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The Being Place—where humans can learn healthier ways of being 
Brenda Henning, M.S., LPC |22310 Grand Corner Drive | Katy, TX 77494 
Phone: 832-212-0358| E-mail: brenda@thebeingplace.net |www.thebeingplace.net 

 
PERSONAL DATA: 

NAME ________________________________________ DATE _________________________________________ 
ADDRESS _______________________________________ 
______________________________________________ 
______________________________________________ 

AGE ____ DOB ____ /____/____    SEX  MALE   FEMALE 
HOME PHONE (____)________ LEAVE MESSAGES? Y/N 
CELL PHONE     (____) ________ LEAVE MESSAGES? Y/N 

EMAIL: ________________________________________ WORK PHONE  (____) ________ LEAVE MESSAGES? Y/N 
NO. YEARS EDUCATION ______ DEGREE ________________ OCCUPATION ____________________________________ 
MARITAL STATUS __________________________________ CURRENTLY LIVING WITH _____________________________ 
SPOUSE/PARTNER’S OCCUPATION _____________________ NO. OF CHILDREN ___________________ AGE __________ 
SPIRITUALITY/RELIGIOUS AFFILIATION ____________________ MILITARY SERVICE ? ___ NO   ___ YES    __ PAST __ CURRENT 
EMERGENCY CONTACT: _____________________________ 
CONTACT ADDRESS:  

PHONE (______) ________________________________ 
 
 

 

 
MAIN CONCERNS:  

PLEASE LIST THE 3 MAJOR CONCERNS YOU WANT HELP WITH IN THERAPY AND RATE THE SEVERITY OF EACH ONE ACCORDING TO THIS SCALE: 

1 ----------2 ----------3 ---------- 4 ---------- 5 ---------- 6 ---------- 7 ------ 8 ---------- 9 ---------- 10 
NOT A PROBLEM MILD PROBLEM    MODERATE PROBLEM    SEVERE PROBLEM    COULDN’T BE WORSE 

 RATING 
1. ___________________________________________________________ ____________________________ 
2. ___________________________________________________________ ____________________________ 
3. ___________________________________________________________ ____________________________ 

 
BRIEFLY DESCRIBE WHAT MOTIVATED YOU TO SEEK THERAPY AT THIS TIME (RATHER THAN SOME TIME EARLIER OR LATER): ____________ 

________________________________________________________________________________________________________ 

MEDICAL HISTORY: DO YOU HAVE ANY SERIOUS MEDICAL CONDITIONS ____ YES   ____ NO   IF YES, DESCRIBE: _______________________ 

___________________________________________________________________________________________________________ 

HOW WOULD YOU RATE YOUR OVERALL HEALTH?  EXCELLENT ____ GOOD ____ FAIR ____ POOR ____ 

NAME OF PRIMARY CARE PHYSICIAN (PCP) __________________________________ PHYSICIAN PHONE # ________________________ 
PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING: _____________________________________________________________ 
___________________________________________________________________________________________________________ 
PLEASE LIST ALL OF THE MEDICATIONS YOU HAVE PREVIOUSLY TAKEN _______________________________________________________ 

___________________________________________________________________________________________________________ 
 
LIST ANY KNOWN ALLERGIES: _____________________________ ANY SERIOUS HOSPITALIZATIONS, ILLNESS, ACCIDENTS? ___ YES ___ NO 
IF YES, DESCRIBE: _____________________________________________________________________________________________ 

IN PAST YEAR, HOW MANY: VISITS TO DOCTOR? __    SICK DAYS __    CIGARETTES/DAY __  

ALCOHOLIC DRINKS/DAY __ PSYCHOTHERAPY SESSIONS ___ 

NUMBER OF FAMILY MEMBERS WITH: ALCOHOL/DRUG ISSUES: ___ PSYCHIATRIC PROBLEMS (E.G., DEPRESSION, PSYCHOSIS ETC.)  _____ 
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 HAVE YOU EVER FELT YOU OUGHT TO CUT DOWN YOUR ALCOHOL OR DRUG USE?  ___ YES ____ NO 

 HAVE PEOPLE ANNOYED YOU BY CRITICIZING YOUR DRINKING OR DRUG USE? ___ YES ___ NO 
 HAVE YOU EVER FELT BAD OR GUILTY ABOUT YOUR DRINKING OR DRUG USE? ___ YES ___ NO 
 HAVE YOU EVER HAD A DRINK OR USED DRUGS FIRST THING IN THE MORNING? 

  AS AN EYE OPENER, TO STEADY YOUR NERVES OR TO GET RID OF A HANGOVER?) 
___ YES ___ NO 

 
PRIOR MENTAL HEALTH OR SUBSTANCE ABUSE TREATMENT 

PRIOR SUBSTANCE USE/ABUSE COUNSELING ___ YES ___ NO 
PRIOR OUTPATIENT PSYCHOTHERAPY? ___ YES ___ NO 

PRIOR INPATIENT PSYCHOTHERAPY ___ YES ___ NO 
PRIOR PSYCHIATRY? ___ YES ___ NO 

 
PRIOR PROVIDER NAME(S)   CITY  STATE  PHONE  DIAGNOSIS BENEFICIAL? 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

CURRENT STRESSFUL EVENTS: _____ LEGAL _____ FINANCIAL _____ FAMILY PROBLEMS   _____ FAMILY ILLNESS 

OTHER: _____________________________________ ARE YOU IN ABUSIVE RELATIONSHIP? _____ YES _____ SOMEWHAT _____ NO 
CHANGES IN FRIENDSHIPS? _____ YES  _____ NO  ACADEMIC/SCHOOL STRESS _____ YES _____ NO 

FAMILY OF ORIGIN HISTORY: 

PRESENT DURING CHILDHOOD 
                                    PRESENT        PRESENT       NOT 
                                     ENTIRE           PART OF        PRESENT 
                                     CHILDHOOD   CHILDHOOD  AT ALL 
MOTHER/PARENT                [   ]                 [   ]                   [   ]          
FATHER/PARENT                 [   ]                 [   ]                   [   ]     
STEPMOTHER                      [   ]                 [   ]                   [   ]    
STEPFATHER                       [   ]                 [   ]                   [   ] 
BROTHER(S)                        [   ]                 [   ]                   [   ]  
SISTER(S)                            [   ]                 [   ]                   [    ]      
OTHER (SPECIFY)          [   ]                 [   ]                   [    ]     

PARENTS’ CURRENT MARITAL STATUS 
[  ] MARRIED TO EACH OTHER 
[  ] SEPARATED FOR ___ YEARS 
[  ] DIVORCED FOR ___ YEARS 
[  ] MOTHER REMARRIED ___ TIMES 
[  ] FATHER REMARRIED ___ TIMES 
[  ] MOTHER INVOLVED WITH SOMEONE 
[  ] FATHER INVOLVED WITH SOMEONE 
[  ] MOTHER DECEASED FOR ___ YEARS AGE OF PATIENT AT 
MOTHER’S DEATH: _____ 
[  ] FATHER DECEASED FOR ___ YEARS AGE OF PATIENT AT 
FATHER’S DEATH: ___ 

DESCRIBE CHILDHOOD FAMILY EXPERIENCE 
[   ] OUTSTANDING HOME ENVIRONMENT 
[   ] NORMAL HOME ENVIRONMENT 
[   ] CHAOTIC HOME ENVIRONMENT 
[   ] WITNESSED PHYSICAL/VERBAL/SEXUAL ABUSE 
[   ] EXPERIENCED PHYSICAL/VERBAL/SEXUAL ABUSE 

DESCRIBE PARENTS FATHER/PARENT MOTHER/PARENT 
FULL NAME: _____________________________________________________ 
OCCUPATION: ____________________________________________________ 
EDUCATION: _____________________________________________________ 
GENERAL HEALTH: _________________________________________________ 

_______________________________________________ 
_______________________________________________ 
_______________________________________________ 
_______________________________________________ 

SPECIAL OR UNUSUAL CIRCUMSTANCES IN CHILDHOOD: ___________________________________________________________________________ 
___________________________________________________________________________________________________________________ 

IMMEDIATE FAMILY HISTORY:  

MARITAL STATUS:    INTIMATE RELATIONSHIP    LIST ALL PERSONS CURRENTLY LIVING IN YOUR HOUSEHOLD 
[  ] SINGLE, NEVER MARRIED  [  ] NEVER BEEN IN A SERIOUS RELATIONSHIP  NAME  AGE SEX RELATIONSHIP TO YOU 
[  ] ENGAGED ____ MONTHS  [  ] NOT CURRENTLY IN A RELATIONSHIP   __________________  _______ ________ __________________ 
[  ] MARRIED FOR ___ YEARS  [  ] CURRENTLY IN A SERIOUS RELATIONSHIP  __________________ _______ ________ __________________ 
[  ] DIVORCED FOR ___ YEARS       __________________ _______ ________ __________________ 
[  ] SEPARATED FOR ___ YEARS  RELATIONSHIP SATISFACTION   LIST CHILDREN NOT LIVING IN SAME HOUSEHOLD AS YOU 
[  ] DIVORCE IN PROCESS ______ MONTHS [  ] VERY SATISFIED WITH RELATIONSHIP   NAME  AGE SEX RELATIONSHIP TO YOU 
[  ] LIVE-IN FOR ___ YEARS   [  ] SATISFIED WITH RELATIONSHIP   __________________ ______ ______ _________________ 
[  ] ___ PRIOR MARRIAGES (SELF)  [  ] SOMEWHAT SATISFIED WITH RELATIONSHIP  __________________ ______ ______ _________________ 
[  ] ___ PRIOR MARRIAGES (PARTNER)  [  ] DISSATISFIED WITH RELATIONSHIP   __________________ ______ ______ _________________ 
         FREQUENCY OF VISITATION OF ABOVE: ___________________________ 
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DESCRIBE ANY PAST OR CURRENT SIGNIFICANT ISSUES IN INTIMATE AND/OR IMMEDIATE FAMILY RELATIONSHIPS: ______________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________________________ 

SELF-REPORT ASSESSMENT OF FUNCTIONING 

DAILY FUNCTIONING: PLEASE GIVE A ROUGH ESTIMATE OF HOW MANY  
HOURS PER WEEK YOU SPEND DOING THE FOLLOWING IN A TYPICAL WEEK:  

LIFELONG FUNCTIONING: PLEASE CHECK THE BEST AND WORST TIMES OF 

YOUR LIFE 
 
WORKING IN YOUR PRIMARY JOB 
PARENTING/CARETAKING OF OTHERS 
DOING HOUSEHOLD CHORES, BILLS ETC. 
TV, MOVIES, PHONE, ELECTRONICS, ETC. 
PHYSICAL RECREATION OR EXERCISE  
HOBBIES (CRAFTS, GAMES, MUSIC, ETC.) 
SOCIAL ACTIVITY WITH FRIENDS, FAMILY 
CHURCH, CHARITY, INSPIRATIONAL 
 
QUIET, NON-PRODUCTIVE, OR 

RELAXING TIME… 
AVG. NO. OF HOURS OF SLEEP PER NIGHT 

  
______________ 
_____________ 
______________ 
______________ 
______________ 
______________ 
______________ 
______________ 
______________ 
 
______________ 

AGES 
0-5 
6-12 
13-19 
20-29 
30-39 
40-49 
50-59 
60-69 
70-79+ 

BEST TIMES 
______ 
______ 
______ 
______ 
______ 
______ 
______ 
______ 
______ 

AVERAGE TIMES 
______ 
______ 
______ 
______ 
______ 
______ 
______ 
______ 
______ 

WORST TIMES 
______ 
______ 
______ 
______ 
______ 
______ 
______ 
______ 
______ 

 
WORST TIME IN LIFE:  

PLEASE BRIEFLY DESCRIBE: YOU MAY USE THE BACK OF THIS PAGE FOR ANSWERS IN THE FOLLOWING SECTIONS IF NEEDED: ___________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

WHO HELPED YOU THROUGH IT? ______________________________________________________________________________________________ 

ARE THERE THINGS THAT CAUSE YOU TO FEEL ASHAMED OR THAT WOULD BE DIFFICULT TO TALK ABOUT? (NO NEED TO SPECIFY) ____ YES  ____ NO 

BEST TIME IN LIFE:  

PLEASE BRIEFLY DESCRIBE: YOU MAY USE THE BACK OF THIS PAGE FOR ANSWERS IN THE FOLLOWING SECTIONS, IF NEEDED: __________________________ 

______________________________________________________________________________________________________________________ 

__________________________________________________________ WAS THERE SOMEONE TO SHARE IT WITH? ____ YES  ____ NO 

DO YOU HAVE SOMEONE YOU CAN CONFIDE IN DURING DIFFICULT TIMES? ____ YES   ____ NO 

WHAT HAVE YOU DONE THAT YOU ARE MOST PROUD OF? _________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

WHAT ARE YOUR STRENGTHS (HOW DO YOU COPE) WHEN TIMES ARE HARD? ___________________________________________________________ 

______________________________________________________________________________________________________________________ 

DO YOU FEEL YOU ARE A PERSON OF WORTH AT LEAST ON AN EQUAL BASIS WITH OTHERS?  VERY MUCH |  MUCH  |  SOMEWHAT | A LITTLE | NO 

HOW MUCH ENJOYMENT OR PLEASURE ARE YOU CURRENTLY GETTING OUT OF LIVING? VERY MUCH | MUCH | SOMEWHAT | A LITTLE | NONE 

SELF-ASSESSMENT OF FUNCTIONING:  

PLEASE RATE (FROM 1-10) HOW WELL YOU FEEL YOU ARE CURRENTLY FUNCTIONING IN EACH OF THE THREE AREAS LISTED BELOW, ACCORDING TO THE 

FOLLOWING SCALE:  

1 ----------2 ----------3 ---------- 4 ---------- 5 ---------- 6 ---------- 7 ------ 8 ---------- 9 ---------- 10 
NOT A PROBLEM MILD PROBLEM    MODERATE PROBLEM    SEVERE PROBLEM    COULDN’T BE WORSE 

GENERAL MOOD/MENTAL HEALTH (DEPRESSION, ANXIETY, ETC.) ___  SOCIAL RELATIONSHIPS ___   DAILY WORK/SCHOOL ____ 
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PERSONAL AND FAMILY MEDICAL HISTORY 

PLEASE PLACE AN X BY ANY OF THE FOLLOWING MEDICAL PROBLEMS EXPERIENCED BY YOU OR ANY MEMBER OF YOUR IMMEDIATE FAMILY 

(PARENTS, SIBLINGS, CHILDREN) IN THE PAST OR PRESENT. ALSO, PLEASE WRITE WHO EXPERIENCED THE MEDICAL CONDITIONS (E.G., YOU, 
MOM, DAD, SIBLING) IN THE COLUMN MARKED “PERSON?” FOR ANY CONDITION YOU PUT AN X NEXT TO. 

MEDICAL CONDITION X PERSON? MEDICAL CONDITION X PERSON? MEDICAL CONDITION X PERSON? 
CARDIOVASCULAR/CIRCULATORY URINARY PSYCHOLOGICAL 
HEART DISEASE 
 

  BLADDER OR KIDNEY 
INFECTIONS 

  ATTENTION DEFICIT 
HYPERACTIVITY DISORDER 

 PERSON? 

 
HIGH BLOOD CHOLESTEROL   KIDNEY DISEASE/STONES   ANXIETY (FREQUENT)   

HIGH BLOOD PRESSURE   URINARY STRESS 
INCONTINENCE 

  OBSESSIVE-COMPULSIVE 
DISORDER 

  

RHEUMATIC FEVER   NIGHTTIME WETTING   PANIC DISORDER   

SWELLING OF FEET   DAYTIME WETTING   BIPOLAR DISORDER   

   PAINFUL URINATION   DEPRESSION   

ENDOCRINE   FREQUENT URINATION   ANOREXIA   

DIABETES   RESPIRATORY   BULIMIA   

IF YES, AT WHAT AGE?   ASTHMA OR EMPHYSEMA   BINGE EATING   

GALLSTONES/GALLBLADDER 

DISEASE 
  LUNG DISEASE/ 

PNEUMONIA 
  READING DISORDER   

THYROID DISEASE/GOITER   CHRONIC OBSTRUCTIVE 

PULMONARY DISEASE 
  MATH DISORDER   

GASTROINTESTINAL 

DIGESTIVE 
  TUBERCULOSIS   WRITING DISORDER   

ACID REFLUX/HEARTBURN   SHORTNESS OF BREATH   SCHIZOPHRENIA   

DIVERTICULOSIS   SLEEP APNEA/ON C-PAP   SUICIDAL THOUGHTS, 
PLANS, OR BEHAVIOR 

  

ULCERS(STOMACH/INTESTINE)   MUSCULOSKELETAL    NEUROLOGICAL   

PANCREATITIS   ARTHRITIS   EPILEPSY OR SEIZURE   

LIVER DISEASE/HEPATITIS   JOINT PAIN   STROKE   

FREQUENT DIARRHEA   BACK PAIN   DIZZINESS   

FREQUENT CONSTIPATION   HIP PAIN   HEADACHES   

BLOOD IN STOOLS   KNEE PAIN   MIGRAINES   

IRRITABLE COLON/BOWEL   ANKLE & FOOT PAIN   NUMBNESS OR TINGLING   

   BROKEN BONES 
 

  PINS AND NEEDLES 

FEELINGS 
  

HEMATOLOGICAL   SLEEP RELATED   MUSCLE WEAKNESS   

ANEMIA   SNORING   WEAKNESS OF GRIP   

BLOOD CLOTS   OBSERVED APNEA   SHAKINESS   

BLEEDING DISORDERS   RESTLESS SLEEP   CONVULSIONS   

   TROUBLE FALLING 

ASLEEP 
  LOSS OF CONSCIOUSNESS    

   TROUBLE WAKING UP   OTHER MEDICAL ISSUES 

LIST BELOW 
  

   MORNING HEADACHE      

   DAYTIME DROWSINESS      
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PAYMENT FOR TIME AND SERVICES 
 

PLEASE NOTE: WHILE INSURANCE OR ANOTHER PERSON MAY BE PAYING FOR ALL OR PART OF OUR CHARGES, OUR AGREEMENT IS WITH YOU RATHER THAN THE 

INSURANCE COMPANY. YOUR SIGNATURE BELOW INDICATES YOUR UNDERSTANDING AND WILLINGNESS TO ABIDE BY OUR OFFICE POLICIES REGARDING:  

 PAYMENT OF ALL REASONABLE CHARGES INVOLVED IN THE RENDERING OF SERVICES 
 PAYMENT IS DUE AT THE TIME OF EACH VISIT UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE. PLEASE NOTE WE ACCEPT CASH OR 

CHECKS AT THIS TIME. 
 OUR FULL-SERVICE FEE IS CHARGED FOR TIME RESERVED WHEN APPOINTMENTS ARE FAILED OR CANCELLED WITHOUT SUFFICIENT NOTICE (ONE DAY) 

IF YOU BELIEVE YOUR MEDICAL INSURANCE MAY COVER THE COSTS OF ALL OR PART OF YOUR VISITS HERE, PLEASE GIVE US A COPY OF YOUR INSURANCE CARD 

AND COMPLETE THE FOLLOWING INFORMATION:  

   
POLICY HOLDER INSURANCE COMPANY OR PLAN GROUP OR POLICY NUMBER 

 
EMPLOYER OF POLICY HOLDER RELATIONSHIP TO CLIENT POLICY HOLDER’S DATE OF BIRTH 

 
POLICY HOLDER’S SS# POLICY HOLDER’S ADDRESS IF DIFFERENT  

 

WHILE WE WILL FILE YOUR INSURANCE CLAIM FOR YOU, WE SUGGEST YOU CALL YOUR INSURANCE COMPANY TO GET INFORMATION CONCERNING 

YOUR CO-PAY AND DEDUCTIBLE. WE SUGGEST YOU DO THIS BEFORE YOUR 1ST OR 2ND VISIT AND ASK THEM ABOUT YOUR COVERAGE FOR “OUTPATIENT MENTAL 

HEALTH SERVICES.” THIS WILL HELP YOU TO DETERMINE THE APPROPRIATE PAYMENT FOR YOUR COUNSELING SESSIONS. IN LIEU OF THIS INFORMATION, WE 

SUGGEST A PAYMENT OF AT LEAST 50 PERCENT OF THE INITIAL FEE FOR THE SESSION. WE WILL REIMBURSE ANY EXCESS AMOUNT ONCE YOUR INSURANCE 

COMPANY PAYS US. ALL CO-PAYMENTS MUST BE PAID AT THE TIME OF EACH SESSION UNLESS YOU MAKE OTHER ARRANGEMENTS WITH YOUR THERAPIST. WE 

ACCEPT CASH AND CHECKS. IF YOUR PLAN REQUIRES A PHYSICIAN’S REFERRAL, PLEASE CONTACT YOUR FAMILY DOCTOR BEFORE TREATMENT BEGINS. 

 
AUTHORIZATION FOR DISCLOSURE OF MENTAL HEALTH INFORMATION AND AGREEMENT TO PAY 

I, ________________________ ON MY OWN BEHALF OR AS LEGAL REPRESENTATIVE OF  ______________________________________________ 
    YOUR NAME (FOR ADULTS)       FOR A CHILD LESS THAN 18 (OR SOME OTHERS) 

AUTHORIZE BRENDA HENNING, M.S., LPC OF THE BEING PLACE (TBP) AND/OR ITS REPRESENTATIVES TO RELEASE MENTAL HEALTH INFORMATION TO MY 

INSURANCE COMPANY TO THE FULL EXTENT SPECIFIED UNDER ANY OR ALL FEDERAL LAWS AND TEXAS STATE CODE OR AS SUBSEQUENTLY AMENDED, TO 

PROVIDE UTILIZATION REVIEW OR QUALITY ASSURANCE SERVICE FOR THE ADMINISTRATION OF CLAIMS FOR BENEFITS. I FURTHER AUTHORIZE BRENDA 

HENNING/THE BEING PLACE TO DIRECTLY RECEIVE ALL PAYMENT OF BENEFITS DUE. 

THIS AUTHORIZATION ALLOWS TBP AND/OR ITS REPRESENTATIVES TO RELEASE INFORMATION TO MY INSURANCE COMPANY, TO ADMINISTRATE CLAIMS 

SUBMITTED, OR TO BE SUBMITTED FOR PAYMENT, TO CONDUCT A UTILIZATION AND QUALITY CONTROL REVIEW OF MENTAL HEALTH CARE SERVICES PROVIDED OR 

PROPOSED TO BE PROVIDED, OR TO CONDUCT AN AUDIT OF CLAIMS PAID.  

I ACKNOWLEDGE THAT I AM AWARE THAT I MAY INSPECT THE INFORMATION DISCLOSED AT ANY TIME, AND MAY REVOKE THIS AUTHORIZATION AT ANY TIME IF I 
FURNISH WRITTEN REVOCATION TO TBP AND/OR ITS REPRESENTATIVES AND THUS, I AGREE TO ACCEPT FINANCIAL LIABILITY, FOR MENTAL HEALTH CARE 

SERVICES PROVIDED IF INSURANCE SHOULD DENY CLAIMS FOR BENEFITS BECAUSE OF THE INABILITY TO EXAMINE MY MENTAL HEALTH RECORDS OR THE MENTAL 

HEALTH RECORDS OF THE PERSON NAMED IN THIS AUTHORIZATION.  

I CERTIFY THAT ALL THE INFORMATION IS TRUE, ACCURATE, COMPLETE AND I AGREE TO BE PERSONALLY RESPONSIBLE FOR ALL REASONABLE CHARGES NOT PAID 

BY MY INSURANCE COMPANY.  

DATE ____________   PATIENT SIGNATURE (IF LEGAL ADULT OR LEGAL REPRESENTATIVE OF MINOR) ___________________________________________ 


