Our Daily Bread, Missions Organization


Pastoral Counseling Services ( Box 3500 PMB 146 ( Sisters, OR 97759


541-383-4840


ourdailybreadmissions.org





Name:________________________________________





Address:______________________________________





City & State:__________________________________  Zip Code:_____________________





Home phone number:___________________     Work phone number:__________________





Date of birth:__________ Who referred you for Counseling?__________________________





E-Mail Address: _________________________@__________________________________





Please initial here if I may contact the person who referred you.








What brings you to counseling?











How long have you considered counseling?





What finally helped you decide to come?











Has life been satisfying to you?  _____ Yes  _____ No





(Please explain):














Who or what have you lost of major significance in the past five years?











Please list your goals for counseling:

















Are issues related to God, faith or spirituality important to consider in your counseling? 


 _____yes  _____ No  (please explain on the back of this page)








�
Describe your current occupation (job, volunteer work, school, etc.):








Is your occupation satisfying to you?  ______ Yes  ____ No (Please explain)











Are you satisfied with your current social life?  _____ Yes  _____ No (Please explain)








Have you had counseling or psychiatric care in the past?  _____ Yes  _____ No  (If yes, please list the names of those with whom you were in treatment, the dates and length of treatment)











Type of treatment:








Are you currently being treated for any medical conditions?  _____ Yes  _____ No. If yes, (please describe and give the names of your physicians)











Please list the type and dose of all medically prescribed medication you are currently taking:








Please check which of the following substances you use or have used, and, after each you have checked, describe your pattern of use (or prior use) (number of times a day/week/month and amount)  Please note approximate date if describing past use:





_____  Alcohol





______Tobacco





______ Caffeine





______ Non-medically prescribed drugs (marijuana, cocaine, amphetamines, etc.)





______ Pain pills





______ Tranquilizers





______ Herbal remedies (list type)





______ Others (please describe)



































RELATIONSHIP INFORMATION:





(Please check the one that applies to you):





_____ Single  _____ Engaged  _____ Long-term committed relationship


_____ Married  _____ Separated  _____ Divorced _____ Widowed





How long have you been in this relationship status?








If in a relationship, what is your partner's first name?








Please list the first names and ages of any children currently living in your home:














Children living away from home:











Names and ages of other persons currently living in your home:














Please list any other relationships of significance in your life and the length of the relationship(s):











FAMILY OF ORIGIN:





Describe your relationship with your mother (if she is deceased, please tell how she died and how old you were when she died):

















Describe your relationship with your father (if he is deceased, please tell how he died and how old you were when he died):








�



Please list first names of your brothers and/or sisters.  After each name, briefly describe your relationship with this sibling (if he or she is deceased, please tell how he/she died and how old you were when he/she died):








What is your birth order?  





_____ Only child  _____ Oldest Child  _____ Middle child  ______Youngest child





How many years between you and your next oldest sibling?________   





How many years between you and your next youngest sibling?________








IMPORTANT FAMILY HISTORY:





Many factors have a strong effect on family life.  Please check which of the following events occurred in your family.  After each you have checked, please briefly describe who was involved in the event(s) or pattern of events.





_____  Physical Abuse





_____  Sexual abuse





_____  Verbal Abuse





_____  Emotional abuse





_____  Neglect or abandonment





_____  Suicide





_____  Homicide





_____  Drug or alcohol abuse





_____  Domestic violence





Please list other events you believe had an important effect on your family or you:
























































COUNSELING INFORMATION & CONSENT





Welcome to Pastoral Counseling Services.  I hope your counseling experience is helpful and meaningful.  As a way of getting our working relationship off to a good start, we would like to introduce ourselves, tell you about our philosophy of how counseling works and provide you with some important facts that will help you make informed choices about your counseling.





We are a group of comprised of pastors and lay ministers of many denominations that have either been trained in pastoral counseling or have had considerable experience in helping others. The difference in pastoral counseling and psychotherapy is that we believe that all problems and hurts according to scripture is a condition of the heart caused by spiritual influences. Our goal is to first deal with the root problem(s) and stabilize the situation or resolve the problems through Christ. The second major objective of pastoral counseling is to help the client understand who they are in Christ, their purpose, gifts, and God’s will for them. In walking with the client it will be important for the client to decide to proceed in the that direction. Many times problems and crisis can be dealt with by going in that direction. The third principle of pastoral counseling is to walk the with the client, exhort, and encourage the client to go forward in their relationship with God. In addition to individual and family counseling sessions, support groups are recommended for continued growth and support. 





We believe all human beings are wondrously made by a loving God.  They have thoughts, feelings, emotions, actions, bodies and spirits that can either help or impair them from meeting life’s challenges.  We believe that God is both merciful and just and has created a universe where people are given a many choices that affect their quality of life on earth as well as their eternal destination.  We also believe that God gave us all the tools that we need to overcome all the problems of life, but often times many do not understand that we have the tools and what they are.  We believe that if you have a healthy relationship with God, which is the main focus, everything else will fall in line.  It is a step by step process and a day by day achievement and we all for the most part need help at one time or another to help us get either on track or get back on track.  We by design need each other in order to get along in life.  We define spiritual health as being right with God and the ability to be honest with oneself and others, to take responsibility for self and the tasks of life, to have a sense of humor and to engage in meaningful, satisfying relationships, work and social activities.  We are also willing to explore with you how your thoughts, emotions, behaviors, physiology and or spirit may be helping or harming your ability to achieve harmony in your relationships and performance in your work/career.  If there are any areas you do not wish to explore, please tell us so adjustment can be made in your treatment plan.  YOU ARE IN CHARGE.  IT IS OKAY TO SAY “NO” TO ANY SUGGESTION AND TO ASK ME “WHY” WE ARE DOING WHAT WE ARE DOING.  We are prepared to explore issues related to God, faith or spirituality from your perspective and we encourage you to share with us, but we suggest for you to be open to learn new things and allow God to work in your life.  





We believe that a counseling relationship is built on trust and is collaborative.  What “collaborative” means to us is that we meet as human beings with different experiences, knowledge and expertise.  You are the expert on your life and have many resources within you that will help you meet your goals.  We bring our own life experiences, training and information about the human experience, spirituality, behavior, and theology that may assist you meet your goals in life.  We will both decide on mutually acceptable goals for therapy and work together to achieve them.  We are both responsible for “the work” of therapy.





We are able to provide counseling services as well as marriage and family therapy, career and academic counseling.  We are able to work with people who can be responsible for their part of the working relationship, take care of themselves between sessions and stay safe from harming themselves or others. We may make recommendations and refer to other professionals (who can  provide more or different method of help) any person we perceive cannot take responsibility for her-/himself (who cannot remain safe between sessions).   We believe your part of the working relationship is to set goals, make decisions about how you will live your life and solve your problems and take actions on your new decisions.  You are also responsible for telling us what is helpful AND what is not helpful.  We am responsible for assessing your needs, applying what we have learned to best address these needs, to encourage you to take the power within you to make your life work and to make recommendations of other resources to help you achieve your goals.





We may not be able to continue a therapeutic relationship in circumstances where one or more of the following conditions exist or occur on a consistent basis.  





A.  If you arrive for a session under the influence of a mind altering substance, I will not conduct a session with you on that day and will charge you for the session.  





B.  I will not be able to help you if you are unwilling to keep yourself from self-harm or consistently act in violent ways toward persons or property.  





C.  We may terminate our relationship if you consistently act in a disruptive, harassing  or abusive manner to us, those around us in our place(s) of business or toward any of our families or friends.  





D.  If you consistently miss scheduled appointments, we will discuss your continued commitment and we may recommend termination or referral to other sources of help.  We charge 50% when a session is missed.





* After you have read this information, please ask me any questions you may have.  Keep asking questions until you are satisfied you understand the answers.  








IMPORTANT INFORMATION ABOUT CONFIDENTIALITY





Many people believe that everything that is said in therapy is always kept confidential by their therapist.  We are committed to keeping what you tell us private and confidential.  However, some laws and careful professional practices may require us to tell others what you have said to me.  Please carefully read and initial each of the following statements about some of the situations in which we cannot promise to protect your confidentiality.  Changes in the laws and other circumstances out of our control may add situations to the list below that may affect your privacy.  Please ask questions about what you read and only  initial or sign when you are satisfied you understand the answers.





______ 	I understand that my therapist is required by law to report suspected or actual incidents of EXTREME abuse or neglect of children, the elderly or others unable to care for themselves.   Note that this therapist does NOT view corporal punishment as child abuse.





_____	I understand that the law permits my therapist to notify law enforcement officials or medical professionals if she believes I am dangerously close to harming myself or others.





_____	My initial here gives my therapist permission to notify the following persons in cases of emergency or if she believes I am dangerously close to hurting myself or others.  I understand that my therapist may choose to tell the following persons in order to get me the best help possible.





    Name				            Address					     Phone





1.   __________________________________________________________________________________





2.   __________________________________________________________________________________   





3.   __________________________________________________________________________________ 





_____	I understand my therapist is concerned about the life and safety of all persons and that he or she may choose to notify any person he or she perceives I am dangerously close to harming (in addition to notifying law enforcement officials) in order to safeguard my safety and the safety of others.





_____	I understand my therapist may be required to turn over my records to an attorney or a judge if I am involved in a legal case such as child custody, civil litigation or criminal proceedings.





FEES AND APPOINTMENTS





______	I understand I am responsible for paying a fee of __________ for each therapy session and that I will pay, by check or cash, at the time of service rather than accumulating a balance.





_____	I understand I will be charged and expected to pay 50% for missed (no show) or late canceled (with less than 24 hours notice) appointments and that my insurance will not pay for missed or late canceled appointments.








THERAPIST CONSULTATION





_____	I understand my therapist may consult with other professionals concerning my case in order to assure high quality service to me.  I understand that they will protect my identity and confidentiality (within the limits listed above) when consulting with other professionals on my behalf.





My signature below means I have read this form, been given opportunity to ask questions and have received answers to my questions that I understand.  My signature also means I am making a voluntary, informed choice to enter a counseling/therapy relationship with us.











Signature ___________________________________ Date:_______________








INFORMATION ABOUT YOUR FEE





Our standard fees are $90 for an Intake and $60.00 per session depending the clients ability to pay and budget.  Our adjusted fee(s) are based upon donations and a sliding fee scale.  We expect payment (in exact cash or personal check) at the time  of service. Our fees are deliberately low in order to help clients obtain as much help as needed on limited budgets. 





FINANCIAL INFORMATION & AGREEMENT





How do you plan to pay for therapy?  ___ Self Pay    ___ Relative or other third party





How much money have you budgeted for therapy?  ______     





What is your family’s gross annual income?





List any financial obligations you believe have a significant impact on your family’s budget and, therefore, will influence how we plan your treatment, etc.:





PLEASE FILL OUT THIS SECTION IF YOU PLAN TO PAY FOR THERAPY YOURSELF





Your name: __________________________________________________





Address:     __________________________________________________





City:______________________     State:________        Zip:___________





Home phone number: ________________    Work Phone number:________________________





Is someone else going to help you pay for therapy? ___ Yes ___No (if yes, please fill in the following):





Name:_______________________________________________________





Address:_____________________________________________________





City:______________________     State:________          Zip:___________





Home phone number:_______________      Work phone number:__________________________





What is this person’s relationship to you?





My signature below means I understand my fee is _____________which I agree to pay in cash or by check at each session.  It also means I have been told how this fee is determined and I have received clear answers to any questions I have asked.  My signature also means I am responsible for paying 50% of the fee for any appointment I schedule but do not show for (i.e., a “no show”) or fail to cancel at least 24 hours before the scheduled appointment (i.e., a “late cancel”)  This applies to ALL clients.  








Signature: __________________________________ Date: _____________ 











�



Authorization for Release of Information





==================================================


Our Daily Bread, Missions: Pastoral Counseling Services


Box 3500 PMB 146, Sisters, OR 97759


==================================================


541-383-4840 Phone


www.ourdailybreadmissions.org


ourdailybreadmissions@yahoo.com








I,_____________________________________, authorize Our Daily Bread, Missions Organization: Pastoral Counseling Services to release their records regarding my treatment, history, information, etc., to:





Name:____________________________________________________


Address:_________________________________________________


Phone:___________________________________________________





Name:____________________________________________________


Address:_________________________________________________


Phone:___________________________________________________





I also give him permission to consult and discuss my treatment with the entity(s) above.


I release Our Daily Bread, Missions Organization: Pastoral Counseling Services from any liability for injuries or damages resulting from the release of the above-mentioned information.





Patient's Signature:________________________  Date:_______________


Parent or Guardian Signature if Patient is a Minor





Patient's Signature:________________________  Date:_______________








CONFIDENTIAL











