Adult, Child, and Family Counseling Center, PA

Please type your response

Patient information:

	Patient name:                                                                                             

Date of Birth:                                                                                   

	Address:



	City/State/Zip:                                                                                          

	Home #                                                   

Cell #                                           

	                                                                                                    

	Emergency contact:                                                

Phone No:                          

Relationship:


Please Read & Sign/Date the follow this will ensure us that you are informed of our policies.  Thanks!  This form can be electronically signed, but an original signature is needed. Please fax to 254-519-1155, scan, or mail to 1010 W. Japser Rd. #9 Killeen TX 76542







                :
	All professional services rendered are due at the time of service.  I understand that I am responsible for the total charges of services rendered.

_____________________________________________________                 ____________________

Signature                                                                                                            Date


Personal History Questionnaire

To provide the best possible service, we have found it very helpful to obtain information contained in this questionnaire.  Answer all questions that pertain to you and your situation.  If any questions arise about an item in the questionnaire, please address them with your appointed therapist. All information you provide will be kept confidential within the limits of confidentiality (included in this packet for your signature).

Please type in your responses.

What is the reason for your visit?
***********************************************************************************************************************

Marital Status

Marital status:   Please place an “X” by your response.

Never married               Married              Divorced             Widowed         Separated

Name, age & DOB of spouse: 

How long married?                                      Number of previous marriages: 

If spouse does not reside with you, where does spouse reside? 

Spouse’s occupation & place of work                                           Work Phone 

*************************************************************************************************************************

Legal History
Are you in any current legal trouble? If yes, please explain.

*************************************************************************************************************************

Medical History
Are you presently being treated by a physician for any medical conditions?      

If so, please describe 

List any medications you are currently taking?

Have you ever seen a counselor before?       

If yes, please when and for what reason? 

How many glasses of wine, beer, or liquor do you have weeknights?            Weekends?     

*************************************************************************************************************************

Please put an  “X” by any of the following that apply.

can’t relax 
eating too much
smoking too much 
crying too easily

argue a lot 
money problems 
can’t get to sleep
no appetite

worry a lot
stomach trouble 
drinking too much
rapid heartbeat

feel helpless
anxious and afraid
tired all the time
think of suicide

uptight
weight gain
feeling sad
want to hurt others


lying a lot
losing temper
destroying things
can’t concentrate

headaches
marriage problems
taking too many drugs
stealing

feel hopeless
sleeping too much
can’t enjoy sex
nightmares


feel lonely
feel guilty
want to run away
avoiding people


feel confused 
putting things off
can’t stay asleep
weight loss

have attempted suicide

drinking too much
blackouts

