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                                    Dr. Ulanda R Davis, PhD,  LCpastC, HHSC, CPC, LCMCT

Welcome to our practice.

First, let me thank you for choosing me to help with your concerns.  I intend and expect to provide you and your family with high quality professional services.  The first appointment will take about an hour.  So please plan your schedule with this in mind. Your appointment is with Professional Counselor, Certified and Licensed Pastoral Counselor, Holistic Health Specialist Consultant and Professional Coach and Licensed Certified Master Coach Trainer, Dr. Ulanda R Davis.
In order for us to serve you best, please bring the enclosed information packet with you to your appointment.  Having the form completed affords you more time in the session, rather than completing it during the session.
Also, be sure to bring your agreed upon fee per each visit.  We accept personal checks (written to Davis Consulting & Christian Counseling, LLC), Credit Cards, Health Savings Accounts, and Flex Spending Accounts, Debit Cards, as well as cash at this time.  
It is common for those new to therapy, counseling and coaching to feel both eager to get going and uncomfortable about starting the process.  Do not let some awkwardness keep you from beginning what you know will be in your long-term best interest.  If you have some questions and you feel you need answers before this appointment, please call and let us discuss these.  I hope that, as in most situations in life, you will find that if you forge ahead, your worries will soon lessen rapidly.

Over the years, my clients have found it very helpful to think about what they want to get from our time together.  Please make some notes about your goals and what is most important to you, so that we can discuss these when we meet.  
I am located at 35 E Elizabeth Avenue, Suite 34, in Bethlehem, off of Chelsea Avenue near the Sovereign Bank Building.  Directly across the street from our building is the Moravian College Sports Field.  We are the shorter beige building on the corner. You may park for free behind our building in the lots designated for 35 E Elizabeth Avenue.  
You may park for free behind our building.  Access to this parking lot is through the driveway on the left side of the building.
The session fee for this first visit is $205.00, which is a one hour visit, and subsequent visits are $95.00 for a 45 minute session, unless otherwise agreed and confirmed in writing, based on my sliding scale fee rates. My business manager or my coordinator may contact you to obtain information so we can confirm your demographic information. You or the person legally responsible for the bills and the methods of payment, are responsible to pay all bills at the time of service.  There will be a $50.00 check replacement fee for each bounced check, in addition to the replaced fee for the visit. Please be sure to have the proper funds when submitting a check.  We reserve the right to bill you for any outstanding balances that you may incur as a result.

Thank you again for allowing me to serve you.  I look forward to a productive and successful relationship.  Have a great day and know that you are in our prayers!
Sincerely,
Dr. Ulanda R Davis 
Pastoral Counselor & Certified Professional Coach
CLIENT DEMOGRAPHIC INFORMATION FORM 1 (ADULT)

Today’s date: ______________________
Note: If you were a patient here before, please fill in only the information that has changed. 
A. Identification 

Your name: ____________________________________________________________ Date of birth:_______________ 

Nicknames or aliases:_______________________________________________ Social Security #: _________________ 

Home street address:__________________________ Apt.:______ City: ______________ State: ____ Zip: __________

Home/evening phone:____________  Cell Phone: ______________  E-mail: ___________________________________ 

Calls, e-mails, and text messages to you will be discreet.
B. Referrer: Who gave you my name to call?   (Or, how did you hear about us? – See Next Section) 
Referrer’s Name__________________________________________________________ Phone:__________________  

Address:_________________________________________________________________________________________ 

Do I have your permission to thank this person for the referral?   ___Yes   ___No 

How did this person explain how I might be of help to you? ________________________________________________ 

________________________________________________________________________________________________

If no Referring person, above, how did you hear about us? ________________________________________________

C. Your medical care: From whom or where do you get your medical care? 

Clinic/doctor’s name:_____________________________________________________ Phone:____________________ 

Address: _________________________________________________________________________________________

If you enter treatment with me for psychological problems, may I tell your medical doctor so that he or she can be fully informed and we can coordinate your treatment?   ___Yes   ___No 

D. Your current employer: 

Employer: _____________________________________________ Address:___________________________________ 

________________________________________________________________________________________________
Work phone:____________________________ (Calls to you at work will be discreet)         
E. Your Education and Training

From-To Dates
       Schools / Special classes
          
Adjustment to school       
   
Did you graduate? 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

F. Employment and Military Experiences 

From-To Dates
 
 Employers  (or Military)

Title (Rank)                       
Reason for Leaving 
________________________________________________________________________________________________
G. Family-of-Origin History

Relative’s Name
  Current Age or Age at Death or Cause of Death

Illnesses            Education/Occupation 

Father
other

________________________________________________________________________________________________
Stepparent(s)

________________________________________________________________________________________________
Grandparents

________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
Uncles/Aunts

________________________________________________________________________________________________
________________________________________________________________________________________________
Brothers

________________________________________________________________________________________________
________________________________________________________________________________________________
Sisters

________________________________________________________________________________________________
________________________________________________________________________________________________

H. Significant Non-Marital Relationships

 Other Person’s Name
    Person’s Age

Your Age

Your Age
  
Reasons for Ending




    When Started        
 When Started

When Ended


________________________________________________________________________________________________
First

________________________________________________________________________________________________
Second/Third
________________________________________________________________________________________________
Current
I. Marital/Relationship History

Spouse’s Name


Spouse’s Age
 
Your Age            Your Age when         
 Is Spouse Remarried?




  
at Marriage

at Marriage
Divorced/Widowed


________________________________________________________________________________________________

First

________________________________________________________________________________________________

Second/Third
________________________________________________________________________________________________

Current
________________________________________________________________________________________________

J. Children (Indicate which are from a previous marriage or relationship with a letter ‘C’ or ‘P’  in last column.

Name

Age -  Gender (M/F) -  School & Grade - Adjustment Problems? (Y/N) - ‘C’ Current or ‘P’ Previous
                   ________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Note: If you were a patient here before, please fill in only the information that has changed. 

Identification 
Name:______________________________________________________  
Date:_________________________ 

B. Chief concern 

Please describe the main difficulty that has brought you to see me: _________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

C. Treatment 

1. Have you ever received psychological, psychiatric, drug or alcohol treatment, or counseling services before?  

__No        __Yes;   
If yes, please indicate: 

When?          


From whom?                        
For what?                             
 With what results? 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

2. Have you ever taken medications for psychiatric or emotional problems?  __No   __Yes

If yes, please indicate: 

When?         
 From whom?          Which medications?        

For what?         

With what results? 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

D. Relationships in your family of origin. Please describe the following: 
1. Your parents’ relationship with each other: ___________________________________________________________

________________________________________________________________________________________________

2. Your relationship with each parent and with other adults present:_________________________________________ 

________________________________________________________________________________________________

3. Your parents’ physical health problems, drug or alcohol use, and mental or emotional difficulties: ________________________________________________________________________________________________

________________________________________________________________________________________________

4. Your relationship with your brothers and sisters, in the past and present: ___________________________________

________________________________________________________________________________________________

E. Abuse history:    __I was not abused in any way.     __I was abused.

If you were abused, please indicate the following: For kind of abuse, use these letters: P = Physical, such as beatings. S = Sexual, such as touching/molesting, fondling, or intercourse. N = Neglect, such as failure to feed, shelter, or protect. E = Emotional, such as humiliation, etc. 

Your age   
Kind of abuse   
By whom?   
Effects on you?   Whom did you tell?   
Consequences of telling? 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

F. Present relationships 

1. How do you get along with your present spouse or partner? _____________________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

2. How do you get along with your friends? _____________________________________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

3. Your important friends, past and present: 
Names, Good parts of relationships, Bad parts of relationships: 

________________________________________________________________________________________________

________________________________________________________________________________________________

G. Chemical use 

1. Have you ever felt the need to cut down on your drinking?  __No    __Yes 

2. Have you ever felt annoyed by criticism of your drinking?    __No    __Yes 

3. Have you ever felt guilty about your drinking?                    __No    __Yes 

4. Have you ever taken a morning “eye-opener”?                   __No    __Yes 

5. How much beer, wine, or hard liquor do you consume each week, on the average?

________________________________________________________________________________________________

6. How much tobacco do you smoke or chew each week? _________________________________________________

7. Are there times when you drink to unconsciousness, or run out of money as a result of drinking?    __No   __Yes   __________________________________________________________________________________________ 

8. Have you ever used inhalants(“huffing”),such as glue, gasoline, or paint thinner? 

         __No    __Yes   If yes, which and when? _______________________________________

9. Which drugs (not medications prescribed for you) have you used in the last 10 years?

Please provide details about your use of these drugs or other chemicals, such as amounts, how often you used them, their effects, and so forth: 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

H. Legal history 

1. Are you presently suing anyone or thinking of suing anyone?   __No   __Yes;   

 If yes, please explain: ________________________________________________________________________________________________

________________________________________________________________________________________________

2. Is your reason for coming to see me related to an accident or injury?   __No    __Yes; 
If yes, please explain: ________________________________________________________________________________________________

________________________________________________________________________________________________

3. Are you required by a court, the police, or a probation/parole officer to have this appointment?   

__No   __Yes;

If yes, please explain: __________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

4. List all the contacts with the police, courts, and jails/prisons you have had. Include all open charges and pending ones. 

*Under “Jurisdiction,” write in a letter: F=federal; S=State; Co=county; Ci=city.

*Under “Sentence,” write in the time and the type of sentence you served or have to serve:

AR=accelerated or alternate resolution; CS=community service; F=fine; I=incarceration; Pr=probation; Po=parole; O=other; R=restitution. 

Date     
Charge     
 Jurisdiction           
Sentence               
 Officer’s Name     
 Attorney’s Name     

                        

(F,S,Co,Ci)    

(AR,CS,F,I,Pr,Po,O,R)  

________________________________________________________________________________________________

________________________________________________________________________________________________

5. Your current attorney’s name: _________________________________________________ Phone: ______________ 

6. Are there any other legal involvements I should know about? ____________________________________________

________________________________________________________________________________________________
_________________________________________________________________________________________________

I. Other 

Is there anything else that is important for me as your Counselor to know about, and that you have not written about on any of these forms?      __No   __Yes       If yes, please tell me about it here or on another sheet of paper: 

________________________________________________________________________________________________

________________________________________________________________________________________________

HEALTH INFORMATION FORM (ADULT)
Note: If you were a patient here before, please fill in only the information that has changed. 

Identification 
Name:______________________________________________________  Date:__________ 

B. History 

1. Starting with your childhood and proceeding up to the present, list all diseases, illnesses, important accidents and injuries, surgeries, hospitalizations, periods of loss of consciousness, convulsions, seizures, and any other medical conditions you have had. (Describe pregnancies in section E.) 

Age  
Illness/diagnosis                
Treatment received          
Treated by               

Result 

________________________________________________________________________________________________

________________________________________________________________________________________________

2. Describe any allergies you have. 

To what? ________________________________________________________________________________________

Reaction(s) you have: ______________________________________________________________________________

________________________________________________________________________________________________

Allergy medications you take: ________________________________________________________________________ 

________________________________________________________________________________________________

3. List all medications, drugs, or other substances you take or have taken in the last year—prescribed, over-the-counter, vitamins, herbs, and others. 

Medication/drug        
Dose (how much/day?)       

Taken for        

Prescribed and supervised by 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

4. Have you done any kinds of work where you were exposed to toxic chemicals? 

Date               
Kinds of chemicals                 

Kind of work                             

Effects 

________________________________________________________________________________________________

________________________________________________________________________________________________

C. Medical caregivers 

1. Your current family or personal physician or medical agency: 

Name                         Specialty            
 Address                   

Phone #        

Date of last visit 

________________________________________________________________________________________________

________________________________________________________________________________________________

2. Other physicians treating you at present or in last 5 years: 

Name                         Specialty             
Address                  

 Phone #        

Date of last visit 

________________________________________________________________________________________________

________________________________________________________________________________________________

D. Health habits 

1. What kinds of physical exercise do you get? __________________________________________________________

________________________________________________________________________________________________

2. How much coffee, cola, tea, or other sources of caffeine do you consume each day? 

________________________________________________________________________________________________

3. Do you try to restrict your eating in any way? How? Why? ______________________________________________

________________________________________________________________________________________________

4. Do you have any problems getting enough sleep? _____________________________________________________

________________________________________________________________________________________________

E. For women only 
Your age: ______

1. At what age did you start to menstruate (get your period)?:______________ 

2. Menstrual period experiences: _____________________________________________________________________

a. How regular are they? _______________________________________________________

b. How long do they last? __________________

c. How much pain do you have? _________________________________________________

d. How heavy are your periods? _________________________________________________

e. Other experiences during period? ______________________________________________

3. Please list all of your pregnancies: 

What happened with this pregnancy?     

Problems?         
Miscarriage    
Abortion     
Child born 

1. ______________________________________________________________________________________________

2. ______________________________________________________________________________________________

3. ______________________________________________________________________________________________

4. ______________________________________________________________________________________________

5. ______________________________________________________________________________________________

4. Menopause: 

a. If your menopause has started, at what age did it start? ___________ 

b. What signs or symptoms have you had? _____________________________________________________________

________________________________________________________________________________________________

F. Other 

1. Have you ever injected drugs? __No  ___Yes                Ever shared needles? ___No  ___Yes 

2. Have you had HIV testing in the last 6 months? ___No   ___Yes;   
If yes, results:__________ 

3. Are there any other medical or physical problems you are concerned about? (describe): 

________________________________________________________________________________________________
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