Confidential

Reveille counseling 
New Client Information - Individual
PLEASE PRINT

Client's Full Name:_______________________________________ Today's Date_____________
Address:_______________________________________________________________________
State: __________________________Zip: ____________Home Telephone:_________________
Cell Phone:__________________________________Email:______________________________

IF NECESSARY, MAY WE LEAVE A MESSAGE FOR YOU AT THIS NUMBER? ____YES ____NO      	

Age: _________________ Date of Birth: ____/____/____ Marital Status:___________________
Ethnicity _______________________________________Gender: ☐ M ☐ F
Living arrangements:____________________________________________________________ 
Career: ____________________________ Education: __________________________________

In order of importance to you, what brings you here today? 





HAVE YOU EXPERIENCED ANY OF THE FOLLOWING?    (Please circle)

EATING DISORDER		   	 SUICIDE ATTEMPT		       	SUICIDAL THOUGHTS
SUBSTANCE ABUSE  	  		CLINICAL DEPRESSION	                   	MAJOR ILLNESS
LOSS OF LOVED ONE (in last 3 years)  PTSD                        	          	 	ABORTION
INCARCERATION	    	            	DIVORCE   		                     	 SEXUAL ABUSE
SELF-INJURIOUS BEHAVIORS	 	ANXIETY		        INCARCERATION OF LOVED ONE
ADOPTION			     	FOSTER CARE	   	              	 PHYSICAL ABUSE         CUTTING		    		PORNOGRAPHY	            	         	LEGAL PROBLEMS
INFIDELITY				EATING DISORDER				

Do you have any health, or health-related, concerns? 						
Please describe  										______
												______


Are you currently taking any medications? 							______
Name of medication (s) 										

Please list everyone who is living in your home.  
												______
												______

Please briefly describe your relationships with:

Mother (Now) 											
(As A Child) 											______

Father (Now) 											______
(As A Child) 											______

Behaviors: ☐ Smoking ☐ Alcohol ☐ Drugs ☐Other_______________________(optional) 

Family of origin Parents: ☐ Never married ☐ Married ☐ Divorced ☐ Stepparent(s) 

Father’s parenting style (major characteristics): __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: _Hlk512494967]Mother’s parenting style (major characteristics): ______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________

Number of siblings: _____________________ Client’s birth order_______________________ 

Religious upbringing:_________________________________________________(optional)

Significant childhood experiences (brief comment - no in-depth descriptions necessary)

 Good/happy/positive 			   Age 	   Bad/negative/sad/disturbing                  Age

 _______________________________ ____    _______________________________ _____ 

_______________________________ ____    _______________________________ _____ 

_______________________________ ____    _______________________________ _____ 

_______________________________ ____    _______________________________ _____ 

What else would you like for me to know about you?  __________________________________
____________________________________________________________________________________________________________________________________________________________

What adjectives would you use to describe yourself?  __________________________________
____________________________________________________________________________________________________________________________________________________________

Please describe any religious &/or any spiritual beliefs you now hold. (optional)
 												______
												______

How did you come in contact with our office:
		__yellow pages	__pastor	__physician	__friend
		__parent	__school	__employer	__flyer		__other
	We like to show our appreciation to referral sources. If you were referred to us by a friend or other professional, may we contact them to express our appreciation?
		__yes	Name & Address: _______________________________________
		__no			  _______________________________________



















3074 Lake Mary Blvd, Suite 132, Lake Mary, FL 32746  407-333-0404
Reveille counseling
Client's Consent for Treatment

Thank you for choosing Reveille Ministry, Inc. for your counseling needs. We are committed to giving you the best care possible. To acquaint you further with the procedures and policies of our agency, we are providing the following information:

Appointments: 
[bookmark: _GoBack]	If you need to cancel an appointment, a minimum of 24 hours notice is required. If the appointment is cancelled less than 24 hours before appointment time and/or you do not call and do not show up for your appointment, the full session fee will apply. In the evenings and on weekends, you may leave a message to re-schedule with our answering service.  The courtesy call that you receive to remind you of your visit is usually made within 24 hours of your appointment. It is your responsibility to know when your appointment is scheduled. Less than 24 hours’ notice does not allow Reveille Counseling sufficient time to offer that session to another client in need.  We also ask that you be punctual. If you are late for any reason, you will receive the remainder of your scheduled time. This is necessary so that we can see the remaining clients at their scheduled times. 

Emergencies: 
	In the case of a life-threatening emergency, please call 911. To leave a message for your counselor, please call our office at (407)333-0404 where your counselor will call you back as soon as possible. 

Financial Responsibility: 
	You are financially responsible for all services rendered. Full payment is expected at the time of service, unless other contractual arrangements apply. Please make checks payable to Reveille Counseling.  We also accept credit card payments with VISA and MasterCard. There will be a $25.00 fee for checks that are returned as non-sufficient funds or non-payable. You will receive an invoice from our office letting you know the total amount due. If you have questions regarding your account, please contact our office at (407)333-0404. All correspondence will be sent to the address on your Reveille Counseling Intake Form. If this presents a problem for you, please contact our office for another address to keep on file. 

Confidentiality: 
	Your client records are the property of Reveille Counseling and shall be treated as confidential. To ensure quality record maintenance and client confidentiality, Reveille Counseling will conduct routine client record audits. To comply with state and federal laws regarding client confidentiality, your records will not be released without proper written consent from you. Everything about your care will be held in strictest confidence (with the exception of situations which we are required by law to report, such as suspected or reported child abuse, elder abuse, homicidal or suicidal threat). If you choose to have your Reveille Counseling provider keep a third party informed of your progress in counseling, it will be necessary to complete a separate “Release of Information” form that will be kept on file. 

I CONSENT TO participate in mental health treatment with Reveille Ministry, Inc. I have clarified any questions that I may have with my therapist or staff and I understand and agree to abide by the policies and procedures outlined above.  I understand that my participation is purely voluntary and that I may withdraw whenever I wish.

_________________________________________________________________   __________
Client/Guardian Signature									 Date
	
