EnSite: Counseling Program
Client Information
Last Name

First

Is this your legal name?
Yes

Middle

Miss
Ms.

If not, what is your legal name? (Former Name)

No

Marital Status
Single
Married
Street Address:

Birth date
Divorced

P.O. Box

Seperated

Widowed

City

Home Phone No.
(

Cell Phone No.

/

)

Yes

No

Yes

Sex:
M

F

Zip Code
May we leave a message?
Yes

May we leave a message? Were you referred?

)

Age

/

State

Social Security No.

(

Mr
Mrs.

No

If yes, who referred you?

No

Occupation
Employer or School name

Employer Phone No.
(

Have you previously been seen at EnSite?
Yes

No

Is this appointment for a DUI?
Yes

)

If yes, When?

If yes, how many?

No

Please list others in your household:

IN CASE OF EMERGENCY
Name of a local friend or relative (not living at same address):

Relationship:

Phone No.:
(

The above information is true to the best of my knowledge:
Signature:

)

EnSite: Counseling Program
Health Status Questionnaire
Name of Client
Height

Age

Gender

Weight

Hw would you describe your overall health? (Please circle one)

Excellent

Good

Fair

Medical Conditions or Complications:
Do you have a history or currently suffer with any of the following conditions or complications?
A. Tuberculosis (TB)
B. Hepatitis
C. Cirrhosis
D. Pancreatitis
E. HIV/AIDS
F. Heart Disease
G. Circulatory Problems
H. Hypertension
I. Diabetes
J. Seizures

Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___

No___
No___
No___
No___
No___
No___
No___
No___
No___
No___

Are you currently experiencing any of the following physical symptoms?
A. Insomnia
B. Tiredness
C. Weight gain or loss
D. Pain
E. Headaches
F. Dizziness or Lightheadedness
G. Numbness or tingling
H. Vomiting
I. Rapid heart beat
J. Dry mouth
K. Excessive sleep
L. Loss of memory
M. Eating problems
N. Constipation
O. Other

Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___
Yes___

No___
No___
No___
No___
No___
No___
No___
No___
No___
No___
No___
No___
No___
No___

Poor

EnSite: Counseling Program
Health
How often have you experienced the following Never
physical, mental, or emotional states in the

Rarely

Occasional Regularly Constantly

past year:
Presence of physical pain (neck/back, arms, legs etc.)
Feelings fo tension, stiffnes, lack of flexibility
Incidence of fatique or low energy
Incidence of headaches
Incidence of allergies, exczema or skin rash
Incidence of accident or near accidents, falling, or
tripping
Stress related pain
Difficulty with sleep (falling asleep, staying asleep)
Experience depression or lack of interest
Difficulty concentrating, indecisiveness, restlessness
Difficulty adjusting to changes in your life

Stress
How much stess does your general state of being
cause you?
How much stress do your family, loved ones,
significant others and friends cause you?
How much stress does your job cause you?
How much stress does unemployment or inability
to work cause you
How much stress do legal issues cause you?
How often do you experience relaxation, ease and
feelings of well-being?

Have you been hospitalized during the past year?
If you answered "yes" then please explain:

1
1
1
1
1
1

2
2
2
2
2
2

3
3
3
3
3
3

4
4
4
4
4
4

5
5
5
5
5
5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

None
1

Little
2

Some
3

A Lot
4

Extreme
5

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

5
5
5
5
5
5
5

Yes____

No____

EnSite: Counseling Program
Do you see a doctor or other primary health care professional?
If so, what is the name of that person(s)
Are you prescribed any medication(s)
If you answered yes, please fill in the following:
Medication:

Daily Doseage:

Taken For:

Prescribed By:

How long have you been taking this medication?
Have you ever abused this medication?

Taken For:

Prescribed By:

How long have you been taking this medication?
Have you ever abused this medication?

Taken For:

Prescribed By:

How long have you been taking this medication?
Have you ever abused this medication?
Do you currently, or have you in the past been under the care of a psychiatrist?
If you answered "yes" then please explain:

Do you currently, or in the past, see a substance abuse of mental health counselor or therapist?
If you answered "yes" then please explain:

EnSite: Counseling Program
Life History Questionnaire
(All files are held in strict confidence)
Referred By:

Date:

First Name:

MI:

Highest Grade Level Achieved:

Court Case:
Last Name:

Maiden:

Currently Employed:

Other Info:

Elementary Middle High College
Please read the following questions and mark those to which you would respond "yes."
Have you previously been involved in counseling?
Do you currently use alcohol or other non-prescription drugs?
Is there a history of mental health problems in your family?
Have you ever been physically abused?
Have you ever been emotionally abused?
Are your concerns interfering with your academic performance?
Have you ever attempted suicide?
Have you ever been hospitalized for mental health reasons?
Is there a history of alcohol or drug problems in your family?
Have you ever been in legal trouble?
Have you ever been sexually abused or assaulted?
Are you currently taking any prescription medication?
Are your concerns interfering with your ability to stay in school?
Please describe the concerns that you would like to discuss:

How long has this problem persisted?

Under what condition do your problems get worse? Better?

If in a relationship/married/cohabitating, please describe the relationship.

Life History Questionnaire
Continued, Page 2
Please use the following scale to answer the next three questions:

1
Not at all

2
Mildly

3
Moderately

1. How serious do you consider your present concern(s)?
2. How motivated are you to resolve your concern(s)?
3. How optimistic are you that your concern(s) can be resolved?

Family History

Mother's Age:

If deceased, how old were you when she died?

Father's Age:

If deceased, how old were you when he died?

If your parents are seperated, how old were you then?
Number of brother(s):

Age(s):

Number of sister(s):
Age(s):
If you were adopted or raised with parents other than your natural parents please explain:

Briefly describe your mother's personality:

Briefly describe your father's personality:

Briefly describe your stepparent(s) personality:

Briefly describe your past and current relationship with your:
Mother:

Father:

Stepmother:

Stepfather:

Jewish

None, but I believe in God

Catholic
Atheist or agnostic
Christian:
Other:
Is there a history of abuse or are you currently at risk for abuse?
Religious Affiliation:

4
Highly

EnSite: Counseling Program
Life History Questionnaire
Continued, Page 3
Please mark all of the following that apply
Thoughts

Feelings
Helpless
Depressed
Shameful
Angry
Guilty
Hopeless
Lonely
Sad
Stressed
Unhappy
Other

Anxious
Out of Control
Afraid
Numb
Relaxed
Happy
Excited
Hopeful
Inferiority Feeling
Mood Shifts

confused
Unintelligent
Worthless
Unmotivated
Unattractive
Unlovable
Confident
Worthwhile
Homicidal
Other

Racing
Obsesive
Distracted
Disorganized
Paranoid
Suicidal
Sensitive
Honest

Symptoms/Behaviors
Eating Less
Procrastinating
Attempting Suicide
Poor Concentration
Crying
Withdrawing Socially
Skipping Classes
Binge Drinking
Injuring Self
Compulsivity
Career/Major Choice

Physical Symptoms
Insomnia
Tired
Weight Gain or Loss
Pain
Headaches
Tightness in Chest
Dizziness or Light-headedness
Numbness or Tingling
Vomiting
Rapid Heart Beat
Dry Mouth
Excessive Sleep
Loss Of Memory
Eating Problems
Other:

Acting Out Sexually
Socializing
Acting Aggressively
Marital Relationships
Disorganization
Parent/Child Conflicts
Impulsivity
Lack of Ambition/Goals
Recklessness
Poor Peer Relationships
Ittitability
Night Mares
Passivity
Worries About Body Image
Drug Use
Spiritual Problems
Alcohol Use
Dating Concerns
Being Good to Yourself
Finances
Sexual Problems
Other
Please describe any family history of substance abuse
or mental illness:

Please describe your current and past use of alcohol
and/or drugs:

EnSite: Counseling Program
CLIENT RIGHTS AND RESPONSIBILITIES STATEMENT
It is the policy of this center to provide services to individuals in an effective and efficient manner.
Services will be directed toward the individual’s health and habilitation and will be provided in the
least restrictive setting possible.
An individual receiving services has the following rights:
1. To receive a Notice of Privacy Practices.
2. To not be unlawfully discriminated against in determining eligibility for services.
3. To be treated with consideration and respect for human dignity.
4. To receive quality treatment regardless or race, gender, religion, ethnic background, disability,
age, or ability to pay.
5. To give informed consent to treatment and be involved in planning your treatment.
6. To receive individualized treatment, be informed about your treatment process, and review your
treatment plan.
7. To obtain one free copy of your records upon written request except as limited by law.
8. To refuse treatment to the extent permitted by law and to be informed about the possible
consequences of your actions.
9. To be involved in your discharge and aftercare planning.
10. To be provided confidentiality and protection from any unauthorized disclosure regarding your
treatment.
11. To examine and receive and explanation of fees for services.
12. To submit grievances, opinions, and recommendations about the program or the services
received through the internal grievance procedure of this center, the Center Ombudsman, if any,
or the Cabinet for Health Services Ombudsman.
As an individual receiving service you have the following responsibilities:
1. To arrive on time, attend, and participate in all treatment sessions.
2. To cancel any sessions you are unable to attend.
3. To make up any session you missed.
4. To be alcohol and drug free for all sessions you attend with the understanding that if you arrive
under the influence of alcohol and/or drugs appropriate steps will be taken by the center staff to
ensure your safety and the safety of others.
5. To refrain from wearing any clothing with drugs or alcohol advertisements.
6. To actively work on your treatment plan goals.
7. To pay for all services with the understanding that if you fail to pay for services received your
completed paperwork will not be forwarded to the appropriate agencies and non-payment may
result in a report of non-compliance with the court.
8. To protect the confidentiality of all participants in the program.
9. To follow through with all your treatment recommendations.
Client Signature:

Date:

Clinician Signature:

Date:

EnSite: Counseling Program
Education/Treatment Agreement
Client Name:
Client ID/SS Number:
Agency Name: EnSite, LLC
You have selected the above agency/center to provide services at the level of care identified by your
assessment. The following provides you with a schedule of times and fees for that service.
Substance Abuse Assesssment and Psychosocial
Fee for this service: $85.00
Group Outpatient Substance Abuse Treatment
Fee for this service: $20 weekly
Individual Outpatient Substance Abuse Treatment
Fee for this service: $50.00
DUI Assessment
Fee for this service: $50.00
DUI 20-hour PRI Program
Fee for this service: $215 (Includes book)
Anger Management/Domestic Violence Assessment
Fee for this service: $50.00
Group Anger Management/Domestic Violence
Fee for this service: $20 weekly
Individual Anger management/Domestic Violence
Fee for this service: $40
Marijuana Education Class
Fee for this service: $70.00
I fully understand the schedule of services and fees required for my participation in the identified program.
I agree to pay all fees in full and maintain regular attendance until the completeion of my program.
I understand that failure to complete the program or pay the fees assigned will result in a report of
non-compliance being sent to the court by this center and may result in a bench warrant being issued
by the court.
Signature of Client:

Date:

Signature of Clinician:

Date:

EnSite: Counseling Program
Name of Client:

Date:

Client ID No.:
Freedom of Choice Form: My signature on this form indicates that I understand that I have the right to
choose the service provider of my choice whether or not I have been assessed at EnSite, LLC. I further
understand that I have the right to contact other providers prior to selection of my provider so that I may
determine the best provider to service my needs. I also understand that I may at any time choose another
provider for this service by notifying my current provider.

Confidentiality Agreement: My signature on this form indicates that I am fully aware that I am prohibited
from discussion of treatment and personal issues of others that I may accompany in treatment groups or
education classes at this facility. My signature on this form also indicates that I will not use any type of
recording device to record individuals in the group or education settings. Further, I will not disclose the
names or positions of individuals I see at the facility who may or may not accompany me in group or
education class. My signature is indication that failure to abide by this agreement shall be grounds to be
found "non-compliant" in treatment or education and will be reported to the apporpriate authorities.

Random Screen Consent: The undersigned consents that EnSite, LLC has the right to ask for and
conduct random drug/alcohol screenings at my expense.
a. As part of my treatment plan.
b. If I am suspected of being under the influence of any mind or mood altering substances
while at the center.
I understand that I may revoke this consent at any time, howeve, if I do revoke my consent, EnSite, has
the right to suspend services to me. I further understand that any revocation of this consent must be in
writing.

Acceptance of Assessment: I confirm that I have participated in and received the results of my DV or AM
assessment and I have been identified as needing the following level of care:
20- Hour Education
Intensive Outpatient Treatment
Detoxification

Outpatient Treatment
Residential/Inpatient Treatment

I acknowledge I have been given and HIV/AIDS awareness pamplet
Signature:

Date:

Witness:

Date:

DVI-SF
Instructions:
You are completeing this inventory to give the
staff information that will help them understand
your situation and needs.
The statements are numbered and each one
should be answered. Do not skip any!
Do not give false information. Your records may
be used to check the information you provide.
Alcohol or drinking refers to beer, wine, or other
liquors. Drugs refer to marijuana (pot), cocaine
(Coke), amphetamines, barbituates, ice, crack
and heroin.
First, fill in the information at the top of your
answer sheet. Then starting with statement one
answer every item.
Section 1
The following statements must be answered
True or False. If a statement is True, put an
X under T for True on your answer sheet.
If a statement is False, put an X under F for
False. All statements must be answered.

10. I have an explosive or violent temper.
11. I have done things when angry that I later
regretted.
12. When annoyed or frustrated I tend to "fly
off the handle" and lash out at people.
13. In the last year drinking has been a problem
for me.
14. Two or more of the following apply to me
(answer true or false on your answer sheet):
a. Insistent or demanding
b. Threatening or intimidating
c. Dominating or commanding
d. Swearing or verbally abusive
e. Controlling or manipulate
15. My use of drugs has caused family or
social problems for me
16. Sometimes I just cannot control my temper
17. There are time when someone in my family
frustrates or irritates me.
18. I have asked for help for my drinking problem

1. There are times when I get real discouraged.
2. Sometimes I get so angry I cannot control
myself.

19. I have a forceful personality and usually
dominate or control others.
20. I have a drug-related problem.

3. I have been told I have a drinking problem.
21. When I get angry, I can be dangerous.
4. When I get angry or upset I often yell or
break things.

22. I regret some things I have said or done.

5. I have used drugs excessively or more than I
should

23. To get what I want I often shout, get angry
or am demanding.

6. There are times when I am really down,
depressed, or discouraged.

24. I am concerned about my drinking.

7. My drinking is more than just a little or
minor problem.
8. People close to me have told me I am
arrogant, contolling, and demanding.
9. There are time when I feel guilty about using
drugs

25. Two or more of the following apply to me:
(answer true or false on your answer sheet):
a. Threatening
b. Explosive
c. Dangerous
d. Violent
e. Hostile
Continued on next page

26. When upset or mad I often shout, swear
or put other people down.

43. I have felt embarrassed or uneasy about
some things I have done.

27. There have been times when I have strongly
disliked someone.

44. I am concerned about my drug use.

28. I need help to overcome my drinking problem.
29. Two or more of the following apply to me
(answer true or false on your answer sheet):
a. Assertive or aggressing
b. Influential or powerful
c. Posssessive or domineering
d. Mastery or ownership
e. Dominate or dictate

45. There are times when I am discouraged
and unhappy.
46. I have a drinking problem.
47. People that know me understand that when
I am angry I push, shove, and hit.
48. At times I get angry and upset at myself.

30. Within the last year, I have used drugs to
relax or feel good.
31. I am often irritable, moody or demanding.
32. There are times when I really worry about
myself and my happiness.
33. Within the last year, my family has shown
concern about my drinking.
34. In many relationships one person dominates
and the other person submits to their control.
I usually dominate and control.
35. My use of drugs has threatened my
happiness and success in life.
36. I get into a lot of arguments and fights.
37. There are times at home when I get really
frustrated or angry.
38. When I am really upset, I get in the other
person's face and say things to hurt them.
39. There have been times when I have been
very concerned about other's disapproval of me.
40. I have gone to someone for help with my
drug problem.

Section 2
Rate yourself by selecting the number that
describes you best. Use one of the following
for your answer.
1. Rare or Never
3. Often
2.Sometimes
4. Very often or always
Put an X on your answer sheet under the
number (1, 2, 3, or 4) that applies to you.
49. Positive attitude/outlook
50. Dissatisfied with life
51. Depressed/discouraged
52. Satisfied with self/like self
53. Angry/hostile with others
54. Financially stable/responsible
55. Lonely/unhappy
56. Enthusiastic/involved in life
57. Controlling/dominating
58. Cope effectively with stress
59. Nervous/unable to relax
60. Share my thoughts comfortably
61. Feel inadequate/inferior
62. Directly deal with problems
63. Tension/stress
64. Patient/tolerant/understanding
65. Difficulty with others/friction
66. Rage/blow-up/explode
67. Emotionally upset/crying
68. Satisfied/contented with life

41. After losing control, I say I will never do it
again, but always do.
42. I use and sometimes abuse drugs.

Continued on next page

Section 3
Answer the following statements to describe
yourself. Put an X on your answer sheet under
the number (1, 2, 3, or 4) that applies to you.
69. How would you describe your temper?
1. A serious problem
2. A moderate problem
3. A slight or minor problem
4. Not a problem
70. How would you describe your drinking?
1. A serious problem
2. A moderate problem
3. A slight or minor problem
4. Not a problem
71. How would you describe your desire to get
alcohol treatment?
1. I want help
2. I may need help
3. I am not sure
4. No need
72. How would you describe your domestic violence?
1. A serious problem
2. A moderate problem
3. A slight or minor problem
4. Not a problem
73. How would you describe your desire to get
domestic violence counseling?
1. I want help
2. I may need help
3. I am not sure
4. No need
74. How would you describe your use of drugs?
1. A serious problem
2. A moderate problem
3. A slight or minor problem
4. Not a problem
75. How would you describe your desire to get
drug treatment?
1. I want help
2. I may need help
3. I am not sure
4. No need

76. During the last year, I have been:
1. Dangerous to myself (suicidal)
2. Dangerous to other (homicidal)
3. Both 1 & 2 (suicidal
and homicidal)
4. None of the above

Check to be sure you answered all the
statements. Turn in your inventory booklet and
answer sheet to your testing supervisor.
Thanks for your cooperation!

