
 

 
Jill Cantor Lee 

Amani Mediation and Counseling LLC 

503 Remington, Rm205 
jill@Amanimeanspeace.net 

                                                                           970.232-3127 

 

Please answer the questions below. They have been designed to help us serve you as best as possible. If 

you are uncomfortable answering any of the questions please feel free to skip them. I honor the trust 

you place in us and respect that you may need more time to share all relevant information.  Thank you. 

Client Information:  

Name: ______ Date:___________________  

Street Address: _____________________________________________________________________  

City: ZIP: DL#____________________  

Date of Birth: Age:____________________  

Home#: Cell#:___________________  

Work #:_________________________________________________________________  

Email Address:___________________________________________________________  

What is the best method to contact you?  

Do we have permission to leave messages on home phone (Y/N), Work (Y/N), Cell (Y/N), and Email 

(Y/N)?  

 

Mental and Psychosocial History:  

Have you seen a therapist before? Dates:________________________  

 

mailto:jill@Amanimeanspeace.net


 

What issues were addressed at that time?_______________________________________  

________________________________________________________________________  

________________________________________________________________________  

Have you, or anyone in your immediate family, ever been hospitalized for mental illness, chemical 

dependency, or danger to self or others? If so pleased describe and tell 

when?_______________________________________________________________________________

____________________________________________________________________________________  

________________________________________________________________________  

Has anyone in your family ever committed suicide? 

_____________________________________________________________________________________

______________________________________________________________________________ 

 

Have you had or are you having suicidal thoughts____________________________________ 

If you are currently having suicidal thoughts, how severe are these on a scale of 1-10. Ten being I have a 

plan, am able to execute it, and am seriously considering doing so.   1,2,3,4,5,6,7,8,9,10 

 

Do you, or anyone in your family, have a history of drug or alcohol abuse? If so please 

describe.______________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________  

Have you ever been treated with psychotropic medications prescribed by a medical 

doctor?_________________________________________________________________  

________________________________________________________________________  

________________________________________________________________________  

Are you taking any prescription drugs?________________________________________  

________________________________________________________________________  

________________________________________________________________________  

________________________________________________________________________  



Are you under the care of a Doctor and or psychiatrist at this time? If so, for what 

conditions?______________  

________________________________________________________________________  

________________________________________________________________________  

________________________________________________________________________  

 

Do you have any physical issues and/or complaints at this time? Please 

describe.______________________________________________________________________________

_____________________________________________________________________________________

____________________________________________________________________________________ 

Please give a brief history of any illnesses and/or operations you may have had in the 

past._________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

________________________________________________________________________  

Who are you currently residing with?__________________________________________  

________________________________________________________________________  

________________________________________________________________________  

Are there children in the home? If so please list their relationship to you, ages, names, and 

sexes.________________________________________________________________________________

_____________________________________________________________________________________

________________________________________________________________________  

____________________________________________________________________ 

Is there any history of child and/or domestic abuse in the home?________________________  

________________________________________________________________________  

Is there a history of domestic violence, physical, sexual, or emotional abuse in the home(s) you grew up 

in? If so, please 

describe.______________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

__ 



For what reasons do you seek therapy at this time?_______________________________  

________________________________________________________________________  

 

What long term goals do you have for counseling?___________________________________________ 

What short term goals do you have for counseling___________________________________________ 

 

Do you currently have a system of social support, and who is in this system?__________  

________________________________________________________________________  

______________________________________________________________________ 

 

Have you had a recent Change in weight or sleeping patterns?______________________  

________________________________________________________________________  

 

Please create a time line of major life events that have shaped who you are today (i.e graduations, 

deaths, births, major illnesses, marriages, divorces, traumas, etc.). Please include dates to the best of 

your recollection. The space before your birth is for family or community events that may have impacted 

your story.  

______________________________________birth___________________________________________ 

 

_____________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________today 

 

How did you find our services: (please circle any that apply)  

Referral , Google search,  Yahoo search, MSN search ,Psychology Today, Hearts and Horses, Attorney, 

Veterans’ Center 

 Other:  



 

 

 

Consent To Treat:  

I agree to participate in therapy sessions with Jill Cantor Lee of Amani Mediation and Counseling LLC an. 

I acknowledge that these sessions are related to, but not limited to my social context, relationships, life 

cycle transitions, psychological factors, and belief systems and the connection of these to my mental, 

emotional, and physical health. I give consent for this treatment. I am also accepting all cost of the 

sessions and possible fees. These charges are to be paid in full at the time of service. I understand that I 

will incur a fee for any session not cancelled within 24 hours of the appointment. I understand that 

while therapy is meant to be helpful, it can at times, be uncomfortable and difficult.  

Client Signature Date  

Therapist Signature Date  

Parent Signature (if client is a minor) Date 


