 (
amber.pilkington@gmail.com
 | 
www.dignitywomenscenter.com
) (
CELL: 210.241.0020 WK: 210.593.4392| FAX: 210.593.0152
) (
San Antonio, 
Tx
 78229
) (
4499 Medical Drive #151 A
) (
Dignity Women’s Center
            Amber N. Pilkington, 
M.Psy
., LPC, CART
)[image: ]
New Client Intake Paperwork
First Name: _______________________	Last Name: _________________________ 	Date of Birth:  __________________
Spouse’s Name: _________________________________
Street Address: _____________________________________ City: __________________ State: ______  Zip: _____________
Email address: ________________________________________________
Your occupation: __________________________________ Highest level of school completed: ______________________
Your spouse’s occupation: __________________________ Highest level of school completed: ______________________
Home Phone #: _____________________________	Can I leave a message? ____ YES  ____ NO
Cell Phone #: _______________________________	Can I leave a message? ____ YES _____ NO
Briefly state what your counseling goals are: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Why have you chosen to start counseling now? ______________________________________________________________________________________________________________________________________________________________________________________________________________________
Please complete the following statement: 
I will know counseling is working/ I am getting better when: ____________________________________________________________
__________________________________________________________________________________________________________.
Please list all significant relationships including engagement, marriage, divorce, widow(er) AND year in which they occurred: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list all of your children, age, AND their other parent: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please discuss any previous counseling history and the reason for termination: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any medical problems: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any medications/vitamins/supplements you are taking: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Prescribing physician’s name: _______________________________ Phone: ________________________ Fax:________________________
Please list any family history of mental illness: ______________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any abuse you have experienced (physical, emotional, sexual, religious): ______________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe any current alcohol or drug use: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any legal issues you are currently involved in: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any financial/spending issues you have: ______________________________________________________________________________________________________________________________________________________________________________________________________________________
On a scale of 1-10, how motivated are you to make change in your life: _______
How many hours a week can you dedicate to counseling homework: _______
Anything else you think I should know: ______________________________________________________________________________________________________________________________________________________________________________________________________________________
How did you find out about us? ________________________________________

RELIGIOUS/SPIRITUAL QUESTIONAIRE:
Religion: ____________________  Church: _____________________________ Were you raised in this faith? ________
Spouses religion: ____________ Does your spouse attend church with you? _________ Was he/she raised in this faith? ______
How would you describe God? ______________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you pray? If so what devotions do you have? ____________________________________________________________________
When do you feel closest to God? _______________________________________________________________________________
Do you feel that God loves you? _________________________________________________________________________________
Please describe any religious/spiritual concerns you have? ______________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you aware that I am a member of the American Association of Christian Counselors and Catholic Therapists and counsel according to their ethics? _____________
Would you like to use prayer in counseling? _____ Would you like to use biblical references and spiritual integration in counseling? ___
Would you like to avoid topics of spirituality and faith in counseling?__________

REPRODUCTIVE QUESTIONAIRE:
· Have you ever experienced an unplanned pregnancy?
· Have you ever experienced a miscarriage?
· Have you ever experienced a pregnancy termination?
· Did you experience any loss or traumatic even during any pregnancy?
· Did you have an adoption plan for any child you have given birth to?
· Have you experienced a stillbirth?
· Have you ever used the pill/IUD or other chemical birth control?
· Have you ever taken emergency contraception? (Plan B)
· How many live births?
· How many pregnancies?
· Have you had any reproductive surgeries (tubal, hysterectomy, fibroids, etc)?
· Do you have any compulsive behaviors in the area of sexuality?
· Do you have a same sex attraction?
· Have you had post partum depression?
· Have you had any traumatic birth experiences?
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