Monica Olivas, MA MFT
POB 1083
Rainier, WA 98576
360-870-3937
Email monicaolivasmamft@yahoo-com
Date:

Nawme:

Mailing address:

Phone number:

Cawnv messages be left at this nuwmber?

Date of Bt

What ethwmicity or race do-yow consider yourself?

Level of education:

Occupalion

Mawried Single Divorced Widow/ed Separated
How many times hawve yow beenw mowvieds?

Lengitiv of each mawriage?

Militowy Service: Is your spouse invthe militory?
Deployment location and dates:

Dentist: Phone # Last Visit:
Physician Phone # Last Visit:
Cuwrvent medications?

Who- currently resides ivv your home?

Do-yow have pets?

Do yow hawe children?

How many alcoholic dvinks do-yow consume inv ov week?

Do-yow wse tobacco-products? Cigowettes Chew  pipe  Cigowr
Do yow wish to- quit?



How many energy drinks do-yow consumes inv v week?

How many cups of coffee do- yow consume invov dovy?

Do~ yow exercise regudarly?

Do yow hawe oy significant healtiv issues, cuwrent and/or past?

Circle any issues that yow are experiencing or have experienced in the past:
Sleep Alcohol Drugs-street/prescriptionv Sexually abused as child
Suicide- either attempt, thoughts, close family orv friend

Sexual assouldt Anxiety Spirituadity Poventing Grief/Loss

Domestic violence witness or victimw of Trowwnar  Depressiow

Irritability Money Anger Coping withvstress Loneliness

Work Healthv Relationship with significant other/children

Gquilt  Sexuad fulfilment Rejection Legal Motivation

Reasow for seeking counseling:

What would yow like to- gain/achieve from therapy?

Onw scale fromv 1 to- 10, withv 10 the worst, where would yow rate this
caurrent issue?

Howve yow worked on this issue before inv counseling?
If so; withv whow and when?

Are there any other issues or concerns that would be helpful to-know so-
that I will be better able to-help yow?



