Hope Crossing Christian Counseling, Inc.

*Tobe given to your thcrapist at your first visit. | o better Provic!e targctcd services Pleasc comp|ete
to the best of your abi|it5.

(lient Name: Date:

Complctcc{ By: (circle one) self Parent/guarclian spouse

Please give a brief description of your need for counsehng:

Flcasc mark those that applg and give a brief description of the Problem:

o Depression:

L Anxictg/Stress:

____Appetite Changes:

——— SleeP Chaﬂg€S:

o Conccntration/[:ocus:

- Work/SC!"IOOI ]mPairmcntz

o Abi!itg to Care for Self:

o Abilitg to (are for Familg/Homc/ChiHrcn:

- Family Conflicts:
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Hope Crossing Christian Counseling, Inc.

o ComPu|sions/Acldiction5:

___ Uncomfortable is Social Scttings:

o SPiritual Frob!ems:

o Feelings of Hopelessness/DesPair:

I Suicidal Thoughts:

o Suiciclal Attempts:

- Previous Counseling:

L Previous }"lospitalization:

—— Current Counseling:

o Other Pertinent |nformation:
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