Alternatives

INITIAL CLIENT ASSESSMENT
Name: 



                          Age:​ 
     Case #:  

     Date: 


Living situation:

                                                   SO’s name: 





Counseling history: 












Presenting problem: 











Duration/Frequency/Course: 











Severity (1-10): 












Precipitating factors: 












Goal of client:









                          
Current efforts: 












Education: 













Work history: 













Marital history: 












Children: 












Medical status: 












Medications: 













Functional limitations:









             
Substance use history: 










Coping outlets (weekly): 










“Bad habits”: 












Other stressors: 











Family history: 











Support network: 











Spiritual status: 











Diagnostic impression:











Plan: 













Referral: 













Handouts/recommended reading:









Notes: 
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