
Possibility Counseling

Chere Clark, MA, MS.Ed, LMHC

6212 75th Street West – Suite 1

Lakewood, Washington 98499

Your Health, Strengths, and Needs
Name: ____________________ Person Referring You:  ________________
Date:  __________   Your Primary Care Doctor’s Name: _______________
Describe your Strengths (including your abilities, skills, and personal qualities that you believe have helped you in life)
________________________________________________________________________________________________________________________________________________________________________________________________
Describe the Problem and Current Symptoms (including emotional and social conditions affecting you)
________________________________________________________________________________________________________________________________
Please Provide the Following Information (use just first names of friends/ family)
Occupation/Employer ______________________________________________
Marital Status: Single  Married  Divorced  Living Together  _________________
Ethnic/Cultural Heritage/Religion _____________________________________
Other Members of Current Household (Name/Age/Gender/Relation to You)

________________________________________________________________________________________________________________________________________________________________________________________________
Describe Your Personal History (briefly including information about the family you grew up in, your important social relationships, & work/school life) 
My family, growing up, was __________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________
Family history of mental illness, alcohol, or other substance abuse? __________ ________________________________________________________________________________________________________________________________
Important friends and other relationships, past and present ________________
________________________________________________________________________________________________________________________________
Work/school life ___________________________________________________
________________________________________________________________
List Counseling History (including other counseling/therapy or mental health treatment/ hospitalization you may have received)
Have you been diagnosed with a mental health condition before?   Yes   No

If so, please state the diagnosis (and medications taken, if any): ____________
Have you seen a counselor or mental health professional before?   Yes   No

Counselor’s Name: (If applicable) 
Goal of Counseling:   
Dates - from/to:
________________________________________________________________________________________________________________________________
List Other Medical Conditions; Current Medications
________________________________________________________________________________________________________________________________
Head injury, if applicable: _______________________________________
Check and Describe Substance Use (including current and past use)
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Not Applicable

Caffeine _____________________


Tobacco
Over-the-Counter Drugs ________

___________________________________________________________
 

Alcohol  __________________________________________

Illicit Drugs  _______________________________________
Check Concerns (any that are currently a problem or have been in the past 2 years)
 
Excessive Worry

Poor Concentration


Irritability
Restlessness


 
Panic Attacks 
Anger or Fear of Losing Control


Appetite Problems
Loss of Energy
 or Chronic Fatigue


Guilt
Indecisiveness


 
Isolated
Repeated Thoughts of Death


Tearful/sad
Hopeless or Helpless Feelings
 
Anxious 
Suicidal Thoughts/Attempts






Loss of Self-esteem
Loss of Interest in Hobbies/Pastimes

Weight Loss
Parenting Concerns


Physical Pain/Problems
Sleep Problems
________________________________________________________________________________________________________________________________

Check and Describe Additional Concerns (that you feel are currently a problem or have been in the past; please describe these below in as much detail as you feel is comfortable)

Personal Losses (Job Loss, Divorce, Death of Loved One, 

 Major Move, or other experience resulting in loss or sense of grief) 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Victim (of a Crime, Abuse, or other experience resulting in 
a sense of being victimized) 

___________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________
Other Concerns (Describe please)

___________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________
What else would you like me to know about you? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
List your Goal(s) for Treatment. How do you want your life to be, as a result of the work you will do in therapy?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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