
Daniel Rincones, MA, LPC, SATP 
 

2030 E. College Way 

Olathe, KS 66062 

913-732-3404 

 

Client Information 

 

BASIC INFORMATION  

Name  _____________________________________ Date of Birth ____________ 

 

Address ________________________________________________________________ 
    Street     City  State  Zip  

 

Employer  ______________________________________________________________ 

 

 

Please provide contact phone number(s) and indicate your preferred number. 

 

_____________________Leave a message? ___yes ___no         preferred? ___yes ___no  
Home Phone 

 

_____________________Leave a message? ___yes ___no         preferred? ___yes ___no  
Cell Phone 

 

_____________________Leave a message? ___yes ___no         preferred? ___yes ___no  
Work Phone 

 

_______________________ OK to E-mail? ___yes ___no     OK to Text? ___yes ___no 
E-mail Address 

 

Referred by _____________________________ 

 

Do I have your permission to thank the person who referred you?                 ___yes ___no 

 

 

RELIGIOUS AND SPIRITIUAL  

 

Do you consider yourself spiritual? ___yes ___no   Religious? ___yes ___no 

 

Comment? ______________________________________________________________ 

 

Do you currently express this spirituality through religious practice? ___yes ___no 

 

Comment? ______________________________________________________________ 

 

Would you like spirituality included in your counseling? ___yes ___no 

 



BACKGROUND AND PRESENTING PROBLEM 

 

Occupation (s) ___________________________________________________________ 

 

Marital Status ___________  If married, how long? ____________ 

 

If you have been married before, please provide dates for marriage(s), separation(s) and 

divorce(s): 

 

 

Please describe the problem or situation which led you to seek services at this time: 

 

How long has this been a problem? __________ 

 

Have you experienced this type of problem before? _________ If so, when? _______ 

 

Have you had counseling before? ___________ If so, when and why? 

Was it helpful? ________ If not, why not? __________________________________ 

 

Have you ever had medication prescribed for psychiatric or emotional difficulties? _____ 

 

If so, please list __________________________________________________________ 

 

Have any other biological relatives had problems similar to yours, or had any psychiatric 

or emotional difficulties? ___yes ___no 

 

If so, which relatives and what kind of problems? 

 

 

 



Presenting problems: (check all that apply – if attending couples counseling please put 

your initials next to the problems that apply) 

Explain 

 

 

 

 

 

 

 

 

What are your goals for treatment? 

 

 

 

 

 

 

 

 

Is there anything else you feel is important for your counselor to know? 

 

 

 

 

 

 

 

 
Updated 1/18/2017 

o Very unhappy 
o Irritable  
o Temper outbursts 
o Withdrawn  
o Daydreaming  
o Fearful 
o Worry 
o Overactive  
o Slow  
o Short attention span  
o Distractible  
o Lacks initiative 
o Undependable  
o Social problems 
o Crying spells  
o Hair Pulling 

  

o Impulsive  
o Stubborn 
o Panic attacks 
o Lying 
o Mean to others 
o Destructive  
o Trouble with the law 
o Health problems 
o Self-mutilating  
o Stressed out 
o Relationship problems 
o Shy 
o Strange behavior  
o Strange thoughts 
o Physical abuse 
o Sexual abuse 

o Parenting problems 
o Stealing  
o Repetitive/ritualistic 

behaviors  
o Grief 
o Employment problems 
o Financial stress 
o Legal problems 
o Violence  
o Eating problems 
o Sleeping problems 
o Sexual problems 
o Drug use  
o Alcohol use 
o Suicidal thoughts 
o Homicidal thoughts 



 

 


