BACKGROUND INFORMATION

Today’s date: _______________________

Name of patient: _____________________________Gender:_____Patient SS#:_____________

Date/Place of birth:_____________________School & grade/ level:_______________________

Does or did patient have an IEP or 504 plan: Y / N   If so, when and for:_____________________

Current employment (if applicable):_______________________________For how long:______

Patient address:____________________________________________For how long:_________

Other places patient has lived:_____________________________________________________

Phone numbers:_______________________________________ Can I leave a message?   Y  /  N

Email address:_________________________________________

Emergency contact name, phone # 
and relationship to patient:________________________________________________________

If other than patient, name of person filling out form:_________________________________

DOB:______________  Place of birth:___________________________SS#:_________________

Address, if different:__________________________________________For how long:________

Relationship to patient (ie, mother, spouse):__________________________________________

Who has guardianship of patient?: ______________________________ Since:______________

Phone numbers:________________________________________  Can I leave a message? Y / N

Email address:__________________________________________________________________

Other places you have lived:_______________________________________________________

Current employment (if applicable):_______________________________For how long:______

Past or current schooling:_________________________________________________________




How did you hear about Cornerstone Counseling, Brandon Dixon: ________________________




In short, please identify your main concern(s) for coming in today: 





When did this begin and how is it effecting your life:

______________________________________________________________________________

______________________________________________________________________________


Has your present situation caused so much distress that you’ve had thoughts of ending your life?

         Yes  /  No

If yes, how likely are you to carry this out this out?                1               2               3               4
                                                                                                  not likely                                  very likely                     

Have you ever thought of harming or killing yourself in the past:    Yes   /    No

Have you ever thought of harming or killing someone else:    Yes   /    No



Other Patient Safety Issues (if any): _________________________________________________

______________________________________________________________________________





Have you ever received counseling, mental health or substance use treatment:    Y    /   N
If Yes, please share when, where, how long, and what for:
______________________________________________________________________________

______________________________________________________________________________


Have you ever taken medication for an above mentioned issue:     Y   /   N
If Yes, please share when and the name of the medication if possible:
______________________________________________________________________________


Who is your primary care physician:_________________________________________________
Please share any current or past medical conditions, surgeries, complications and medications:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Do you use alcohol or any other recreational drugs:   Y   /   N
If Yes, please describe and how much and how often:__________________________________

______________________________________________________________________________


Please indicate if you have experienced any of the following:
Mental/emotional abuse, Neglect, Physical abuse, Sexual abuse, Assault, Crime, War, 
Unhappy Childhood, or any other traumatic experiences: _______________________________

______________________________________________________________________________


Please share any legal, financial, or employment concerns you are experiencing or have experienced:

_____________________________________________________________________________

_____________________________________________________________________________



Please Indicate: Dating, Engaged, Married, Divorced, Separated, Widowed, Not Interested, Living with Partner, Single, other
How long for:___________________________________________________________________

If any other marriages- how many and for how long:___________________________________

Who do you live with- please list names, ages and relationship to you: 

______________________________________________________________________________

______________________________________________________________________________

Do you have any other children who do not live with you, if so please share:

______________________________________________________________________________

Who did you live with growing up, please share: ______________________________________

______________________________________________________________________________

______________________________________________________________________________

Do or did any parent or relative have mental health or substance use problems:   Y   /   N
If Yes, please describe: ___________________________________________________________

______________________________________________________________________________

What supports do you have in your life: _____________________________________________

______________________________________________________________________________

How important is your “spirituality” in your life, please share: ___________________________

______________________________________________________________________________            

Please share anything else you would like me to know: _________________________________

______________________________________________________________________________

[bookmark: _GoBack]Please print your name, sign and date to indicate the accuracy of the information provided:

Print name: _________________________Sign: _________________________ Date: ________
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