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Burder‘ Bearers GRANDE PRAIRIE

COUNSELLINGL CENTRE



[image: image2.jpg]



Email to Burden Bearers: mailto:info@burdenbearersgp.com
or print and bring to first appointment

Intake Form (please print clearly)
CHILD’S PERSONAL INFORMATION
Name(s) _________________________________________________ Today’s Date ______________________

Address ____________________________________________ City ____________________________________

Province____________________ Postal Code _____________ Birthdate (dd/mm/yy)___________________

Home Phone Number __________________________ (Work Phone) ________________________________

(Cell Phone) ________________________ E-mail __________________________________________________
(Occupation) ______________________________________________    
PARENT OR GUARDIAN INFORMATION (Please Print) If different than above.
Name(s) _________________________________________________ Today’s Date _______________________

Address (if different) __________________________________________ City __________________________
Province _________ Postal Code ________________ Home Phone Number _________________________ Work Phone __________________Cell Phone ___________________E-mail __________________________
Occupation ______________________________________________
REFERRAL INFORMATION

​​​​​​​​​​​​​​​​​​​​

How did you hear about this office?

    Yellow Pages
 Church
 Friend        Internet       Doctor        Brochure      EAP

Other (please describe) ______________________________________________________________________

PREVIOUS COUNSELLING

Has he/she received counselling before?


If “YES”, please list as follows:

	COUNSELLOR
	ORGANIZATION
	CITY
	WHEN

	
	
	
	

	
	
	
	

	
	
	
	


Questionnaire of Concerns:

· Medical Issues and list of medications:________________________________________________
          ______________________________________________________________________________________

· Depression:__________________________________________________________________________

· Anxiety (If yes, when did it start):______________________________________________________

· Stresses:_____________________________________________________________________________

· Sleep problems:_______________________________________________________________________

· Memory/Concentration concerns (Explain):___________________________________________

· Eating concerns (If yes, what kind):____________________________________________________

· Addictions: (If yes, what kind) ie. Substance, Gambling, etc.____________________________

         _______________________________________________________________________________________

· Thoughts or plans of self-harm:​​​​​​​​​​​​​​_______________________________________________________

· Abuse (Sexual, emotional, physical): 

         PAST ________________________________________________________________________________

         PRESENT____________________________________________________________________________

· Sexual/Identity concerns:​​​​​​​​​​​​​​​​_____________________________________________________________

· Losses (If yes, what are they):_________________________________________________________

· Family environment (supportive or problematic?):______________________________________

· Parental Issues:_______________________________________________________________________

· Work situation (supportive or problematic?):___________________________________________

What do you hope to accomplish in counselling?
____________________________________________________________________________________________________________________________________________________________________________

          ______________________________________________________________________________________

          ______________________________________________________________________________________







