
La Perla Counseling & Trauma Response Services, Inc.  
Sonja Rudie, M.A., LMHC, C-EMDR, CSAT 

1611 - 116th Avenue N.E., Suite 221 
Bellevue, WA 98004 

(425) 739-9483 
 

PERSONAL DATA 
 
Name: __________________________________________ Age: _______ Date of Birth:______________ 
 
Parents’ Names: _________________________________________________________________________  
 
Siblings’ Names: ________________________________________________________________________ 
 
Spouse or Significant other: _______________________________________________________________ 
 
Children: ______________________________________________________________________________ 
 
Support Person: _________________________________________________________________________ 
 
Hobbies/Interests: _______________________________________________________________________ 
 
Losses: _______________________________________________________________________________ 
 
Reason For Visit:  ( p l e a s e  c i r c l e )  Addiction   Depression   Co Dependency   Mental Disorder    
Other:__________________________________________________________________________  
 
Are You Involved In a 12-Step Group or Support  Group of  Some Kind?   Yes  No ( p l e a s e  c i r c l e )  

 
Do  You  Pre fe r  Trad i t ional  Counsel ing   o r   Chr i s t  Cen tered  Coun se l ing ?      ( p l e a s e  c i r c l e )   
 
Do You Have a Religious Preference _____Place of Worship _____________________________________ 
 
Beverage Preferences:    ( p l e a s e  c i r c l e )  Coffee,  Decaf,  Tea,  Decaf,  Diet Pop, Hot Chocolate,  
Cider,  Water ,  Other: _________________________________________________________________ 
 
Medications Currently Taking (if any):_____________________________________________________ 
______________________________________________________________________________________ 
 

Pertinent Medical History: 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
 

 

Do you use any of the following? ( p l e a s e  c i r c l e )  
 

Alcohol:   Yes   No   Tobacco:   Yes   No   Other Drugs:   Yes   No   Any Other:____________   

 

Who Referred You to Me? ________________________________________________________________ 
 

What is Your Goal for Treatment/Visit Today? ________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________  
 

Why Now? _____________________________________________________________________________ 
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Current or Past Treatment Information: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Have You Ever Received Psychological Counseling Or Psychiatric Counseling Before?   Yes   No    (please circle) 

 
Counselor or Doctor’s Name(s):____________________________________________________________ 
 
Please Describe The Main Difficulty That Has Brought You To See Me: ___________________________ 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Indicate The Severity Of Your Problems On The Scale Below: (please circle) 

 
Mi ld   Mo d era t e   S ev ere  E x t reme ly  S ev er e   In cap a c i t a t in g  
 
Please Indicate The Major Stressors In Your Life In The Last Twelve Months:  (please circle) 

 
Serious Injury/Illness  Death Of Close Friend or Relative  Major Illness In Family 
  
D iv o rce /S ep ar a t io n  Jo b  Ch an g e    Ga in  o f  New F ami ly  Memb e r  
 
O th er  (p l ea se  d e sc r ib e ) :  ____________________________________________________________ 
 
Please Describe What You Would Like To Be, Different In Your Life, When You Are Done With 
Therapy:_______________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Have You Ever Thought About Suicide?  YES NO  ( p l e a s e  c i r c l e )  
Have You Ever Attempted Suicide? YES NO  ( p l e a s e  c i r c l e )   I f  Yes,  when? _____________ 
 
Are  y o u  req u i red  b y  a  co u r t ,  t h e  p o l i c e ,  o r  a  p ro b a t io n  o f f i c e r  to  h av e  th i s  
ap p o in tmen t?  YES NO  ( p l e a s e  c i r c l e )  I f  Yes,  p lease expla in  __________________ 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Other: 
Is There Anything Else That Is Important For Me As Your Therapist To Know About, And That You Have 
Not Written On Any Of These Forms?  If Yes, Please Tell Me About It Here Or On Another Sheet Of Paper 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
 
Cl ien t  S ig n a tu r e:  ___________________________________________________________________  
 
Da te :  __________________________  


