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Client Information Form

_____________________________________________

________________

Name








Date of Birth

_____________________________________________

________________
Address







Age

_____________________________________________

________________

City, State, Zip Code






Marital Status

_____________________________________________

________________

Email address






Telephone

_____________________     _____________________

Telephone


Telephone



Please evaluate yourself and circle the appropriate number  (0 = Low / 10 = High)
Emotionally

0       1       2       3       4       5       6       7       8       9       10

Mentally

0       1       2       3       4       5       6       7       8       9       10

Physically

0       1       2       3       4       5       6       7       8       9       10

Spiritually

0       1       2       3       4       5       6       7       8       9       10

Sexually


0       1       2       3       4       5       6       7       8       9       10

Materially

0       1       2       3       4       5       6       7       8       9       10
Are you employed? ________________________________________________________________________

__________________________________________________________________________________________Where? __________________________________________________________________________________

What is your job? __________________________________________________________________________

__________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________How long have you worked there? ____________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________What is your income? ______________________________________________________________________

Has your work suffered? ____________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is your stress level?  (0 = Low / 10 = High)
My Stress Level is: 

0       1       2       3       4       5       6       7       8       9       10

What is your anxiety level?  (0 = Low / 10 = High) 

My Anxiety Level is: 

0       1       2       3       4       5       6       7       8       9       10

How depressed are you?   (0 = Low / 10 = High) 

My Depression Level is: 

0       1       2       3       4       5       6       7       8       9       10

What is your sadness level?  (0 = Low / 10 = High)
My Sadness Level is: 

0       1       2       3       4       5       6       7       8       9       10

What is your sense of failure level?  (0 = Low / 10 = High) 

My Sense of Failure Level is: 
0       1       2       3       4       5       6       7       8       9       10

How irritable are you?   (0 = Low / 10 = High) 

My Irritability Level is: 

0       1       2       3       4       5       6       7       8       9       10

How is your memory?   (0 = Poor / 10 = Good) 

My Memory Level is: 

0       1       2       3       4       5       6       7       8       9       10

How is your concentration ability?   (0 = Poor / 10 = Good) 

My Concentration Level is: 
0       1       2       3       4       5       6       7       8       9       10

How is your focus?   (0 = Poor / 10 = Good) 

My Focus Level is: 

0       1       2       3       4       5       6       7       8       9       10

Are you involved in a personal relationship? ___________________________________________________

Please explain. ____________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

Previous Relationship History ________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any children? __________________________________________________________________
What are their names, ages, and do they live with you? __________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

What is the primary issue/problem that brought you here? _______________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________How long has this issue/problem been going on?  ______________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Previous Counseling/Treatment Experience?   _________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How many times have you been to the doctor over the past 6 months?  For what were you treated? ____
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ Medical and Legal Information 

Do you have any disabilities or medical conditions? (visual, hearing, physical health, etc.) ____________

_________________________________________________________________________________________What medications are you regularly taking? __________________________________________________

_________________________________________________________________________________________
Psychiatric History (name of psychiatrist and telephone number)   ________________________________

Dates treated   ________________________________   Diagnosis   _______________________________

Name of physician  _________________________________  Phone Number   ______________________

Date of last physical exam   __________________________  Results  _____________________________

_________________________________________________________________________________________

Any immediate health concerns?  ___________________________________________________________

Any history of serious injuries? (esp. head injuries?)  ___________________________________________

Any long term illnesses? (Describe)  _________________________________________________________

Are you currently under medical care?  _______________________________________________________

Any current legal problems (e.g. divorce, custody issues, DUI, etc.)  ________________________________

_________________________________________________________________________________________

Are you experiencing pain or other symptoms in your body?  _____________________________________

Please Explain  ____________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________ How is your rest/sleep?  ____________________________________________________________________
__________________________________________________________________________________________ When you wake up in the morning, how often do you wish you could stay in bed all day?  _____________
__________________________________________________________________________________________ How often do you feel worried or anxious during the day?  _______________________________________
__________________________________________________________________________________________

How often do you feel terribly sad or depressed?  _______________________________________________
__________________________________________________________________________________________ Are you close with your family or friends?  _____________________________________________________
__________________________________________________________________________________________Do you smoke?  ____________________    How Much?  __________________________________________

Do you drink alcohol?  _______________    How Much?  _________________________________________
Do you use substances? ____________________________________________________________________    

Please us this space to tell Rev. Coppinger anything else that seems relevant or important to you in understanding what you are going through.  

__________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Reverend Charles D. Coppinger

AUTHORIZATION TO RELEASE

MEDICAL AND/OR PSYCHIATRIC INFORMATION
To Rev. Charles Coppinger clientele:  If you are currently under medical or psychiatric care, Rev. Coppinger may need to obtain information from your physician.   Please sign the following so that we can obtain this information necessary for your counseling and care from Rev. Charles Coppinger

Authorization to release information:

TO: (Name of physician)   ____________________________________________________________________

OF: (Facility name)  _________________________________________________________________________

      (Address)  _____________________________________________________________________________

      (Phone)  _______________________________________________________________________________

I authorize Reverend Charles Coppinger to contact you for the release of information pertaining to my medical and/or psychiatric condition, or as listed below:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________

Printed Name

_______________________________________________

______________________________

Signature







Date

P.0. Box 39247
 (
Phoenix, Arizona
(
85069

(
(602) 980-6526

Bringing Healing and Wholeness to the World -- One Life at a Time!

Reverend Charles Coppinger


Diversity Pastoral Counseling 


and Healing Services


P.O. Box 39247


Phoenix, Arizona 85069


(602) 980-6526
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