Living Hope Christian Counseling General History/Data Form
A Ministry of Crossroads Baptist Church


NAME   ______________________________  PREFERRED NAME   _____________________
ADDRESS   ___________________________________________________________________
PHONE   ______________________________  ALT PHONE   __________________________
EMAIL   __________________________________________
GENDER   _______________           DOB   ____________________         AGE   _____________
MARITAL STATUS   __________________________________________
OCCUPATION   __________________________________
EMERGENCY CONTACT   _____________________________   PHONE   ________________
RELATIONSHIP TO COUNSELEE   ____________________________
PRIMARY CARE MD   ________________________________
DO YOU HAVE ANY HISTORY OF MENTAL HEALTH ISSUES?    ______________________
	IF SO, DESCRIBE   _______________________________________________________
MEDICATIONS   ________________________________________________________________
CHURCH MEMBERSHIP/AFFILIATION     __________________________________________



INTAKE FORMS REVIEWED AND SIGNED   ___________________________        ______________
                                                                                               LLHC COUNSELOR		         DATE
			      
