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CATHOLIC FAMILY SERVICES - COUNSELING INTAKE QUESTIONNAIRE
Caring For People, Not Profit


Name







  
  Date                

The following questions are asked of all persons beginning counseling services.  We have found the information useful because it covers areas that may be missed during early interviews.  You may find some questions unrelated to yourself but answer them as best you can.  All your answers will be kept confidential and will not be used outside of Catholic Family Services without your written permission.

Problems and Outcomes

Please describe briefly the problems that bring you to Catholic Family Services.  Begin with the problem that seems most important for you to work on.  After listing each problem, also describe the most successful outcome and the worst outcome for you regarding the problem.

Problem 1: 












What would be the best outcome for you?





















What would be the worst outcome for you?





















Problem 2:












What would be the best outcome for you?








What would be the worst outcome for you?








Problem Checklist

Please check all items below which describe your situation today or in the past year.

General Mood or Difficulties:
  ___anxious or tense   ___fatigued or tired   ___upset   ___sad   ___depressed   ___despondent   ___difficulty concentrating   ___difficulty making decisions   ___mood swings   ___sleep problems   ___appetite loss   ___recent loss (or gain) of weight   ___annoyed   ___angry   ___irritated   ___fearful   ___phobic   ___worried   ___lonely   ___Other (please explain):





























Work:   ___My work is very stressful   ___I do not like my job/career   ___I have conflicts with my boss/co-workers   ___I am unemployed   ___I am retired   ___Other (please explain):






























Marriage and Family:   ___I have an unsatisfactory relationship with my spouse (or significant other)   ___My spouse/significant other has problems   ___I have an unsatisfactory relationship with my children   ___My children have problems   ___I have an unsatisfactory relationship with my parents   ___My parents have problems   ___I have an unsatisfactory relationship with my in-laws            ___My in-laws have problems   ___There are health problems in my family   ___There has been a disruption in the family due to a divorce, separation, or estrangement    ___Other (please explain)

































Health:   ___I have health concerns   ___I feel I drink too much   ___I feel I take illegal drugs too much   ___I feel I take prescribed medication too much   ___I am unhappy with my physical appearance   ___Sometimes I hear voices in my head   ___Other (please explain)

































Coping skills:   ___I have difficulty expressing my emotions   ___I work too much   ___I spend too much money   ___I am a perfectionist   ___I do not handle pressure well   ___At times I act or react violently   ___Other (please explain)




































Personal:   ___I have had an unwanted sexual experience   ___I have experienced a recent emotional crisis or trauma   ___I have financial concerns   ___I have recently moved or changed jobs   ___ I am having difficulty with the death (or loss) of a family member or friend   ___I feel alone   ___I have inadequate social support   ___I am having difficulty adjusting to life changes   ___I am having legal problems   ___I am a victim of crime   ___I have difficulty with relationships (example: friends, sibling, parent, spouse, significant other, teachers, classmates, etc.) specify



































___I have thoughts about, am thinking about, or have tried to (please explain):

___harm myself in the past 










___harm myself (present) 










___harm another person in the past









___harm another person (present)








Do your feelings go quickly from one extreme to another?

______Never         _____Sometimes     _____Occasionally     _____Often

Do you feel people are trying to harm you or are following you?

______Never         _____Sometimes     _____Occasionally     _____Often

Are you bothered by thoughts or actions you cannot control?

______Never         _____Sometimes     _____Occasionally     _____Often

Do others feel you have a problem with drugs or alcohol? ____Yes ___No

How much do you believe your problems interfere with your daily ability to function?  (Circle one)

None       1        2        3        4        5        6        7       8        9        10       A great deal

Do you have a primary physician? 

 If so, who? 






Do you have any medical problems? 

 If so, please explain and include name of medication(s), dosage, and prescribing physician.






















Have you ever been hospitalized for alcohol or emotional problems? 
  
Yes 
       No  

If yes, when and where? 










Have you ever been in counseling before?  
Yes

 No        If yes, where and when?  













 

Are you currently in therapy with another professional?  
Yes

 No
Did you find previous counseling experiences to be beneficial for you? 
Yes

 No
Please list any current people or groups that you feel you can count on for emotional support.




























Is there anything else you feel we should know that would help us working with you?





























Thank you for taking the time to answer the above questions.  
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