	SHARING is HEALING
	

	Michelle Roling, M.Ed., LMCH, CEDS
	1412 HyVue Street Adel, IA 50003

	Client Information Sheet
	Phone:  (515) 231-3918
Fax (515) 993-1093
michelle@michelleroling.com


Please complete the following information. This information will be kept in your confidential record and will be used to facilitate the counseling process. Any questions about this form may be discussed with Michelle. 
	Today’s Date
	Last Name
	First Name
	Middle Initial

	
	
	
	

	Date of Birth & Age
	Social Security #
	Gender

	
	
	□ Male      

□ Female
	□ Transgender

□ Prefer not to say

	Referred to Michelle by:
	Are you currently a student?
	If you are a student- where and what grade?
	If in college state major.

	
	   □ Yes □ No
	

	If you are a Minor, who are your legal guardians? List below
	What is the main number for your guardians?  List below
	Permanent Address

List below
	

	
	

	ok to leave message with guardians?  □ Yes  □ No  
	ok to send mail there?            □ Yes □ No

	Cell Phone
	Other Phone
	Email

	
	
	

	leave message?   □ Yes □ No
	leave message?   □ Yes □ No
	ok to contact?     □ Yes □ No

	Please identify the areas of concern you would like to discuss with a counselor

	

	Sexual Orientation
	Race/Ethnicity
	If you would like to, please further describe your racial, cultural, ethnic, or regional identity: 

County of origin:

	□ Straight      

□ Gay

□ Lesbian      

□ Bisexual

□ Questioning      

□ Prefer not to say
	□ African-American / Black     

□ American Indian or Alaskan Native

□ Arab American     

□ Asian American / Asian

□ East Indian      

□ European American / White / Caucasian

□ Hispanic / Latino/a      

□ Native Hawaiian or Pacific Islander

□ Multiracial      

□ Prefer not to say

□ Other (please specify) _______________      
	


	Relationship Status
	Religious or spiritual preference

	□ Single     

□ Serious dating or committed relationship

□ Civil union, domestic partnership, or equivalent     

□ Married

□ Divorced

□ Separated

□ Widowed      
	□ Agnostic          □ Atheist  

□ Buddhist          □ Confucian

□ Christian          □ Hindu

□ Jewish              □ Muslim

□ No preference

□ Prefer not to say

□ Other (please specify) _______________     

	Current Employment Status:
	Level of Education attained:

	□ Not employed
□ On a leave from work
□ Work 1-10 hours per week
□ Work 11-20 hours per week
□ Work 21-35 hours per week
□ Work 36-45 hours per week
□ Other (please specify) _______________      
	□ Still in K-12  grade_______
□ High School Diploma
□ 2 year training or Associate post High School
□ 4 year Bachelor Degree
□ Graduate Program
Year of graduate/professional program: 

□ 1     □ 2     □ 3     □ 4     □ 5+  Degree_______________

	Please list all current medication & dose you are taking.
	Who do you live with?

	 
	□ Alone

□ Spouse, partner, or significant other

□ Roommate(s)

□ Children

□ Parent(s) or guardian(s)

□ Family other

□ Other (please specify) _______________      

	Level of involvement in hobbies/activities (e.g. sports, clubs, volunteering etc.)

	□ None

□ Occasional participation

□ One regularly attended activity
	□ Two regularly attended activities

□ Three or more regularly attended activities



	Number of hours you are involved in organized extra-curricular activities
	Have you ever been charged with a crime other than a driving violation?  
□ Yes       □ No

If yes, please explain:



	Military Service member?
	Have you ever been enlisted in any branch of the US military (active duty, veteran, national guard, or reserves)?
	Did your military experiences include any traumatic or highly stressful experiences which could continue to bother you? 

	□ Yes       

□ No
	□ Yes       

□ No
	□ Yes       □ No

If yes, please explain:



	How would you describe your financial situation right now?
	How would you describe your financial situation while growing up?

	□ Always stressful

□ Often stressful

□ Sometimes stressful

□ Rarely stressful

□ Never stressful
	□ Always stressful

□ Often stressful

□ Sometimes stressful

□ Rarely stressful

□ Never stressful



	Please indicate if and when you have had the following experiences:

	Struggled with Anxiety symptoms (check all applicable):

· Racing cognitions

· Racing heart

· Fidgeting 

· Rapid breathing

· Other

□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	Struggled with Depression (check all that apply): 

· Apathy

· Loss of motivation

· Exhaustion

· Sad/tearful

· Other

□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	Struggled with the following (check all that apply):

· People pleasing

· Perfection

· Low Self-Esteem

· Other

□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?

	Attended counseling for mental health concerns
	Taken a prescribed medication for mental health concerns
	Been hospitalized for mental health concerns

	□ Never

□ Within the last 6 months
□ Within the last two years
□ Ever   When?
	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?

	Felt the need to reduce your alcohol or drug use
	Others have expressed concern about your alcohol or drug use
	Received treatment for alcohol or drug use

	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?

	Purposely injured self without suicidal intent (cutting, hitting, burning, hair pulling, etc.)
	Seriously considered attempting suicide
	Made a suicide attempt

	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?

	Seriously considered injuring another person
	Intentionally injured another person
	Had unwanted sexual contact(s) or experience(s)

	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?

	Utilized any of the following negative food behaviors: 

□ binge eating

□ purging

□ restrictive eating

□ laxative use

□ chewing and spitting

□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When_____
	Used exercise in the following manner:

□ excessive routine

□ obligatory- require it of yourself

□ compulsive- HAVE to do certain things before moving on with your day

□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?
	Experienced the following concerns:

□ Racing thoughts about food

□ Find yourself focused on your body all the time

□ Anxiety associated with eating/food
□ Negative emotions (guilt/shame/anger…) associated with food/body

□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?



	Had others express concern over any of the following behaviors- gaming/internet addiction/gambling/porn/sex addiction?

	□ Never                                       Which area/s were they concerned about?

□ Within the last 6 months

□ Within the last two years

□ Ever   When?       

                    

	Experienced harassing, controlling, and/or abusive behavior from another person (e.g., friend, family member, partner, or authority figure)

	□ Never

□ Within the last 6 months

□ Within the last two years

□ Ever   When?

	Have you experienced, witnessed, or learned of a traumatic event(s) that involved actual or threatened death or serious injury, or a threat to the physical integrity of yourself or others?
	□ Yes           □ No

	If you answered “Yes” for the previous question, did the traumatic event(s) cause you to feel intense fear, helplessness, or horror?   
	□ Yes           □ No

	If you selected “Yes” for either of the previous two questions, please briefly describe the event(s): 

	


	Do you have a diagnosed and documented disability? (check all that apply)

	□ No / None

□ Attention Deficit / Hyperactivity Disorders

□ Deaf or Hard of Hearing

□ Learning Disorders

□ Mobility Impairments


	□ Neurological Disorders

□ Physical/Health related Disorders

□ Psychological Disorder/Condition

□ Visual Impairments

□ Other (please specify) __________________

	
	


LIST TWO CONTACTS IN THE EVENT OF AN EMERGENCY:
By signing here, I acknowledge I give representatives of Sharing is Healing permission to contact these individuals and disclose 1) my attendance at counseling 2) the nature of my clinical emergency 3) pertinent information regarding the response to my emergency

Client Signature: ________________________   Date:____________________

This release is ongoing.  Emergency contacts may be updated and changed at any point in writing.

	EMERGENCY CONTACT: 

Name
	Relationship to client
	Phone 1:
	Phone 2:

	
	
	
	

	
	
	
	


Please use the space below to indicate any other information you want me to know.
