[nitial Counseling Questionnaire

Name: Date:

Rate the following questions as follows:

Always True: 4  More often than not true: 3 Rarely True: 2 Not True: 1

Take your time to answer and be as truthful and honest as you can. No one is Judging!!!

1. Ifrequently awaken during the night or have a hard time falling asleep. For office use only:

2. Tsleep less than eight hours a night.

3. Tam not rested when I wake up in the morning.

4. Tam awake and refreshed only after one or more cups of coffee or other caffeine.

5. Tam tired most or all of the time.

6. I have low stamina.

7. 1 get infections frequently.

8. I heal slowly from infections.

9. T often have bloating, gas or indigestion.

10. T often experience constipation or diarrhea.

11. T frequently suffer from allergies, nasal congestion, chest congestion or skin rashes.

12. T get headaches often.

13. Thave back, shoulder, or other muscle tension problems.

14. Thave pain in my back, knees, hips, shoulders, or any other joint or joints.

15. Exercise makes me feel worse.

16. IfI do exercise, I feel worse.

17. Thave little time for exercise, relaxation ,or any real time for myself.

18. Thave problems with my blood pressure.

19. Teasily become short of breath or feel chest tightness or pressure.

20. My heart races often.

21. Ieasily get angry or irritated and lose my temper or get moody.

22. T often get irritated but keep it inside.

23. When I drink, eat or smoke I feel better.

24. Ttend to worry alot.

25. Toften help others and rarely ask for help from others.

26. T often feel alone or lonely.
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[nitial Counseling Questionnaire

Name:

Date:

27.

I get depressed.

For office use only:

28.

I get anxious or often become highly emotional.

29.

I am often tense and have a hard time relaxing.

30.

My mind often races and I have difficulty being still.

31.

I have difficulty becoming sexually aroused or maintaining arousal.

32.

I cry at the drop of a hat.

. I'have difficulty making decisions.

34.

I have difficulty concentrating or remembering things.

35.

I feel worse during the holidays or other family occasions.

[ am seeking Counseling for the following reasons:

I have seen a counselor before? [___| Yes QNO

Any other medical concerns:

If yes, was it within the last 5 years? D

If yes, was it over 5 years ago? |:|

Medications you are currently taking:
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