
          Green Apple Counseling, LLC  Date:_____________  
        Phone:  406.866.0350  
         Fax 406.403.0263 

Client’s name: ________________________________________ Date of birth: ___/___ / ___     Gender:    F       M 

Insurance Information:  Type:_________________________  ID#______________________________ 

 Phone (home):   ____________________  (cell)_______________________Email:_____________________________       

Address:  _________________________________City:  _______________________ State: _________Zip:____         

Social Security Number__________________________________       Race___________________   

Emergency contact:  _________________________  Phone: ______________________ Relation:_____________   

For Children:  

     Mom’s name____________________________________ Phone:__________________________  

     Dad’s Name_____________________________________ Phone:__________________________         

Relationship Status (more than one answer may apply)     

Single      Married      Widowed      Divorced      Living Together       Dating       Separated      Partners  

Assessment of current relationship (if applicable):    Good        Fair       Poor       Abusive  

Spiritual/Religious  

How important are spiritual matters to you?     Not       Little       Moderate     Very   

Are you affiliated with a spiritual or religious group?    Yes      No      If Yes, What group:  ______________  

Health Care Information  

Name for Primary Care Physician___________________________ Last Visit:_____________________ 

Household Status  

Number of people in house____________                                   Children______ Relatives________  

Names and ages of Kids_________________________________________________________________   

       Legal   

 Are you presently on probation or parole?     Yes      No       Officer?__________________________  

Are you involved with Dept of Family Services?     Yes  No    Case Worker?___________________  

Are you involved in any legal disputes?     Yes     No       Lawyer?_____________________________  

Employment/Income  

Currently:   ____FT     _____PT      _____Temp    ____Laid-off     _____Disabled     _____Retired  

  _____Social Security     _____Student       Other (describe):______________  

Place of Employment: ___________________________ Phone:______________________     



What made you seek services?  

__________________________________________________________________________________________ 
Who Referred you? ________________________________  
If an evaluation is needed, who does it get sent to? _______________________________________________  

  
Past Diagnoses:  

What  Who diagnosed?  When?  

   

   

   

   

   

  
Current prescribed medications: List all medications, including over the counter.   

Name  Dose  How Often  
   
   
   
   
   
   
   
   
   

 

Military experience?    Yes       No   Combat experience?    Yes       No  

 

Current Status:   

 Anger management     Anxiety     Coping     Depression    Eating Disorder     Fear/Phobias     Mental Confusion                                                           
Sexual Concerns     Sleeping Problems     Gambling Issues     Pornography Issues     Suicidal Thoughts     Alcohol/Drugs  
Other:  

 

 

        Green Apple Counseling, LLC  Date:_____________  
        Phone:  406.866.0350  
         Fax 406.403.0263 



 
Acknowledge of receipt of Client Handbook  

By signing below, I am acknowledging that I have received a client handbook which I was oriented 
to and includes the following information:  

Initial 

CLIENTS RIGHTS: To inform the Clients of Green Apple Counseling of their 
legal and ethical rights in connection with therapeutic services.  

CLIENT CONDUCT: We value the clients that we serve as well as the 
providers’ time and we need cooperation with keeping appointments.   

BILLING: Explanation of billing insurance and payments. Please provide 
your insurance card at the first appointment.  

CONSENT TO PSYCHOTHERAPY: Clients give consent to receive services 
at Green Apple Counseling.   

NOTICE OF PRIVATE PRACTICES: This notice describes how health 
information may be used and disclosed and how you can access to this 
information.   

CFR 42 PART 2: Confidentiality of alcohol and drug abuse patient’s records. 

   COMPLAINTS & GRIEVENCES: To provide clients, visitors, and employees   
with a means to voice their concerns with the expectation that it will be rectified to 
their satisfaction. 

    I authorize Green Apple to bill my insurance on my behalf. I authorize payment directly to Green 
Apple Counseling, LLC from my insurance company. All charges incurred by me are my financial 
responsibility and all court fees, attorney fees or other fees necessary to collect this amount are payable by 
me.  

            _________________________  ____________  
                   Signature        Date  

__________________  
Print Name  
 

Green Apple Staff:  

 Received By: ____________    Appointment with__________________________ @___________________ 
  
 Verify Insurance________________     Insurance Card______________    Court Documents______________ 













lmpulsivity Test 

1. I don't "pay attention." 

2. I concentrate easily.* 

3. I "squirm" at plays or lectures. 

4. I am a steaciy thinker.* 

5. I am restless at the theater or lectures. 

6. I have "racing" thoughts. 

7. I change hobbies. 

8. I often have extraneous thoughts when thinking. 

9. I do things witl:i0ut tl:iinking. 

1:0. I make up my mind quickly:. 

11. I am happy-g0-lucky. 

12. I "act" on impulse. 

13. I act on the sptir ofthe moment. 

14. I buy things on impulse. 

15. I spend or charge more than I earn. 

16. I change jobs. 

17. I change residences. 

18. I can think only about one thing at a time. 

19. I am future oriented.* 

20. I plan tasks carefully.* 

21. I plan trips well al:iead of time.* 

22. I am self-controll.ed. * 

23. I am a careful thinker.* 

24. I plan for Job security.* 

25. I say tl:iings without thinking. 

26. I save regularly.* 

27. I like to think about complex problems.* 

28. I am easily bored when solving thought problems. 

29. I am more interested in the present than in the future. 

30. I enjoy doing puzzles. 

Attentional Facet I / 20 

Attentional Facet II / 12 

Motor Facet I / 28 

Motor Facet II I 16 

Planning Facet I / 24 

Planning Facet II / 20 

Total __ /120 

• Total scores of72 or above = highly impulsive

• Total scores between 52 and 71 = within normal limits for impulsiveness

Rarely Sometime Often Very 
(1) (2) (3) Often (4) 
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PCL-5 with LEC-5 and Criterion A 

Part 1 
Instructions:  Listed below are a number of difficult or stressful things that sometimes happen to people. For each 
event check one or more of the boxes to the right to indicate that: (a) it happened to you personally; (b) you witnessed 
it happen to someone else; (c) you learned about it happening to a close family member or close friend; (d) you were 
exposed to it as part of your job (for example, paramedic, police, military, or other first responder); (e) you’re not sure if 
it fits; or (f) it doesn’t apply to you. 

Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events. 

Event Happened 
to me 

Witnessed 
it 

Learned 
about it 

Part of 
my job 

Not 
sure 

Doesn’t 
apply 

1. Natural disaster (for example, flood, hurricane,
tornado, earthquake)

2. Fire or explosion

3. Transportation accident (for example, car
accident, boat accident, train wreck, plane crash)

4. Serious accident at work, home, or during
recreational activity

5. Exposure to toxic substance (for example,
dangerous chemicals, radiation)

6. Physical assault (for example, being attacked, hit,
slapped, kicked, beaten up)

7. Assault with a weapon (for example, being
shot, stabbed, threatened with a knife, gun,
bomb)

8. Sexual assault (rape, attempted rape, made to
perform any type of sexual act through force or
threat of harm)

9. Other unwanted or uncomfortable sexual
experience

10. Combat or exposure to a war-zone (in the
military or as a civilian)

11. Captivity (for example, being kidnapped,
abducted, held hostage, prisoner of war)

12. Life-threatening illness or injury

13. Severe human suffering

14. Sudden violent death (for example, homicide,
suicide)

15. Sudden accidental death

16. Serious injury, harm, or death you caused to
someone else

17. Any other very stressful event or experience



 

_____ 

_____

_____ 

_____ 

_____ __________________________________________________________ 

_____ 

_____ 

_____ 

_____ 

_____ 

_____

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

No 

     _____ _____ 

_____ 

_____ 

_____ 

_____ 

_____ 

Part 2 
A. If you checked anything for #17 in PART 1, briefly identify the event you were thinking of:

B. If you have experienced more than one of the events in PART 1, think about the event you consider the worst event,
which for this questionnaire means the event that currently bothers you the most. If you have experienced only one of
the events in PART 1, use that one as the worst event. Please answer the following questions about the worst event
(check all options that apply):

Briefly describe the worst event (for example, what happened, who was involved, etc.). 

How long ago did it happen? ____________________ (please estimate if you are not sure) 

How did you experience it? 

It happened to me directly 

 I witnessed it 

I learned about it happening to a close family member or close friend 

I was repeatedly exposed to details about it as part of my job (for example, paramedic, police, military, or other 
first responder) 

Other, please describe 

Was someone’s life in danger? 

Yes, my life 

Yes, someone else’s life 

No 

Was someone seriously injured or killed? 

Yes, I was seriously injured 

Yes, someone else was seriously injured or killed 

No 

Did it involve sexual violence? Yes No 

If the event involved the death of a close family member or close friend, was it due to some kind of accident or 
violence, or was it due to natural causes? 

Accident or violence 

Natural causes 

Not applicable (The event did not involve the death of a close family member or close friend) 

How many times altogether have you experienced a similar event as stressful or nearly as stressful as the worst 
event? 

Just once
 

More than once (please specify or estimate the total number of times you have had this experience ______ )
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National Center for PTSD 

Part 3 
Below is a list of problems that people sometimes have in response to a very stressful experience. Keeping your worst 
event in mind, please read each problem carefully and then circle one of the numbers to the right to indicate how 
much you have been bothered by that problem in the past month. 

In the past month, how much were you bothered by: Not at 
all 

A little 
bit Moderately Quite 

a bit Extremely 

1. Repeated, disturbing, and unwanted memories of the
stressful experience? 0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful experience? 0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful experience were
actually happening again (as if you were actually back there
reliving it)?

0 1 2 3 4 

4. Feeling very upset when something reminded you of the
stressful experience? 0 1 2 3 4 

5. Having strong physical reactions when something reminded
you of the stressful experience (for example, heart
pounding, trouble breathing, sweating)?

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings related to the
stressful experience? 0 1 2 3 4 

7. Avoiding external reminders of the stressful experience (for
example, people, places, conversations, activities, objects, or
situations)?

0 1 2 3 4 

8. Trouble remembering important parts of the stressful
experience? 0 1 2 3 4 

9. Having strong negative beliefs about yourself, other people,
or the world (for example, having thoughts such as: I am
bad, there is something seriously wrong with me,
no one can be trusted, the world is completely dangerous)?

0 1 2 3 4 

10. Blaming yourself or someone else for the stressful
experience or what happened after it? 0 1 2 3 4 

11. Having strong negative feelings such as fear, horror, anger,
guilt, or shame? 0 1 2 3 4 

12. Loss of interest in activities that you used to enjoy? 0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Trouble experiencing positive feelings (for example, being
unable to feel happiness or have loving feelings for people
close to you)?

0 1 2 3 4 

15. Irritable behavior, angry outbursts, or acting aggressively? 0 1 2 3 4 

16. Taking too many risks or doing things that could cause you
harm? 0 1 2 3 4 

17. Being “superalert” or watchful or on guard? 0 1 2 3 4 

18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 

20. Trouble falling or staying asleep? 0 1 2 3 4 
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              Green Apple Counseling, LLC               AUTHORIZATION/ REQUEST TO  
              1500 10th Ave South                       RELEASE CONFIDENTIAL 
           Great Falls, MT   59405                  RECORDS AND INFORMATION 
            Tel. 406.866.0350 
            Fax. 406.403.0263 
 
 

Notice: * Protected health information disclosed by this authorization may be subject to re-disclosure 
by the recipient and may no longer be protected by federal privacy law. *Green Apple Counselling, LLC 
may Not condition treatment, payment, enrollment, or eligibility for benefits contingent on signing 
this form. 
 

I, (client name) _________________________________ (Date of Birth) _____________ 

If a minor, Parent’s name: ________________________Relationship: ______________ 

Hereby authorize: __________________________________________ 

Phone Number: __________________________ Fax Number: ___________________ 

To send and receive information of records for Assessment, Treatment Process, Psychotherapy and/or 
Discharge Planning, etc. to GREEN APPLE COUNSELING, LLC. 

The information to be disclosed is marked by a check below: 

____Behavior programs          ____Case/Progress notes    ____Psychological reports 

 ____Mental health Evaluation      ____Treatment plans      ____Entire record 

____ Chemical Dependency Evaluation     _____ Court Documents ____Other _______________ 

        

This consent will expire (Initial one): 

_____1 year from date on which it is signed 

_____ Other Date _______________ 

HIV related information and drug and alcohol information contained in these records will be released 
under this consent unless indicated here: _________do not release. I have had this form explained to me 
and fully understand this request/authorization to release records and information, including the nature of 
the records, their contents and the consequences and implications of their release. This request is 
entirely voluntary on my part. I understand that I may take cack this consent at any time within 90 days, 
by giving written notice of revocation to Green Apple Counseling, LLC, except to the extent an action 
based on this consent has already been taken. 

I understand that my substance use disorder records are protected under federal law, including the 
federal regulations governing the confidentiality of substance use disorder patient records, 42 C.F.R. Part 
2, and the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), 45 C.F.R. Parts 160 and 
164, and cannot be disclosed without my written consent unless otherwise provided for by the 
regulations. 

 

 

 Client or Parent/Representative Signature      Date 

_____________________________________________________________________________ 

Green Apple Counseling, LLC Signature       Date 
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