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Welcome to Care Port Counseling. To assist your counselor in helping you, please complete the following information. 








Full Name       Age:      
Country of Origin      
Ethnicity (Optional)      
Languages spoken (in order of preference)      
Religion      
Current Address      
Time Zone: GMT      
Email:       Okay to leave message? Yes  FORMCHECKBOX 
 No FORMCHECKBOX 

Phone:       (Home  FORMCHECKBOX 
 Cell/Mobile  FORMCHECKBOX 
 Work  FORMCHECKBOX 
)  OK to leave message? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Emergency Contact (Name and quickest way to contact – your counselor will discuss this with you during the first session):      
Work          Education Background/Highest Degree      
Spouse’s Name       Age        Country of Origin:      
List others in your household: (Add lines if necessary)
Name



Age

Relationship

Occupation/School Age
     



     

     


     
When were you last seen by a physician?       For what?      
Major Illnesses (nature and date)      
List any medications you are now taking      
Previous counseling/psychiatric services? (When, what for, how long, and outcome?) 
     
Briefly describe your reason for wanting counseling at this time: 

     
Please check any of the following issues that you want help with:
(Continued on next page.)

 FORMCHECKBOX 
 Alcohol use
 FORMCHECKBOX 
 Anger/Temper
 FORMCHECKBOX 
 Being a parent
 FORMCHECKBOX 
 Bitterness
 FORMCHECKBOX 
 Career choices
 FORMCHECKBOX 
 Communications
 FORMCHECKBOX 
 Conflict resolution
 FORMCHECKBOX 
 Depression
 FORMCHECKBOX 
 Divorce
 FORMCHECKBOX 
 Drug use
 FORMCHECKBOX 
 Eating problems
 FORMCHECKBOX 
 Energy
 FORMCHECKBOX 
 Fears
 FORMCHECKBOX 
 Feeling inferior
 FORMCHECKBOX 
 Finances
 FORMCHECKBOX 
 Forgiveness
 FORMCHECKBOX 
 Friends
 FORMCHECKBOX 
 Grief
 FORMCHECKBOX 
 Guilt
 FORMCHECKBOX 
 Headaches
 FORMCHECKBOX 
 Infertility
 FORMCHECKBOX 
 Loneliness
 FORMCHECKBOX 
 Making decisions
 FORMCHECKBOX 
 Marriage
 FORMCHECKBOX 
 Memory
 FORMCHECKBOX 
 Nervousness
 FORMCHECKBOX 
 Relationships
 FORMCHECKBOX 
 Relaxation
 FORMCHECKBOX 
 Resentment
 FORMCHECKBOX 
 Self-control
 FORMCHECKBOX 
 Separation
 FORMCHECKBOX 
 Sexual problems
 FORMCHECKBOX 
 Shame
 FORMCHECKBOX 
 Shyness
 FORMCHECKBOX 
 Singleness
 FORMCHECKBOX 
 Spiritual
 FORMCHECKBOX 
 Stress
 FORMCHECKBOX 
 Suicidal thoughts
 FORMCHECKBOX 
 Sleep/Insomnia
 FORMCHECKBOX 
 Unhappiness
 FORMCHECKBOX 
 Work
Others      
Please save this form and submit it at - https://www.careportcounseling.org/counseling/request/.  
 Care Port Counseling
  Lynn Paulsen, LPC
  
lynn@careportcounseling.org

