
1 Adult History – Symptom Checklist 

, LLC 

Christy Elzer-Williams, MA, MS, LPC 
Licensed Professional Counselor 

Adult History - Symptom Checklist 

Client Name:___________________________________________ Date:  _______________________ 
Address:___________________________________________________________________ 
City:_____________________________State:___________Zip:______________________ 
Primary Telephone Number:__________________________ 
Email Address:________________________________    Insurance Type:  ___________  

 Member #:__________________ 
Date of Birth:___________________  Age:________ 

What made you decide to seek services? 
__________________________________________________________________________________________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 

ADULT CURRENT SYMPTOM CHECKLIST:  (check mark the rate the intensity of symptoms currently present) 

None=This symptom is not present at this time.  Mild=Impacts quality of life, but no significant impairment of day-to-day functioning.  
Moderate=Significant impact on quality of life and/or day-to-day functioning.  Severe=Profound impact on quality of life and/or day-to-day 
functioning 

Symptom None Mild Moderate Severe Symptom None Mild Moderate Severe 
Depressed mood Hallucinations: visual 
Appetite issues Hallucinations: audio 
Sleep disturbance Dissociative states 
Fatigue/low 
energy 

Significant weight 
gain/loss 

Poor 
Concentration 

Anorexia 

Worthlessness Binge Eating 
Hopelessness Purging/vomiting 
Mood Swings Laxative/diuretic use 
Emotional Substance Abuse 
Manic Feelings Physical Tension  

 Agitation Lack of Sexual Desire 
Anger/Irritability Self-mutilation 
Social Isolation Guilt 
Conduct 
Problems 

Grief 

Oppositional 
Behaviors 

Health Worries 

Aggressive 
Behaviors 

Domestic Emotional, 
Physical or Sexual Abuse 
(V)* 

Hyperactivity 
(now or in the 
past) 

Domestic Emotional, 
Physical or Sexual Abuse 
(P)* 

7734 Madison Blvd, STE 118 
Huntsville, AL 35806 
256-542-1415
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Excellent Fair

   Good Poor 

Symptom None Mild Moderate Severe Symptom None Mild Moderate Severe 
Generalized 
Anxiety 

Past Emotional 
Trauma (V)* 

Panic Attacks Past Physical 
Trauma (V)* 

Inability to Cry Past Sexual Trauma (V)* 
Phobias Fear of Abandonment 
Obsessions Suicidal Thoughts 
Impulsive 
Behaviors 

Intense Loneliness

Paranoia Perfectionism 
*V=victim P=perpetrator

MEDICAL HISTORY:(check all that apply) 

    Describe your current physical health: 

Allergies Diabetes Lupus 
Alzheimer’s 
disease/dementia 

Fibromyalgia/Epstein-
Barr 

Migraines 

Arthritis (osteo) Gastro-intestinal 
difficulties 

PMS/PMDD 

Arthritis 
(rheumatoid) 

Head injury Stroke 

Cancer (type) Heart disease Thyroid 
Problem 

Chronic pain High blood pressure 

Mental Health 
Diagnosis: 

Medications: 

Exercise and Nutrition 
Exercise: Eating Habits: Supplements:
How much cardio in minutes? __________ day or 
week 

How many times do you eat a day? ____________ Do you take any supplements? ____________ 

How much weights in minutes? _______ day or 
week 

How often do you eat fried foods and sugar? 
_______________  

List Suppliments:

Do you spend in time outside or in nature? ________ 
How much caffeine do you drink a day? 
___________ 

FAMILY HISTORY: (mark all that apply in each box) 
During childhood: Present for 

entire 
childhood: 

Present for 
part of 
childhood: 

Not 
present 
at all: 

Substance 
Use 

Abusive 
to you or 
others 

Describe 
Current 
Relationship 

 Mother 
Father 
Stepmother 
Stepfather 
Brother(s) How 
many? Ages 
Sister(s) How 
many? Ages 
Grandparents 
Other (specify) 
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RELATIONSHIP HISTORY: 

SUBSTANCE USE HISTORY: (check all that apply in each box) 

Current Alcohol/ Drug Use Status: Marijuana Use Status: Other Drug Use Status:

How many drinks?__________ day or week Current Marijuana Use: Yes/No 
Any other substances Yes/No 
What type? ________________ 

Do you black out? Yes/No 
Past Marijuana Use: Yes/No  How long have you had this habit?

Are people concerned about your drinking/drug use? 
Yes/No How long since past use?  Have you ever been in treatment? 

SOCIO-ECONOMIC HISTORY: (mark all that apply in each box) 

Activities: 

Currently active in 
community/recreational 
activities? 

   Yes  No  If yes, specify: 

Formerly active in 
community/recreational 
activities? 

   Yes  No  If yes, specify: 

Currently engaging in hobbies?    Yes  No  If yes, specify: 

Describe Childhood Family Experience: 
Normal home environment 
Chaotic home environment 
Experienced neglect 
Witnessed physical/verbal/sexual 
abuse toward others 
Experienced physical/verbal/sexual 
abuse from others 

Parent’s Current Status: 

Married to each other ___________________(years/months) 

Separated for _________________________(years/months) 

Divorced for ____________________(years/months) 

Mother remarried _________________times 

Father remarried __________________times 

Mother involved with someone         Yes     No 

Father involved with someone           Yes    No 

Mother deceased for ______years at age _______ 

Father deceased for _____years at age_________ 

Current Relationship Status: 
Partners Name___________________________ 
Living together_______________(years/months) 
Engaged ____________________(years/months) 
Common law ________________(years/months) 
Married for __________________(years/months) 
Separated for ________________(years/months)  
Divorce in progress ___________(years/months) 
Divorced for _________________(years/months) 
_____________ prior marriages (self) 
_____________ prior marriages (partner) 
Widowed_____________ (Date of loss) ______________ 
Years together before loss __________  
His or her name: 
Children: 
Name and age: 
Name and age: 
Name and age: 
Name and age: 
Name and age: 

Relationship Satisfaction: 

Very satisfied with 
relationship  

Satisfied with relationship  

Somewhat satisfied with 
relationship  

Dissatisfied with relationship 

Very dissatisfied with 
relationship 
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Formerly engaged in hobbies?    Yes  No  If yes, specify: 

What is your religious 
preference? 

 Adventist  Church 
of Christ 

 Non-
denominational 

  Jewish    Spiritual 

 Baptist   Lutheran   Pentecostal    Agnostic        Other: 

 Catholic    Mormon   Presbyterian    Atheist 
Currently active in 
religious/spiritual practices? 

   Yes  No Any additional information: 

Formerly active in 
religious/spiritual practices?    Yes  No  

Any additional information: 

Would like to include 
religious/spiritual practices into 
counseling sessions? 

   Yes  No  
Any additional information: 

Work History 
Current Place of Employment: 
Current Job Title: 

Living Situation: 

Housing adequate 

Homeless 

Housing overcrowded 

Housing dangerous/ deteriorating 

Living with parents/ other family 

Living companions dysfunctional 

Social Support System: 

Supportive network 

Few friends 

Substance-use-based friends 

No friends 

Distant from family of origin 

Financial Situation: 

Relationship conflict over 
finances 

Large indebtedness 

Poverty or below-poverty 
income 

Bankruptcy 

Gambling habit/impulsive 
spending 

Social Interactions: 

I enjoy my friends 

I find it hard to make friends 

I don’t want to have friends 

I isolate myself 

I am very shy 

I am always angry at my 
friends 

People tell me I’m controlling 

People don’t like me 

Legal History: 

No legal problems 

Currently on parole/probation 

Arrest(s) not substance-related 

Arrest(s) substance-related 

Court ordered this treatment 

Jail/prison _________ time(s) 

Total time served: 

Describe last legal difficulty: 

Employment: 

Employed and satisfied 

Employed but dissatisfied 

Unemployment 

Coworker conflicts 

Supervisor conflicts 

Unstable work history 

Disabled:__________________ 

Education (Please indicate highest level of education) 

Education Level School of Study Major 

High School – Highest Level of 
Completion 

GED 

Associates Degree  

Bachelors Degree 

Masters Degree 

Doctorate Degree 



Any Additional Information: 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Treatment Goals 
Reduce a fear  Improve 

Communication with a 
Loved One 

 Learn how to relax  

Better tolerate my 
mistakes 

 Better manage my 
health 

 Feel less depressed  

Better accept a loss or 
death 

 Feel less guilty  Learn how I come across to others  

Feel less depressed  Increase socialization  Doubt myself less  
Think more positively  Improve my sexual 

relationship 
 Control my eating or weight  

Control my alcohol or 
drug use 

 Change a bad habit  Reduce uncomfortable thoughts  

Learn more effective 
parenting skills 

 Improve my sleep  Reduce my sensitivity to possible 
criticism 

 

Talk about a pending 
decision 

 Increase self-esteem  Reduce family difficulties  

Reduce job stress  Better manage my 
temper 

 Take initiative more often  

Decrease 
procrastination 

 Better manage time  Decrease trying to be perfect  

Discuss my thoughts 
about hurting myself 

 Discuss my thoughts 
about hurting others 

   

 

 



1 Client Information and Consent to Treatment/Disclosure Form 

, LLC 

Christy Elzer-Williams, MS, MA, LPC 
Professional Licensed Counselor 

Client Information and Consent to Treatment/Disclosure Form 

Welcome! It is my desire to assist you in making informed decisions about your treatment. As a client of psychotherapy and as 
a consumer, you have certain rights. Therefore, I will explain the information you are entitled to know, such as my view of the 
therapeutic process, and my expectations for the cooperative working agreement. Please feel free to ask questions about any 
of the following information.

1. Education and Training:
Master of Arts degree in Counseling from Liberty University, April 2015. 
Master of Science degree in Management Information Systems from Florida Institution of Technology in May 2006 
Bachelor of Science degree in Management Information Systems from the University of Alabama in Huntsville, May 2003.

2. Credentials, certifications, and Licenses:
Professional Licensed Counselor 3767

3. The Therapeutic Process:
Counseling has both benefits and risks. Benefits for people who undertake counseling often include a reduction in feelings of 
distress, more satisfying relationships, increased clarity and resolution of specific problems. Growth nearly always brings 
change, and sometimes change (even positive change) causes stress. Potential risks of counseling involve recalling 
unpleasant aspects of your personal history that may bring up distressing thoughts and feelings. Every effort will be made to 
assist you to reach your therapeutic goals. If you have any concerns about your progress or the results of your counseling 
experience, please talk with me at any time during our work together.

4. General Structure of Therapy Sessions:
I do psychotherapy in weekly or biweekly sessions of 50 to 90-minute periods. Length or frequency of sessions can be 
increased or decreased to reflect your therapy needs. It should be noted that if you arrive late for a session, you are still 
responsible for the total fee of the session and time will still end as usual.

5. Canceling Information and Scheduling:
You must call to cancel a session equal to and/or no less than 24 hours in advance or you will be charged $25. Certain 
circumstances may be taken under consideration if this should happen. Appointments can be made either by phone, face to 
face or by email. 

_______client initials

6. Payment:
My out-of-pocket fee is $110 for a 50-minute session. If you have insurance you will be responsible for your copay or 
deductible.  It is the client's responsibility to understand all expenses that may or may not be covered by the insurance policy.  

Sessions can be increased or decreased as needed, wherein the cost would appropriately reflect this change. Payment is 
expected upon receipt of services. There is a $10 late fee for past due payments and if I receive a returned check, a $35 fee will 
apply to the total amount. Phone consultations of 15 minutes or more will be charged my office visit rates.  All requested 
letters and paperwork start at a fee of $25. 

The standard fee for all court-related work is $200 per hour. The standard fee for all other services rendered including but not 
limited to phone calls and email time (non-administrative in nature), report writing, consultations and authorized release of 
information requests will be billed at a rate of $100 per hour. Fees for these services are not covered by insurance and will be 
your responsibility.
 I have read and understand payment as it applies. _______client initials

8191 Madison Blvd, Suite A1 
Madison, AL 35758 
256-542-1415
christy.elzer@gmail.com
www.counselinghuntsville.com



2 Client Information and Consent to Treatment/Disclosure Form 

7. Insurance:
It is mandatory before the first session for the client to provide his or her insurance information.  I will try to check benefits to 
my best ability.  If complications with the insurance company occur before the session, it will be required that the client pays 
the full amount.  Once the benefits are verified, the client will be refunded the difference. 

_______client initials

8. Messages:
Every effort will be made to return calls and/or emails within a 24-hour period, unless otherwise stated. I will attempt to check 
my messages during my days off but no guarantee will be made to call you within the 24 hours. I will however contact you on 
my next business day.

8. Emergencies:
While my practice is not prepared to handle emergencies, please either dial 911 or head to your nearest Emergency room. I 
have also given you an emergency phone list which you should utilize. Once you have either called 911 or gone to the 
emergency room, please leave me a voice mail indicating you have done so.

9. Confidentiality:
The information provided by and to a client during therapy sessions is legally confidential and will not be released without the 
client’s signed consent. Exceptions to the rule of confidentiality:   
 If I feel there is a threat of you harming yourself and/or other(s).
 If I suspect child or dependent adult abuse/neglect either past or present.
 If there are collection proceedings.
 If a client files a grievance against a therapist.
 If there is a court order for counseling.

You should be aware that confidentiality cannot be assured for electric communications like cell phones, emails, and fax. You 
cannot hold your counselor responsible or liable for breach of confidentiality if you choose to communicate with your 
psychotherapist by these electric means. You also give permission for such electric communications to take place in 
consultation with your counselor.

I have read and understand electronic communication as it applies. ______Client initials

10. Feedback

Please let me know if you ever feel your needs are not being met in counseling.  It is important that we can openly discuss your 
treatment plan and make appropriate adjustments.  Premature counseling termination include; conflict phobia, shame, and 
feelings of hopelessness.  I will request for feedback at every counseling session.  Your honesty will increase counseling 
efficiency and treatment success.   

I have read and understand feedback as it applies.      ______Client initials   

11. Client Rights:

You are entitled to information about my methods of therapy, techniques used, duration of counseling (if we are able to 
determine it), and the fee structure. 
You can seek a second opinion from another therapist or terminate therapy at any time. 
In a professional relationship, sexual intimacy is never appropriate and should be reported to the board that licenses, 
registers or certifies the licensee, registrant, or certificate holder.

12. Records:
Records include identifying information, dates of sessions, an initial assessment, treatment plan, and any consultations or 
collateral contacts made. Your records will be stored safely with attention to your privacy. They can only be released with your 
written permission and direction. I may sometimes summarize the content related to the request rather than release the 
entire record.

You will not be given a photocopy of your record, but you will be granted reasonable access. If you choose to read your record, 
it is my policy to be present in order to respond to any questions or confusion you may have about the recordings.  
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13. Termination:
Termination will usually be agreed upon mutually, however, you are free to terminate at any time. In rare instances, it may 
be in my best clinical judgment to terminate services despite your wish to continue. These instances can include: treatment 
goals have been met, a need for special services outside the area of my competency, and/or a failure to meet the terms of 
our fee agreement. 
Should this occur, the reason for termination will be discussed with you, and you will be helped to make different 
plans for yourself, including a referral to more appropriate resources. 
If you have any questions and/or concerns, please feel free to ask.

14. Policies:
Upon entering the therapy room, I ask that you turn off anything that rings, beeps, buzzes, etc. You are expected to turn off all 
your gadgets and make necessary arrangements, so you will not need to be disturbed during your appointment. It is 
recommended that you leave electronic equipment in your car. This will save you time and expense. 
Payment is required at each appointment. Cash, Check, and Credit Cards are accepted and as stated earlier, a $35.00 fee 
will apply for returned checks. 

ACKNOWLEDGEMENTS: 
I have received a copy of the Notice of Privacy Practices ______Client Initials 
I have received an Emergency Numbers sheet ______ Client Initials

My signature below indicates that I have read the preceding information and understand my rights as a client and agree 
to abide by the terms specified in the document.

____________________________________ ________________ 
Client Signature Date

____________________________________ ________________ 
Second Client Signature Date

____________________________________ _________________ 
Parent/Guardian (if client is under 15 years of age) Date

_____________________________________ _________________ 
Signature of Counselor Date
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