Apokata Psychological Services

Robert Brennan, M.A., Marriage and Family Therapist (Intern)

 Melvin W. Wong, Ph.D.,  Licensed Clinical Psychologist, Supervisor
Apokata Men’s Therapy Group Application

CONFIDENTIAL INFORMATION FORM

	APPLICANT’S NAME:
	
	
	
	DOB:
	Age:

	
	First
	M.I
	Last
	
	


	ADDRESS
	
	
	
	

	
	Street
	City
	State
	Zip


	HOME PHONE:
	(        ) 
	WORK PHONE:
	(          ) 
	


	SS#  ____-____-____
	MARITAL STATUS:
	Single
	Married
	Divorced
	Separated 
	Widowed


	APPLICANT’S EMPLOYER:
	
	
	
	

	
ADDRESS:
	
	
	
	

	
	Street
	City
	State
	Zip


	SPOUSE'S NAME:
	
	
	DOB:
	

	
	
	
	
	

	ADDRESS:
	
	
	
	

	
	Street
	City
	State
	Zip


	HOME PHONE:
	(        )
	WORK PHONE:
	(          ) 
	


	SPOUSE’S EMPLOYER:
	
	
	
	

	
	
	
	
	

	ADDRESS:
	
	
	
	

	
	Street
	City
	State
	Zip


In Case of Emergency Contact: (Nearest relative not living with you)
	Name:
	
	

	ADDRESS
	
	
	
	

	
	Street
	City
	State
	Zip


	PHYSICIAN’S NAME:
	
	
	PHONE:
	(          )

	
	
	
	
	

	ADDRESS:
	
	
	
	

	
	Street
	City
	State
	Zip


1. How were you introduced to the Apokata Men’s Therapy Group?

	(
	Exodus Int.
	(
	Church
	(
	Info. Flyer
	(
	A Counselor/Therapist
	(
	Other_____


2. Do you currently attend a Church?

	(
	Yes
	(
	No


If yes, what Church do you attend?

3. How long have you attended this Church?

	(
	0-6 months
	(
	6-12 months
	(
	1-3 years
	(
	More than year 3 years


4. Have you ever been part of a therapy group led by a professional psychotherapist?

	(
	Yes
	(
	No


If yes, many months or years did you attend the group? 

	(
	1-3 months
	(
	4-6 months
	(
	1 year 
	(
	Other ________


5. Have you ever received professional psychotherapy services as an individual?

	(
	Yes
	(
	No


If yes, many months or years did you receive services? 

	(
	1-3 months
	(
	4-6 months
	(
	1 year 
	(
	Other ________


6. Do you have difficulty sleeping at night?

	(
	Yes
	(
	No


7. Do you often feel sad, blue, unhappy or “down in the dumps”?

	(
	Yes
	(
	No


8. Do you feel tired, having little energy, unable to concentrate?

	(
	Yes
	(
	No


9. Do you take any medications for non-medical, emotional support?

	(
	Yes
	(
	No


If yes, indicate the name, dosage, and prescribed frequency of the medications?

	Name:___________________
	Name:___________________
	Name:___________________


10. Have you ever been hospitalized for non-medical reasons, such as emotional?

	(
	Yes
	(
	No


If yes, what care or treatment did you receive?_________________________________

11. Do you have periods of intense fear or discomfort followed by heart palpitations or pounding, trembling, chest pain, nausea, dizziness, shortness of breath or fear of losing control?

	(
	Yes
	(
	No


12. Do you have a pattern of unstable and intense relationships with others?

	(
	Yes
	(
	No


13. Are you unwilling to get involved with people unless you are certain of being liked?

	(
	Yes
	(
	No


14. Do you have continuous feelings of emptiness?

	(
	Yes
	(
	No


15. Are you spontaneous in any of the following: spending money, consuming alcohol, driving a car or eating?

	(
	Yes
	(
	No


16. Do your moods vary from feeling down to irritability to anxiety?

	(
	Yes
	(
	No


17. Do you have periods of intense eating you cannot control? 

	(
	Yes
	(
	No


18. Do you use self-induced vomiting laxatives, diuretics, enemas, or other medications; fasting or excessive exercise to control your weight?

	(
	Yes
	(
	No


19. Do you fear being followed, poisoned, infected, or deceived by others?

	(
	Yes
	(
	No


20. Have any of your family members used alcohol, drugs, or other substances?

	(
	Father
	(
	Mother
	(
	Sister
	(
	Brother


Indicate the extent of use by placing a value in the box below:  (1= Mild, 2 = Moderate, 3= Serious)

	
	Father
	
	Mother
	
	Sister
	
	Brother


21. Have you used alcohol, drugs, or other substances?

	(
	Yes
	(
	No


If yes, what was the date of last use?

	
	
	
	(month, day, year (mm, dd, yyyy)


If yes, what is the extent of your use?

	(
	Mild
	(
	Moderate
	(
	Serious


22. Do you have frequent thoughts of harming yourself?

	(
	Yes
	(
	No


23. Have you ever attempted to physically harm yourself in the past?

	(
	Yes
	(
	No


If yes, what was the extent of physical injury? 

	(
	None
	(
	Mild
	(
	Moderate
	(
	Serious


24. Do you hear voices or see people, animals, or objects that no one else can see or hear?

	(
	Yes
	(
	No


If yes, what extent do they occur?

	(
	Infrequent
	(
	Frequent
	(
	Very Frequent


If yes, do they inhibit your ability to have relationships or work at a job?

	(
	Yes
	(
	No


25. Do you ever have a feeling of departing from your physical body and observing both yourself and the world from outside of your body.

	(
	Yes
	(
	No


26. Do you have relationships in the past that are characterized by extreme jealousy, emotional withholding, raging, sexual coercion, verbal abuse, threats, lies, broken promises, physical violence, power plays and control games.

	(
	Yes
	(
	No


