Cassie V. Comeau, Ph.D.
[bookmark: _GoBack]114 Village Place, Suite 203
Dillon, Colorado 80435

Full Name__________________________________________________________  Date_________________________

Date of Birth___________________________  Age________________

Physical Address _________________________________________________________ PO Box___________________________

Telephone: Home______________________ Is it okay to leave a detailed message at this number? ___Y ____N

                     Cell: _______________________ is it okay to leave a detailed message at this number? ___ Y ____ N

E-mail address: __________________________________________________ May I contact you regarding appointments? Yes ____No ____ (Please remember e-mail is not a secure communication medium.) 

Mail: Is it okay to send a letter to your current address? _____Y _____N

Please tell me a little about you:
1) Gender __________________________________________________________________________________

2) Ethnicity/Cultural Identity________________________________________________________________

3) Spiritual Beleifs___________________________________________________________________________

4) Disability (if any) _________________________________________________________________________

5) Sexual Orientation _______________________________________________________________________

6) Relationship Status ______________________________________________________________________

7) Occupation ______________________________________________________________________________

Concerns:

1) What is the main concern or issue that prompted you to come to counseling? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2) Have you ever been to another counselor before? Yes ____   No _____

If Yes, where _________________________who ________________________ for how long ____________________________

and for what purpose _________________________________________________________________________________________

Was your experience:  Very Helpful ____     Somewhat helpful  _____     Not Helpful _____ 

3) At times people have reluctance or hesitation in seeking professional help. Please indicate how much hesitation you might feel:  None ____   Very Little _____   Some ______    Quite a bit  ______    A lot ______ 

4) Are you currently having any suicidal ideation or thoughts?    never       sometimes    often     always



4) Please list any current prescription drugs you take and the purpose: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Please list any recreational drugs you currently use along with the frequency that you take them (for example: Alcohol - 3 drinks/day, Marijuana – 2x/week, or Coffee – 2 cups/day). ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Primary care physician name and phone number (if applicable) 

_____________________________________________________________________________________________

7.  Psychiatrist name and phone number (if applicable) 

_____________________________________________________________________________________________

Please check the issues that concern you most at this time:

	· Body Image
	· Traumatic experience

	· Disordered eating
	Relationship Concerns with:

	· Self Acceptance
	· Friends

	· Self Understanding
	· Family

	· Self Care (hygiene, taking time for self)
	· Partner

	· Depression
	· Issues related to racial or ethnic identity

	· Stress management
	· Academic/work/career decision problems

	· Grief/Loss
	· Substance issues/use/abuse

	· Sexual health issues
	· Addictive behavior (internet/gambling/etc)

	· Understanding your own sexuality
	· Suicidal thoughts, feelings, behavior

	· Anxiety/Panic
	· Self injury

	· OCD
	· Spiritual exploration

	· Understanding my impact on others
	· Financial

	· Improved boundaries
	· Other:



How did you hear about my practice?

___ Internet search (clicked on site from search results)

___ Psychology Today on-line data base

___ Goodtherpay.org on-line data base

___ Referral from Physician (name ________________________________________________ )

___ Referral from another counselor/therapist/psychologist (name _____________________________________ )

___ Friend (name _________________________________________________________ )

___ Other: _______________________________________________________________________________

Anything else you would like me to know? 

________________________________________________________________________________________________________________
