Arctic Owl Counseling, LLC
[bookmark: _GoBack]Rhonda “Roni” Lanier, M.S., LPC, CDC I
4400 Business Park Blvd.
		Building B, Suite #11
Anchorage, AK 99503
(907) 223-4374

Name: ________________________________		   	Date: _________________

Why are you seeking services at this time? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Previous Counseling/Therapy:
Have you received inpatient or outpatient counseling/therapy previously?  	Yes _____  No______
If yes:
Name of Counselor/Provider     ____________________________________
When? ______________________________________ For how long?  ___________________________
For what reason(s)?    ____________________________________________________________
______________________________________________________________________________
[bookmark: OLE_LINK3][bookmark: OLE_LINK4]Name of Counselor/Provider     ____________________________________
When? ______________________________________ For how long?  ___________________________
For what reason(s)?    ____________________________________________________________
______________________________________________________________________________
Name of Counselor/Provider     ____________________________________
When? ______________________________________ For how long?  ___________________________
For what reason(s)?    ____________________________________________________________
______________________________________________________________________________
Family Information:   
Did you or do you have (check and explain as appropriate):
	Adoptive Parents ____   Foster Parents _____   Step Parent(s) ____	   Other caretakers ____
	Explain: ________________________________________________________________
Your Parents (check & explain as appropriate; answer for the most consistent set of parents you had as a child):
	Still Married ____Divorced __(when __________)   Separated ___ (when (_________)
	Widowed ___ (when ____________); who died ___________________________             
            Remarried ___(when __________)   
Siblings (list ages and relationships, i.e., brother, sister, step-brother, half-sister, adoptive or foster , etc.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Did anyone else live in your household when you were a child (e.g., grandparent, aunt, uncle, etc.):  	Yes ___	No ____	If yes:
	Who?	____________________________________
	For how long? _______________________________
	How important were they to you?:____________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________
Relationship Information:
	If in a relationship--  
	How long? ____________________
	Are you satisfied with your current relationship?   Yes _____ 	Somewhat _____   	No ____
	Other related information: 
	Do you have children:    Yes ____	No ____	 How Many: _____________
	If yes:  List their ages and sex:  ______________________________________________
	________________________________________________________________________	
________________________________________________________________________
If you are not living with a partner or spouse; 
Do you live alone? __	With family? __ 	With a friend or friends? __
Medical Information:
Do you have a chronic illness:	Yes ___	No ___		If yes:
	What Illness? __________________________________________________________________
	How is it treated? _______________________________________________________________
______________________________________________________________________________
Are you taking any medications?      Yes ____           No ____	If yes:
	Please name Medication(s) & Dose:___________________________________________
	________________________________________________________________________
	For what problem or illness?  _______________________________________________
Name of physician prescribing medication:___________________________________________
Have you ever had a head injury?  Yes ____            No ____	
If yes please explain: __________________________________________________________________________________________
__________________________________________________________________________________________
Professional/Academic History:
Employer: ____________________________  Do you have Health Coverage? Yes ___No ___
Current Job: __________________________________________________________________
How long have you been at this job?_______________________________________________
How satisfied are you with it? ____________________________________________________
Past job(s): ___________________________________________________________________
How long at each? ______________________________________________________________
Career Aspirations: _____________________________________________________________
Educational Level (grade and/or degree completed): ___________________________________
Other Information:
Religious Beliefs: ___________________________________________________________________________
Activities or hobbies:________________________________________________________________________ 
									 
