’s license, your therapist is required to maintain supervision of all cases by an American Association of Marriage and Family Therapy approved supervisor.  Clinical supervision assures that quality attention is given to the needs of those utilizing therapeutic services.  The supervisor is not a member of the Rockwall and Brin Church of Christ, and all information is kept confidential between therapist and supervisor, excluding the items listed above.  Consent for therapeutic services must be obtained by the therapist before treatment can begin.   
CLIENT AUTHORIZATION

I, ____________________________________, the client, understand that Rachael Chisholm, LMFTA will use the above mentioned techniques and policies during therapeutic services.  I hereby release you, as a custodian of such records for the period of seven years, both individually and collectively, from any and all liability for damages of whatever kind may at any time result to me, my heirs, family, or associates because of compliance with this authorization for information or any other attempt to comply with it.   

_________________________________________________


_____________________

Authorization Signature (full name)




Date

_________________________________________________


_____________________

Parent or Legal Guardian Signature




Date

_________________________________________________


_____________________

Therapist







Date

*Thank you for completing this questionnaire.  

Rachael Chisholm, LMFTA (TX license #201234) adheres to the ethical guidelines of American Association for Marriage and Family Therapists (800) 270-4320.
