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FAMILY CHRISTIAN COUNSESLING
3035 N. W. 63R0 street, Suite 101, Oklahoma City, OK 73116

Part I: Comprehensive Adult Psychosocial/Treatment Plan
Confidential

Date: Referred by:

___YES, | would like to receive the FCC newsletter BY E-MAIL. E-mail Address:
CLIENT INFORMATION

NAME GENDER: Male Female BIRTHDATE AGE____
ADDRESS HOME PHONE
CITY STATE ZIP CELL PHONE
How long have you lived at this location? yrs mos  Moved in the last 5 years? Number of times
EMPLOYER BUSINESS PHONE
Okay to call you at work?  Yes No Leave a message at work? Yes No
OCCUPATION SOCIAL SECURITY NUMBER
Have you changed jobs in the past 5 years?  Yes  No If yes, how many times?

Circle Highest Grade You Completed: 6 7 8 9 10 11 12 Fresh Soph Jr Sr Grad
College(s) Attended Degree(s) Received

MARITAL STATUS [ _]Single [ [Married (#times__) [ ]Living as Married (#times__) [ _|Separated
[ IDivorced (#times__) [ IWidow(er) Length of time with current partner

SPOUSE’S NAME BIRTHDATE AGE____
EMPLOYER BUSINESS PHONE

Okay to call your spouse at work? ~ Yes No Leave a message at their work? Yes No
OCCUPATION SOCIAL SECURITY NUMBER
Has your spouse changed jobs in the past 5 years? Yes No If yes, how many times?

Circle Highest Grade Spouse Completed: 6 7 8 9 10 11 12 Fresh Soph Jr Sr Grad
College(s) Attended Degree(s) Received

Names & ages of children
Do your children live with you? [_]Yes [ ]No If not, with whom do they live?
Do you have problems with your children? [_]No [lyes, describe

DESCRIBE YOUR PARTNER  Check all that apply

[ lwarm [abusive [ Jtense [ lunhappy  [eritical [ Jdistant [_Iperfect [ Jviolent
[laffectionate [ boring [ lcaring [ ]dependent [ lhappy [ Jindifferent
[lalcohol/drug/dependent  [_]behavioral addiction
[Jother, describe below

Is there violence inthe home? [ INo [ [Yes, Type: [ Imental [Iphysical [ lemotional orverbal [ Ispiritual

Do you have any of the following problems with your partner? [Iconflict over money [ Jconflict over power
[Cjealousy [Jabuse [difficulty w/ or conflict over sex [ laffairs  [conflict over employment
[ Iconflict over children [_Irelationship with partner is satisfactory [ _]conflict over substance or behavioral addictions
[Ihave no current partner  If so, are you concerned about lacking a significant relationship? [_JNo [ Yes

Additional comments:
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ETHNICGROUP [ |Caucasian [_IBlack [ JAlaskan Native [ ]Asian or Pacific Islander

[ JAmerican Indian, tribe [IHispanic [ ]Other

CULTURAL INFORMATION Check all descriptors that apply regarding who or what life events have had the most influence on you.
[IHolidays [ Ichaotic family  [Iviolence [ trauma [ ldisabiliies [ _]addictions

[ Ispirituality/ religion [Ifamily traditions [ _family culture [ Ifriends [ Ineighbors [ ]scouting

[ILearning/ education [ Jschool [Isports [ Jwork [Isocial [Jabuse

[ ]Foods [llifestyle choices [ ltravel [lreading [lgender [Jsocial status
[Inontraditional roles or experiences [lcommunity organizations

[lother, describe
Note the relationship(s) of those people who were instrumental in influencing your life either positively (+) or negatively (-)
(mother, father, sibling, grandparent, aunt/uncle, stepparent, cousin, friend, etc.)

PERSONAL RELIGIOUS INFORMATION: My spiritual beliefs are a significant factorin my life [ _[No [ ]Yes

(]t am involved in church / religion / spiritual practice. My church home is

| attend (Circle) Several Times/Week Weekly Monthly Sporadically — Seldom Never
My spouse attends (Circle) ~Several Times/Week  Weekly Monthly  Sporadically ~ Seldom Never

My religious background is . My spouse’s religious background is

Describe any significant religious experiences.
Describe any unexplainable experiences.

| have made the discovery of knowing Jesus Christ personally.  [_JNo [_IYes  Tell about your experience:

| am satisfied with my personal faith. [ INo [ ]Yes
Additional Comments:

CHECK THE PROBLEM(S) FOR WHICH YOU ARE SEEKING HELP  Check all that apply
[Jerisis [ Jtrauma [Jchild's behavior[_]school [Ifamily issue [Jwork [ Jisolated
=

[ langer [Jstress [ Imedical [ lgriefloss [ lconflict [ ]bHS [ divorce
[ Istep-family [ Jcourt [ Ipul [ IEAP referral [_Jparenting  [_Jimpulsive behaviors
Cloullying — [CImarital [ Isibling issues [ Jabuse [parent/child [_Jeommunication
[Isocial skills [ ]boundaries [ Jproblem solving skills [difficulty making/keeping friends
[lpre-marital []sexual conflict/guilt [Iproblems w/ sexual partner [_]overwhelming emotions
[Isexual identity conflict [Irape/ sexual assault [ Jother, describe

Describe how long has this been a problem.

Tell how have you already tried to solve the problem.
Low High

How serious is this problem for you? (M2 I3 4 5 I 178 [ 10

How hopeful are you that your life can be better?  [11 [J2 [J3 [ 14 [15 16 [J7[]8 []9 []10

Describe how you want your life to be different as a result of counseling.

How long do you think it will take to resolve the problem/s? [_]1-3 visits [ ]2-3 months [_]6 months [ Jother
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Additional Comments: Please include significant losses or life events in your lifetime (including experiences with pets)
here.

DESCRIBE YOUR STRENGTHS OR THE THINGS YOU DO WELL

MARK WHAT OR WHO YOU RELY ON FOR HELP OR NAME THE IMPORTANT RELATIONSHIPS IN YOUR LIFE.
[ lfaith [ Jfamily []friends [ Jco-workers [ Ineighbors [ lother, describe

DESCRIBE WHAT YOU DO FOR RECREATION OR FUN OR LEISURE—INCLUDE THE TYPE OF ACTIVITY AND THE FREQUENCY
(1.E., EXERCISE, WALKING/AEROBIC/JOGGING/WEIGHT TRAINING, 2X/WK, ETC.)

AFFECT/ MOOD--DESCRIBE YOUR EXPERIENCE Check all that apply

[ Imood swings [ ldepression [ ]grief [langer  [Jnumbness [ sadness [ lanxiety/anxiousness
[ llow energy [Idon't care about anything [ Jeuphoria [ _Joverwhelmed [ Junable to cope with emotions
[Ichange in appetite/sieep patterns [ Jthoughts of hurting myself or someone else (suicidal/homicidal ideation/plan?)
Additional comments:

THINKING/ MENTAL PROCESS, i.e. DESCRIBE YOUR EXPERIENCE Check all that apply [ 1IQ score if MR
[]Oriented to person, time, place [Imemory problems ([Jshort term [ Jlong-term) ~ [_Jimpulse control

[lideas of guilt [Idifficulty concentrating [lobsessive behaviors

[ Idisturbing nightmares or dreams [ ldifficulty making decisions [ ]dissatisfied with decisions made
[ lfeel persecuted or picked on [feelings of being unreal [Isuspicious of people or low trust
[Inegative beliefs about yourself [lideas of hopelessness [ lideas of worthlessness
[Ipreoccupied with sex [ lideas of loss (incl. hopes/dreams)[lother people cause my problems
[Ican't shut down thoughts [ Ifollow my faith even when it causes problems for me
Delusions/hallucination [ Jauditory [ Jvisual [ ldelusions

Additional comments:

AMMPAMIATREELIT, o

EaAassll V AFAARIAE UAIIFR 1 RALA Nhnnl, A At ~omnlss
TANILT="UCOULRIDE TUUR LIVINUG ARRANOENMENIS  UIICGUR ail Ulal apply

[living w/ spouse/ partner [ Jliving with biological family [ ]living alone [Jliving with relatives  [_Jadoptive family

[living with friends [foster family [lown/rent a private residence [_Iresidential care home
[linstitutional setting [lcommunity shelter or homeless [ _Jother

Please list the other individuals living in your home with you, including any who visit regularly

Name Age Relationship to you

Please list any additional family members living in your home on the back side of this page, including age and relationship.
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Part ll: Comprehensive Adult Psychosocial/Treatment Plan
Confidential

CLIENT NAME DATE

EDUCATIONAL/ OCCUPATIONAL/ VOLUNTEER HISTORY
Are you the primary person responsible for home management? [ _JNo []Yes
[IVolunteer, type of work

Attitude toward school? [ Jiikedit [ lindifferent [ ldislikedit Grades were primarily
[ INow in school, where [lIn leaming disabilities/special classes in the past

Have you ever served in the military? [ JNo [_]Yes Have you experienced war? [ INo [ Yes
Do you have a service connected disability? [ _JNo []Yes, describe

Describe how you support yourself--include money from illegal or “under the table sources”.
[lemployment [Isocial security [ ldisability [_lfood stamps [ Ihelp from others [ Jother

Are you eligible for any public assistance? [ J[No [ ]don'tknow [ ]Yes,
What is your feeling/attitude towards your job? [ Jlike it [lindifferent [ dislike it

Problems on the job? [_]No [_]Yes, explain

Have you ever been fired or laid off? [ [No []Yes  Any medical reason you cannot work? [ INo [ IYes, describe

Do you consider yourself [ leffective [ limpaired [ lineffective in the roles identified above?
Additional Comments:

PERSONAL HISTORY
Describe any physical or emotional problems, of which you are aware, during your childhood:

Your primary caregivers during childhood were [_birth parents [ mother only [_Ifather only [ Jfather & stepmother
[Imother & stepfather [ _ladoptive parents [ lfoster parents [ lgrandparents
[lother Place/ location of your birth

List the names & ages of all siblings
Do you have any difficulty remembering or describing your childhood? [ JNo [ ]Yes

Did your parents argue frequently? [ INo [IYes
If yes, was any physical violence involved? [ JNo [ ]Yes
Are your parents divorced? [INo [IYes
Were you physically abused? [INo [[lYes, by whom

Did the family in which you grew up experience severe financial problems? [ JNo [ ]Yes
Has any inappropriate sexual behavior ever taken place around you or directed towards you? [ _INo [ _]Yes

If yes, by whom (Name & Relationship) Your age
Additional Comments:
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Describe Your Caregivers: mother (M), father (F); stepmother (SM), stepfather (SF); In Other Caregivers column use
initials to indicate that caregiver, i.e., grandparent (GP); foster parent (FP); sibling (S), etc. Check all that apply
Warm [ IM JF[Jsm [IsF]oc Overprotective [ M [JF [JSM [ISF[_]JOC
Domineering [_IM [JF[]SM [ISF[_]OC Affectionate  [_JM [JF[JSM [_JSF[_]OC
Uncaring M [JF [Ism [CISFL]oc Fault-finding [JM [JF [JSM [[JSF[]OC
Average M CJF [Jsm [JSFJoc  Strict M [JF [Jsm [JsF[Joc
Smothering [ IM [JF [ISM []SF[]OC Absent [IM [JF[IsM [IsF[_]oc
Understanding [_]M [_JF [JSM [JSF[_]OC Rejecting M [JFIsMm [ISFJoc
Distant M [CJF [Ism [IsF]oC Perfect M [CJF [1sm [IsF]oc
Supportive (M [JF [JsMm [JSFLIOC  Too little discipline 1M [JF [JSM [ISF[_]OC
Alcohol/ drug dependent [IM [JF [JSM [JSF[_JOC  Behavioral addiction ~ [JM [_JF[_JSM [ISF[_]OC
Depressed/ unhappy [ IM [ JF[]SM [ISF[_JOC
Additional Comments

Describe yourself as a child (C) or adolescent (A) Check all that apply for your childhood and adolescence
C A CA C A C A CA CA CA
[JJoutgoing 1 JRebellious [J[JPopular ~ [ JAwkward [][ JUnhappy [ [ JAggressive [ ][ ]Quiet
Clserious [ JHappy U Temperamental [J[1Calm [T JUnpopular [_][_INervous [1[_JAngry
[ IThoughts of suicide []Other [_IThings changed when | reached age

because

Check the following problems you experienced as a child (C) and/or adolescent (A) Check all that apply

CA CA C A CA

C 1 Jeonflict w/ mother ][ Iconflict w/ father [ Jeonflict w/ siblings LI Jeonflict w/ stepmother

[ Jeonflict w/ stepfather [ [ lconflict w/ peers [ targeted by bully [ Jeonflict w/ teachers

I Jconflict w/ police [ Jconflict w/ neighbors [ ][ Jconflict w/ stepsiblings ~ [_1[_Joverweight

[][_Janorexic/ bulimic C I Inightmares [ Jexcessive feariworry ][ drug/ alcohol use
[J[Jarrests/ delinquency [ [ Ibedwetting ][ Ifire starting LI Jeruelty to animals

[ Jsexual problems ([ Jattempted suicide [lteen parent

CI[ Jother.

DO YOU HAVE ANY LEGAL ISSUES PENDING? [CINo [IYes Are you on probation or parole? [INo [Yes
Do you have a legal/criminal record? [INo [ IYes Everbeen arrested as an adult? [INo []Yes
Have you ever been incarcerated? [INo [[lYes

Any current DHS/Court involvement? [ INo [lYes

If yes to any of the above, please describe

Will you want a letter sent to any of the following on your behalf? [ _JNo [_]Yes, then complete:
Phone Number Details

Name

DHS Caseworker
Judge
Parole/ probation officer

Lawyer
Other (Title)

CONFLICT/ VIOLENCE/ TRAUMA ISSUES

Ever been threatened/ attacked/ afraid for safety/ life [ INo [ IYes Experienced intimidation/ control [INo [Jves
Grew up in @ home with chronic problems [CNe [JYes Ever been a target of gender violence [INo [JYes
Ever been target of racism/ discrimination [No [[lYes Ever targeted by a bully at school or work [JNo []Yes

Additional Comments:
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SUBSTANCE/ BEHAVIORAL ADDICTION HISTORY My family has a history of addictions
If yes, who? [grandfather [ lgrandmother [ Ifather [ Imother [ Isibling [ Jother relatives
[l am concerned about my partner’s use of substances/ behaviors

[l am concerned about my child's use of substances/ behaviors

Please indicate the impact addictions have on your life, relationships, work, etc...

[_1I have a history of using/ abusing the following

[INo [[JYes
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Rt of

oral, nasal,
smoking,
injection, other

Age of last
use or still
using

Substance or
Behavior

Age of 1st
What and/or how much Use

administration:

Received
treatment &/ or
attending 12 Step
Group

Alcohol

Drugs

Prescription Meds

Tobacco

Caffeine (incl
tea,sodas)

Gambling

Excessive
Computer use

*Sex

**Codependency

***Food issues

* sex-includes pornography, several partners, etc
** codependency (focusing on others’ behaviors, generally putting others first, feeling used & taken for granted)
*** food (includes excessive sugar, salt, junk foods, overweight, anorexia, bulimia)

MEDICAL/ PHYSICAL/ MENTAL HEALTH HISTORY

In your opinion what is your current level of health: [ ]Excellent [ 1Good [Fair []Poor
Please check any of the following that applies to you.
[Jagitation [Jposture problems [ Jtics/ tremors [ _Jwalking difficuities [ _Irepetitive acts

In your opinion are you:  [_Junderweight [lappropriate [_loverweight, by how many pounds

To the best of your knowledge does anyone in your family experience:

[ldepression [ Ibipolar [_Ischizophrenia Who? [Imother [father [ Isibling
[lother family member—Who?

Are you currently being treated anywhere else? [ INo [IYes

Any previous EAP/ mental health services? [CINo [lYes

Have you ever been hospitalized for mental health problems? [ _JNo [ ]Yes

Please provide details for any yes answer

OPJ EAP Therapist or Hosp. / Dr./ City Dates of Service

Reasons for Service
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Please list your personal physician and/or psychiatrist. FCC will not contact your personal physician or psychiatrist without your written
consent to do so. We maintain this information in the event of a medical emergency.

Name Address Phone # Date last seen

Please list the prescription & non-prescription medications, including vitamins, you are presently taking and those you have
taken in the past 6 months:

Prescribing Length of time
Drug Name Dose Frequency Physician on Drug Benefits Side Effects

Are you presently allergic to any foods or medications? [_INo [ lyes, please provide details

Check any symptoms you are currently experiencing:
[ lfatigue [Ibloody sputum [Jcough lasting more than 2 weeks [ |sudden weight loss/gain [ ]loss of appetite
[ Jweakness [ Jchills [Cnight sweats [ Ifever [Ichronic health problem, provide details below

Does your health impact or limit your daily functioning in any way? [ INo [ Yes, describe below.
Details to any question answered yes or any other additional comments:

Do you now have or have you ever had:

Hearing problems? [JNo []Yes Severe headaches? [INo [JYes
Not able to move a part of your body? [ INo []Yes  Goiter, thyroid problem? [No [lYes
Pains in your chest? [INo [lYes Abnormal thirst or hunger? [INo [lYes
Hands, feet or ankles that swells up? [JNo [_]Yes Stomach trouble or ulcers? [INo [IYes
Kidney trouble, trouble passing urine? [ INo []Yes  Sleeping problems? [INo [IYes
Decreased interest in sexual activity? [INo [[lYes Liver disease, skin or eyes turn yellow? CNo [lYes

Trouble with constipation or diarhea? [ JNo []Yes Fainting spells, blackouts, falling, dizzy spells? [_[No [ ]Yes
Eye problems, need glasses, increased pressure ineyes? [ INo [ ]Yes

Any recent change in your appetite or eating habits? [INo  [JYes
Surgery/Surgeries? [ INe [ ]Yes, date(s)/ type(s)

Please check any that apply to you now or in the past:

[ Imeasles [Ipolio [IGerman measles  [_]meningitis [_Imumps
[diphtheria [lupus [Ihigh blood pressure [ Jpneumonia [ Iglaucoma
[rheumatic fever [ _]skin problems/ diseases [ Jthyroid disease [ ]diabetes [Iheart problems
[Ibleeding ulcers  [_]mononucleosis [_Iblood clots [lanemia [lepilepsy/ seizures
[lfood poisoning  [Ihepatitis [ IHIV positive [Ipast allergies/ type

[lfrequent colds/ flu [_]broken bones [leoncussions [ lknocked unconscious
[Idislocations [ Iwounds [ head injuries [Ichemical/ drug poisoning

[Icancer/ type age

[Isexually transmitted disease/ type age contracted

Males - are you now experiencing, or have you ever experienced either of the following?
[Jenlarged prostrate  [_Iproblems w/ impotence (getting or keeping an erection) [ _Ineither is applicable

Females  Age at time of first menstrual period: Flow: [JLight [ JAverage [ JHeavy
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Is your menstrual cycle regular? [INo [JYes Avg # of days
Mood difficulties related to your menstrual cycle? [INo [Yes, describe
Are you still having periods? [INo [Yes
Are you on hormone replace therapy [INo [Yes
Are you now pregnant? [JNo [JYes Have you ever been battered while pregnant? [ JNo [ |Yes
Pregnancy history: Total # of pregnancies # of premature births
# of c-section deliveries # of stillbirths
# of miscarriages # of surgical abortions

DO YOU HAVE ANY PROBLEMS PROVIDING ANY OF THE FOLLOWING FOR YOURSELF OR YOUR FAMILY?
[Clhygiene  [lfood [clothing [Ishelter [ Jtransportation [ ]medical/dental needs

Please check any of the following that apply: [ Ifluentin English [_Ifluent in (other language)
[IEnglish Second Language [ lhearing impaired [ |need interpreter [ Juse signs [ Ispeech impaired [fluency issues

X

Client's Signature Date

X

Signature of Staff Person Completing Intake Date

DBN/2-11-2007
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