Valerie Varan, MS, LPC, NCC

5655 South Yosemite Street, Suite 210, Greenwood Village, CO 80111                                                                                   303-547-8327


Initial Assessment SV
General Information

Referred By_________________________________________________

Client Name_________________________________________________  

Date____________________  Age ______  DOB __________

Client Address _____________________________________________________________________

Contact Phone Number _______________home;    ______________cell;  __________________work

Email ________________________ OK to Leave Message?     Y   N              OK to Send Mail?  Y   N

If a minor, please complete the following:

Living with: biological parent(s)___      foster family___      group home___   other____________

Parent/Guardian Contact Name____________________________________________________

Address/Phone if different from above ___________________________________________________

Goals for Therapy

At the end of therapy, how would you know if was successful? What would be different? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever seen a counselor or psychotherapist before?     Yes           No            

Coping/Readiness for Change

What number would you rate your current level of overall distress, from 0 to 10? (0=None to 10=Most)

Describe the type of thoughts that lead you to feel distressed:

Overall, what has helped you cope the most with stress? Supportive relationships? Other?
Rate your readiness to change, from 0 to 10 (0=Not Ready to 10=Very Ready) #________
Health History

Please list any known psychological disorders that you have been diagnosed with:

List any current supplements or medications and the conditions you are taking them for:

List any significant psychological disorders or physical disease/illness in your family:

Describe the type and frequency of exercise that is typical for you:
Circle quality of sleep:  nonrestorative/poor    restorative/good       Total ave hrs of sleep/night:_____
Mental/Emotional/Spiritual Symptoms


     Circle the number that applies:

	I have experienced in the last 6 months:                     Not at all  Slightly  Somewhat  Moderately Very

	1. Low energy level
	1
	2
	3
	4
	5

	2. Shame/guilt
	1
	2
	3
	4
	5

	3. Apathy/sadness/depression
	1
	2
	3
	4
	5

	4. Grief/loss
	1
	2
	3
	4
	5

	5. Fear/anxiety
	1
	2
	3
	4
	5

	6. Desire/craving
	1
	2
	3
	4
	5

	7. Anger
	1
	2
	3
	4
	5

	8. Obsessive/obtrusive thoughts
	1
	2
	3
	4
	5

	9. Phobia
	1
	2
	3
	4
	5

	10. Panic attack
	1
	2
	3
	4
	5

	11. Mood swings
	1
	2
	3
	4
	5

	12. Impulsivity
	1
	2
	3
	4
	5

	13. Irritability/frustration 
	1
	2
	3
	4
	5

	14. Abandonment
	1
	2
	3
	4
	5

	15. Aggression
	1
	2
	3
	4
	5

	16. Learning/developmental disorder
	1
	2
	3
	4
	5

	17. Memory problems
	1
	2
	3
	4
	5

	18. Reduced attention span
	1
	2
	3
	4
	5

	19. Hyperactivity
	1
	2
	3
	4
	5

	20. Elimination problems
	1
	2
	3
	4
	5

	21. Eating issues
	1
	2
	3
	4
	5

	22. Substance abuse problems
	1
	2
	3
	4
	5

	23. Other addictions
	1
	2
	3
	4
	5

	24. Relationship stressors
	1
	2
	3
	4
	5

	25. School/work stressors
	1
	2
	3
	4
	5

	26. Community/cultural/environmental stressors
	1
	2
	3
	4
	5

	27. Physical health worries
	1
	2
	3
	4
	5

	28. Spiritual concerns
	1
	2
	3
	4
	5

	29. Meditation/psychic phenomena
	1
	2
	3
	4
	5

	30. A feeling of being out of touch from reality
	1
	2
	3
	4
	5

	31. Poor sleep
	1
	2
	3
	4
	5

	32. Nightmares
	1
	2
	3
	4
	5

	33. Sexual issues
	1
	2
	3
	4
	5

	34. Gender identity confusion
	1
	2
	3
	4
	5

	35. Legal issues
	1
	2
	3
	4
	5

	36. Physical harm from another
	1
	2
	3
	4
	5

	37. Physical harm to self
	1
	2
	3
	4
	5

	38. Suicidal attempts
	1
	2
	3
	4
	5

	39. Suicidal threats
	1
	2
	3
	4
	5
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