Eastern Michigan University & Ypsilanti Community Schools

Estabrook Learning Community COUNSELING CLINIC
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Confidential Student Client Information
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Date ________________________

If you have any problems or questions about this form, I will be pleased to help you. You can also ask your parent/guardian to help you. Answer as completely as you can. Please write neatly. Thank you.

I. Identifying Information:

A. Student Client Name _____________________________________________Age___  
Male___ Female___
Birthdate ___/___/___ 
Birthplace_______________ 
Grade______  
Homeroom Teacher___________​__

B. Address________________________________________________
City_____________________   Zip_______
C. Home Phone _________________ 
Cell Phone___________________ 
Email_________________________

D. Draw a picture of the people you live with; note ages and relationship to you.
______________________________________________________________________________________________

F. Is there anyone missing in your family that might be in another place? (another home, the military, jail, etc.)

     _______________________________________________________________________________________________

     _______________________________________________________________________________________________

G. What problem(s) do you have that brought you to counseling? or Why do you think you were brought to counseling?
____________________________________________________________________________________________________________________________________________________________________________________________
H. Who do you usually talk to when something is bothering you? 

____________________________________________________________________________________________________________________________________________________________________________________________
I.   History of Harming Yourself

1. Have you ever cut or harmed yourself? ___________________________________________________________
2. Have you thought about committing suicide recently? _____ If yes, please describe why and how.

3. ___________________________________________________________________________________________Have you ever attempted suicide?_____ If yes, please describe why, when, and how. ___________________________________________________________________________________________
II. Physical Status:

A. Present state of general physical health: [ ] Good    [ ] Fair    [ ] Poor  

Weight____________Height__________ What would you like to weigh and why? ___________________________

B. Describe your present eating pattern (appetite; how often a day, dieting; effect of emotions on eating): ______________________________________________________________________________________________
C. Describe your present sleep/wake pattern (hours per sleeptime, restful or not; problems getting to sleep or waking “early”, daily energy level): _______________________________________________________________________
______________________________________________________________________________________________

D. Are you sick very often?
______________________________________________________________________________________________

E.   Any physical impairments or disabilities that you want us to be aware of? _________ If yes, please describe.

     _____________________________________________________________________________________________
F.  What medications (prescription & non- prescription) are you taking now and in what amounts?
      _____________________________________________________________________________________________
III. Family Relationships:

A. What does your family like to do together?
    _______________________________________________________________________________________________
B. Who in your family are you closest to?
    _______________________________________________________________________________________________
C. Has anyone in your family ever hurt you? ____ If yes, please describe_______________________________________

     _______________________________________________________________________________________________

D. Language spoken at home?_________________________________________________________________________

E. Cultural/Ethnic considerations? _____________________________________________________________________

IV. Relationship to Self and Others:

A. Draw a picture of yourself

B. What word best describes how you feel most of the time?  

	Happy
	Sad
	Angry
	Nervous
	OK
	Other:_________


C. Any special ongoing relationships / friendships and how long? ____________________________________________________________________________________________________________________________________________________________________________________________

Any concerns/problems?__________________________________________________________________________

______________________________________________________________________________________________

D. Describe any general problems in getting along with others or others getting along with you.

____________________________________________________________________________________________________________________________________________________________________________________________

E. Overall, how do you think others feel and think about you?_______________________________________________

______________________________________________________________________________________________

F. Describe your personality:

      ______________________________________________________________________________________________

G. Do you sometimes get angry enough to break things or hit someone? 

______________________________________________________________________________________________

H. Have you lost someone special or are you worried about losing someone special? ____________________________

Describe to me what happened or is going on._________________________________________________________

______________________________________________________________________________________________

I. Name something you like about yourself. ______________________________________________________________________________________________

J. Name something you don’t like about yourself.
______________________________________________________________________________________________

V. School History:

A. What do you like best about school? _________________________________________________________________
B. What don’t you like about school? __________________________________________________________________
C. How are your grades? ____________________________________________________________________________

D. How is your attendance? __________________________________________________________________________

E. What activities are you involved in at school such as clubs, sports, etc.?

______________________________________________________________________________________________

F. How is your relationship with other students?

______________________________________________________________________________________________

G. Do you get along with your teachers and principal? What would they say about you?
______________________________________________________________________________________________
______________________________________________________________________________________________

H. Do you get any extra help in school? _____  If so, for what?______________________________________________

      _______________________________________________________________________________________________ 

I. Have you had any suspensions or referrals?_______ If yes, how many? ________ If yes, for what reason(s)?  

     _______________________________________________________________________________________________

J. Have you ever been on the honor roll or received any other school awards?________  If yes, for what?

     _______________________________________________________________________________________________

VI. Spiritual/Religious History:

A. Does your family ever go to church/mosque/temple/service? ______________________________________________

B. Do you believe in a superior being/higher power? ______________________________________________________

C. What is your spiritual view of life? __________________________________________________________________

VII. Leisure Time:

A. What do you like to do when you’re by yourself? (Describe how you spend your time outside of school, i.e., recreation, sports, hobbies, entertainment, socializing.)
______________________________________________________________________________________________

______________________________________________________________________________________________
B. What do you like to do when you’re with friends?  ____________________________________________________________________________________________________________________________________________________________________________________________
VIII. What do you hope to accomplish in counseling?

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________​​​​_________________________________

IX. Please include any additional information below you would like me to be aware of as we work together in counseling?

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Signatures below indicate the person(s) that completed this form. All information provided in this form is believed to be correct at the time of completion.

______________________________________________

Student Client





Date

______________________________________________

Parent/Guardian/Other (indicate relationship)
             Date

______________________________________________

Counselor





Date
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