
Counseling Assessment Form
Assessor Information

Name: _______________________________________________

Title: _________________________________________________

Date: ________________________________________________

Location: ______________________________________________

Applicant Information

Full Name: _____________________________________________

Date of Birth: ___________________________________________

Gender: _______________________________________________

Address: ______________________________________________

Phone Number: _________________________________________

Emergency Contact Name and Relationship: __________________

______________________________________________________

______________________________________________________

Emergency Contact Phone: ________________________________

Presenting Issue

Describe the current concern or reason for seeking counseling (include duration, frequency, 
and intensity of the issue):

Symptoms

Describe any psychological, emotional, or physical symptoms:



Medical History

List any known medical conditions or issues:

Medications

List any current medications, including dosage and frequency:

Mental Health History

Detail any past mental health treatment, diagnoses, or hospitalizations:

Family Mental Health History

Describe any known mental health issues in the immediate family:

Life Stressors

Detail any recent or current major life changes or stressors:



Substance Use

Detail any use of alcohol, drugs, or other substances:

Risk Assessment

Evaluate for any risk of harm to self or others:

Strengths and Resources

Describe the client's strengths and available resources (e.g., social support, coping skills, 
resilience factors):

Treatment Goals

Detail the client's therapeutic goals:



Assessor Notes

Include any other observations or comments relevant to the assessment:

Signature

Assessor's Signature: _____________________________________

Date: _____________________________________

Always remember to follow the ethical guidelines of your profession when conducting an 
assessment, including obtaining informed consent and maintaining confidentiality.


	undefined: John is seeking counseling due to persistent feelings of anxiety and depression over the past six months. He reports difficulty sleeping, low mood, and constant worry.
	undefined_2: Psychological symptoms include persistent worry, feelings of sadness, and difficulty focusing. Physical symptoms include fatigue and restlessness.
	undefined_3: No known medical conditions.
	undefined_4: John is not currently taking any medications.
	undefined_5: No previous mental health treatment or diagnoses. No history of hospitalizations.
	undefined_6: No known mental health issues in the immediate family.
	undefined_7: Recent layoff from work. Ongoing uncertainty about career prospects.
	undefined_8: Occasional social drinking. No reported use of drugs or other substances.
	undefined_9: No current thoughts or plans of self-harm or harm to others. John reports feelings of hopelessness but denies suicidal ideation.
	undefined_10: John has a supportive family and a close network of friends. He demonstrates good problem-solving abilities and a desire to overcome his current issues.
	undefined_11: John aims to develop effective strategies for managing his anxiety and depressive symptoms and improve his overall mental well-being.
	undefined_12: John appears motivated to engage in therapy and shows a willingness to work on his identified issues.
	Date 1: 29 June 2023
	Text2: 
	0: 
	0: Irene Michael
	1: John Doe

	1: 
	0: Licensed Professional Counselor
	1: 15 June 1987

	2: 
	0: 29 June 2023
	1: 
	0: Male
	1:  (123) 456-7890


	3: 
	0: Wellness Counseling Center
	1: 
	0: 123 Maple Street, New York, NY
	1: 
	0: 
	0: Jane Doe (Sister)
	1: 

	1: 
	0: 
	1:  (123) 987-6543





	Text3:  Irene Michael


