YOUnify Counseling
Eden’s Promise,LLC
Jennifer DeBrito,  Splankna Practitioner
13511 Northgate Estates Dr, Ste 200, Colorado Springs, CO 80921
Ph: 719-377-2311



CLIENT INFORMATION SHEET
Full Name________________________________________________________	Address_________________________________________________________
City____________________  Zip_________________
Phone: Cell/Work:_________________________ Home_______________________ E-Mail_________________________________
Age_____  D.O.B._________________ S.S.#________________________   Religious Preference_____________________________  
Briefly Describe Your Reasons For Coming Today: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you had counseling before?_____  
Why & was it helpful?_________________________________________________________
List any health problems for which you are currently receiving treatment _______________________________________________________________________________________________ medication(s) __________________________________________________

Supplements____________________________
 Lotions/Oils __________________________________________________________

Oral Hygiene: _____________________________________________________________________________________________________

Any medical history of seizures or vertigo? Yes or No  If Yes, Please Explain: ______________________________________________________________________________________________________
______________________________________________________________________________________________________

Marital History:     Never married _____
1st marriage: Date(s)________________  Spouse__________________Children ___________________________________________
							               __________________________________________________
2nd marriage: Date(s)_______________ Spouse__________________ Children ___________________________________________
							               __________________________________________________
3rd marriage: Date(s)_______________  Spouse__________________ Children ___________________________________________
							               __________________________________________________
Have you ever considered suicide?________  Attempted?_______  Who has custody of your minor children?____________________

Circle Any of the following which are currently causing you difficulty:
     Anger			Health			Career choices			Parenting		
     My Past			Dating			Self-concept			Food
     Anxiety		              Sexual Prob.		Marriage			Religion
     Nightmares		              Panic Attacks		Concentration			Finances
     Phobia		              	Grief			Work				Headaches
     Assertiveness		              Suicidal thoughts		Energy				Abuse
     Addiction			Parents			Sleep Trouble			Violence
     Divorce			Hearing Voices		Guilt				Sadness
     Self-Control			Depression		Step-family			In-laws
     Cutting			Obsessiveness		Legal Issues			Hopelessness



Please list your typical daily routine:

Wake Up Time: ___________________________________________________________________________

Meal Times: Breakfast ______________ Lunch ___________________ Dinner ______________ Snacks _______________

Typical Diet: ________________________________________________________________________________________

Food Allergies: ______________________________________________________________________________________

Bed Time: _________________________________________________________________________________________

Regularity Bowel Movement Cycle: _____________________________________________________________________

Menstruation Cycle (Female only): _______________________________________________________________________

Other: ______________________________________________________________________________________________



Circle Your Blood Type :

O+	0-	A+	A-	B+	B-	AB+	AB-


Describe which physical and/or emotion symptoms you would like to eliminate if you were able to fully THRIVE:




Statement Of Confidentiality

The Client-Practitioner relationship offers confidentiality in so far as allowed by the laws of the State of Colorado.  Under certain conditions, the right to confidentiality is necessarily violated.  Those conditions include the potential for suicide or homicide on the part of the client.  Likewise, when there is reason to suspect that physical or sexual abuse has occurred to a child, the practitioner is required by law to report the situation to the Department of Human Services, division of Child Protective Services.

Thank you for completing this questionnaire.

_______________________________________________________	 __________________________
Your Signature							  Date
