
Chris Jones Therapy – Initial Assessment                           

Name: 
 

D.O.B:  Gender: 

  
Address: 
 
 
 
 
 
 

 

Telephone: 
 
Email: 
 
 
Doctor’s Name: 
 

 

Address: 
 
 
 
 
 
 

 

Telephone: 
 

 

  
Mental Health Diagnosis or Medication  
 
 
 
 
 
 

 
Previous Counselling/Therapy 
 
 
 
 
 
 
 
Marital/Relationship Status:  
 
 
 
 
 
 

 
Occupation/Current Work Life:  



 
 
 
 
 
 
 

  
 
 
 
 
 
 
 

  
 
 
 
 
 
 
 
Bullet Points of Presenting Problem/s:  
 
 
 
 
 
 
 
Any Other Comments:  
 
 
 
 

 

Feelings About Self:

Suicide Ideation/Attempts:

Occupation/Current Work Life:


	Text-BfgIoIpUrQ: 
	Text-LX7KmvAUrb: 
	Text-SH5JKI7v9T: 
	Paragraph-ZkouFX9g6n: 
	Text-sSZQOPDzJk: 
	Text-SO2QQ4Cbq0: 
	Text-Iz_-xBepY-: 
	Paragraph-jnEYJ5U2M6: 
	Text-K8OYl3mUjL: 
	Paragraph-xaX4pvOAeI: 
	Paragraph-XEuVeqiRsX: 
	Paragraph-3K0m8maFCG: 
	Paragraph-TtVXR-dig6: 
	Paragraph-lw4VvF0R0D: 
	Paragraph-5YxnA-9Cfe: 
	Paragraph-TRl2ebMd_m: 
	Paragraph-nuvkckVSE5: 


