LUTHERAN COUNSELING & FAMILY SERVICES OF WISCONSIN
Note:  All information requested is for Client

Name ______________________________________   Occupation____________________________________

Spouse Name _______________________________    Employer _____________________________________

Address ____________________________________   Business Phone ________________________________

___________________________________________  Home Phone ___________________________________

Marriage Date _______________________________  Cell Phone/Text messages ________________________
Social Security Number _______________________   Race _________________________________________

Birth Date _______/ _______/ _________ Age ____   Email ________________________________________


Children/Others


Relationship








  in Household


(daughter, stepson, grandparent)


Age
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have a religious preference? ________  

Please provide name of church and location ______________________________________________________

Pastor’s name  _____________________________  How did you find out about us? _____________________

TO BE COMPLETED BY CLIENT:


Please read each item below and determine which statement is true for you OR your child.  Then place an “X” in the appropriate box to indicate how often you feel the statement applies during the past month.  Be sure to rate each item.
	
	None
	Sometimes
	Always
	
	None
	Sometimes
	Always

	Change in sleep
	
	
	
	Very happy
	
	
	

	Episode of panic
	
	
	
	Loss of concentration
	
	
	

	Change in energy
	
	
	
	Change in sex drive
	
	
	

	Hallucinations
	
	
	
	Losing self control
	
	
	

	Rapid heart beat
	
	
	
	Unable to enjoy life
	
	
	

	Ready to explode
	
	
	
	Shortness of breath
	
	
	

	Strange thoughts
	
	
	
	Thoughts of suicide
	
	
	

	Angry
	
	
	
	Change in appetite
	
	
	

	Tearful
	
	
	
	Peculiar experiences
	
	
	

	Thoughts about harming people
	
	
	
	Withdrawn from others
	
	
	


Why are you here? __________________________________________________________________________

Do you use alcohol or drugs? __________  If yes, how often? ________________________________________
