
!
!

GROUP!COUNSELING!AGREEMENT!
!
It#is#important#that#all#group#members#be#aware#of#and#follow#the#guidelines#listed#below.##
Respectful#behavior#to#other#group#members,#facilitators#and#staff#is#required#and#all#staff,#
shall,#likewise,#treat#you#fairly.###
!
Confidentiality:!!If!the!courts,!Community!Corrections,!Mental!Health,!or!another!agency!
has!referred!you!for!services,!your!signature!allows!us!to!communicate!your!attendance,!
compliance,!progress,!level!of!participation,!facilitator!concerns,!and!criminal!behavior!to!
said!referral!source.!!Your!signature!also!permits!Commonwealth!Catholic!Charities!to!
communicate!with!appropriate!persons!including!your!victim/partner!or!a!designated!
representative!of!the!victim/partner.!!If!you!disclose!any!statements!concerning!bodily!
harm!or!threats!of!bodily!harm!to!any!person,!any!threats!or!attempts!to!commit!suicide,!or!
the!facilitator!has!any!belief!that!abuse!or!neglect!of!a!child!or!vulnerable!adult!has!
occurred,!then!the!appropriate!authorities!will!be!notified.!!Otherwise!the!information!we!
receive!shall!remain!confidential.!!You!are!required!to!keep!confidential!any!information!
you!receive!about!other!participants!in!group.!!Reviewers!and!agencies!with!whom!
Commonwealth!Catholic!Charities!maintains!a!cooperative!agreement!may!observe!the!
group.!
!
Payment!Policy:!!There!is!a!$20!fee!per!group.!!Payment!is!due!at!every!session.!!Cash!and!
money!orders!are!accepted!at!all!locations.!!Credit!cards!are!accepted!at!some!locations.!!
You!must!verify!the!option!of!credit!card!payment!prior!to!beginning!groups.!!An!initial!
assessment!is!required!prior!to!joining!group.!!The!initial!assessment!fee!is!$60.!!A!$25!no!
show!fee!will!be!added!if!you!fail!to!cancel!your!assessment!appointment!24Nhours!prior!to!
your!scheduled!appointment!time.!!Clients!who!reNenroll!after!a!6!month!gap!in!service!will!
be!required!to!complete!a!new!assessment!and!pay!fees!accordingly.!!All!payments!for!
services!received!are!nonNrefundable.!
!
Cancellations:!!The!group!meets!weekly.!!We!reserve!the!right!to!cancel!the!session!or!
change!the!time!or!location,!due!to!holidays!or!other!reasons.!!We!will!make!every!effort!
not!to!do!this.!!For!closing!due!to!inclement!weather,!please!call!CCC!for!an!update.!
!
Participation!&!Assignments:!!The!group!facilitator!may!give!assignments!to!be!done!
during!the!week.!!These!assignments,!along!with!positive!participation,!are!essential!to!
successful!completion!of!the!program.!!If!a!client!does!not!participate!or!appears!to!be!
disruptive!(off!topic,!inNconflict!with!the!facilitators!or!group!members,!negative!influence!
on!group),!the!facilitators!may!remove!the!participant!from!the!program.!!!
!



Attendance!Policy:!!Group!participants!are!required!to!attend!a!set!number!of!group!
sessions.!!To!be!considered!present!at!group,!participants!must!arrive!no!more!than!5!
minutes!after!the!set!time!for!the!start!of!group.!!Participants!who!arrive!later!than!5!
minutes!will!not!be!allowed!into!the!group!and!will!be!considered!absent.!!Once!group!
begins!you!are!expected!to!stay!until!dismissed!by!the!group!facilitator.!!Participants!who!
fail!to!complete!the!program!due!to!excessive!absences!may!reNenroll!if!agreed!upon!by!the!
referring!entity!and!the!counseling!program.!!Participants!who!restart!will!not!be!given!
credit!for!sessions!attended;!they!will!begin!over!again.!
The!Batterer!Intervention!Program!is!a!24!session!program.!!Participants!must!attend!24!
groups!to!complete!the!program.!!Participants!in!the!Batterer!Intervention!Program!are!
allowed!a!maximum!of!four!(4)!absences!during!the!24!week!program,!and!are!required!to!
make!up!missed!sessions.!!
The!Anger!Management!Program!is!a!12!session!program.!!Participants!must!attend!10!
sessions!to!complete!the!program.!!Participants!are!allowed!a!maximum!of!2!absences.!!If!
you!miss!more!than!2!sessions,!you!may!continue!attending!the!weekly!sessions,!but!you!
will!not!receive!a!certificate!of!completion.!!!
!
Group!Rules:!!

• Cell!phones,!pagers,!and!other!electronic!devices!must!be!turned!off!during!the!group.!
• Comply!with!all!court!orders!and!all!conditions!of!Protective!Orders.!
• You!may!not!bring!outside!visitors!or!children!to!the!group.!!Childcare!is!not!provided.!
• Respect!will!be!shown!to!all!group!members!to!create!a!safe!environment!for!discussing!

issues!and!concerns.!
• Profanity,!threats,!disruptive!behavior,!or!derogatory!racial,!ethnic!or!sexist!comments!will!

result!in!removal!from!group.!
• Comments!will!be!addressed!to!the!entire!group!and!participants!will!not!engage!in!side!

conversations!during!the!sessions.!
• Stay!focused!and!restrict!comments!to!the!topics!and!issues!being!discussed.!
• Do!not!monopolize!the!group!conversation;!allow!other!group!members!to!speak!and!be!

heard.!
• No!weapons!of!any!kind!may!be!brought!to!group!meetings.!
• Do!not!attend!groups!under!the!influence!of!drugs!or!alcohol.!!If!a!group!facilitator!suspects!

that!anyone!is!attending!group!under!the!influence,!that!person!will!be!asked!to!leave!the!
group!and!will!be!recorded!as!absent.!!The!appropriate!probation!officer!or!referral!source!
will!be!notified.!

• Stop!using!violent,!abusive,!threatening!and!controlling!behavior,!which!includes!stalking!
victims!and/or!children.!

• Do!not!seek!information!about!the!victim!from!the!victim,!judicial!hearings,!or!other!means.!
!
A!signature!below!indicates!that!you!agree!to!comply!with!the!terms!of!the!
agreement.!!Violations!of!the!agreement!will!result!in!termination!of!services.!

!
#
________________________________________________! ______________________________________________________! _____________________!
Client!Name! ! ! ! Client!Signature! ! ! ! ! Date!
!
!



!

!
!
!

CLIENT!INFORMATION!
!

!
!

COUNSELING!CLIENT!INFORMATION!
 
CLIENT’S!NAME:!_____________________________________________________________________________________!

!!!!!!!!!(Last)! ! ! ! !(First)! ! !! !!!!!!!!!!!(Middle!Initial)!
!
GENDER:! ! _!!!SSN:!_________________!!!!DATE!OF!BIRTH:!_____________!!!RACE:__! _____!
!

MARITAL!STATUS:!!Single!!!!!!!Married!!!!!!!!Separated!!!!!!!!Divorced!!!!!!!!Widowed!
!

EMPLOYMENT!STATUS:!!Employed!!!!!!!Unemployed!!!!!!!Student!!
!
HOME!ADDRESS:! ! ! ! ! ! ! ! ! ________________!!!!!!!!

!!!!!!(Street)!! ! !!!!!!!!!!!!!!!!(Apt)!! !!!!!!!!!!!!!(City/State)!! !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!! (Zip!Code)!
!
How!long!have!you!lived!at!this!address?!____________________!County:!___________________________!
!
!
!

!
REFERRING!PARTY!

!
!
!
!
!
!
!

EMERGENCY!CONTACT!
!

!

Name___________________________________________________________________! Birth!Date!________________________________!

Race!____________________________________!!! ! ! ! ! Sex:!!Male!!!Female!!!

Marital!Status:!!Single!!!Married!!!Separated!!!Divorced!!!Widowed!!!!!!!!!!!!!!!!!Past!Client:!!Yes!!!No!

Mailing!Address!__________________________________________________________________________________________________________!

City!______________________________!!State!______________!!Zip!Code!_______________________!!County!________________________!

Home!Phone!_________________________________________!!Cell!Phone!________________________________________________!

May!we!leave!a!message!at!the!numbers!provided?!!!Yes!!!No!

ENMail!Address!_________________________________________________________________________________________________!!!

Employer!______________________________________________________________!!!Work!Phone!__________________________________!

Employer!Address!____________________________________________!City!_________________________!!Zip!Code!________________!

Social!Security!Number!_______________________________!!!!

How!did!you!hear!about!our!services?!!________________________________________________________________________________!

In!case!of!emergency,!who!should!be!notified?!

Name!____________________________________________________!Phone!______________________________________!!

!

Name!___________________________________________________!!Email!_________________!_______________________________________!

Referring!Agency/Organization!_______________________________________________________________________________________!

Phone!__________________________________________________!!!Fax!___________________________________________________________!

!

Name!___________________________________________________!!Relationship!to!Client!_______________________________________!

Home!Phone!___________________________________________!!Cell!Phone!____________________________________________________!

Address!__________________________________________________________________________________________________________________!

!



!
!

EMERGENCY!INFORMATION!FORM!
!
Commonwealth! Catholic! Charities! provides! 24Nhour! emergency! telephone! coverage! for!
emergencies! experienced! by! current! program! clients.! Please! read! the! following! procedures!
carefully!and!discuss!them!with!your!counselor.!
!
1. You!must!be!a!current!client!of!a!counselor!at!Commonwealth!Catholic!Charities!to!access!24N

hour! emergency! telephone! services.! If! you! have! not! been! seen! by! a! counselor! at!
Commonwealth!Catholic!Charities!within!the!last!month!(30!days),!you!will!not!be!considered!
a!current!client.!!NonNcurrent!clients!should!call!local!crisis!numbers.!

!
2. You!will! be!directed! to! the!24Nhour! emergency! telephone! service! if! you! are! experiencing! an!

emergency!that!demands!immediate!telephone!contact!with!a!mental!health!professional.!This!
is!NOT!a! telephone!counseling!service! to!be!used!to!alleviate! loneliness,!worry,!or! to!discuss!
issues!that!can!be!handled!at!appointments!during!office!hours.!

!
3. If! you! are! experiencing! an! emergency! during! our! business! hours! (MondayNFriday,! 8:00! AM!

until! 5:00! PM)! please! call! your! local! office! of! Commonwealth! Catholic! Charities.! ! If! you! are!
experiencing!an!emergency!during!nonNbusiness!hours,!please!call!(804)!349N5494.!This!is!an!
emergency! number! answered! by! an! onNcall! counselor! who! will! help! with! your! emergency!
situation.!

!
4. For! issues! that! are! not! an! emergency,! please! call! Commonwealth! Catholic! Charities! office!

number!and!leave!a!message!or!call!back!during!business!hours.!!

!
My!signature!indicates!that!I!have!read!and!understand!this!information!and!I!agree!to!abide!by!
these! conditions.! My! signature! also! gives! my! permission! for! contact! between! Commonwealth!
Catholic!Charities! staff!and!mental!health!crisis! intervention!staff,!magistrates,! law!enforcement!
officials,!hospital!emergency!room!staff,!doctors,!etc.!concerning!an!emergency.!
#
________________________________________________! ______________________________________________________! _____________________!
Client!Name! ! ! ! Client!Signature! ! ! ! ! Date!

!
!
!
!

OTHER!COMMUNITY!RESOURCES!TO!CONTACT!IN!THE!EVENT!OF!AN!EMERGENCY!!
!

Local!Community!Service!Board!Mental!Health!Center!Crisis!Intervention!Services:!
Albemarle!County!!! 434N972N4010! ! New!Kent!County! 804N966N2496! ! !
Charlottesville! ! 434N972N1800! ! Orange!County!! 434N972N1800!
Chesterfield!County!!!!!!!804N748N6356!! Richmond!City!! 804N819N4100!
Dickenson!County! 276N926N1650! ! Roanoke! ! 540N981N9351!
Henrico!County! 804N261N8484! ! Roanoke!Connect! 540N981N8181!
Lee!County!! ! 276N346N3590! ! Scott!County! ! 276N225N0976!
Louisa!County! ! 434N972N1800!!!!!!! Wise!County! ! 276N523N8300! !
! !
Hospital!Emergency!Rooms! ! Local!Police!Departments! ! Call!911!



!
!

WHEN!YOU!CHOOSE!TO!RECEIVE!SERVICES!AT!COMMONWEALTH!CATHOLIC!CHARITIES,!
YOU!ARE!PROTECTED!BY!THE!FOLLOWING!RIGHTS!AND!AGREE!TO!THE!FOLLOWING:!

!
CLIENT!RIGHTS!

!
• To!have!access!to!treatment!or!services!regardless!of!your!race,!national!origin,!sex,!age,!

religion!or!disability.!!! !
• To!be!informed!of!your!rights!and!responsibilities!to!receive!services.!!!
• To!receive!enough!information!at!Intake!to!make!educated!choices!about!using!agency!services,!

including!expectations,!hours!and!rules!of!conduct.!!!
• To!receive!confidential!treatment/services!and!to!have!information!about!you!maintained!in!a!

confidential!manner!within!the!limits!of!the!law.!
• To!participate!in!all!service!decisions.!!
• To!receive!notice!of!any!fees!and!estimated!or!actual!costs!before!receiving!services.!
• To!be!informed!of!how!to!make!a!complaint,!grievance!or!appeal.!
• To!refuse!service,!unless!required!by!law!and!to!be!informed!of!any!consequences!of!refusing!

the!service.!!
• To!review,!copy!and!request!a!change!in!your!client!record!subject!to!and!in!accordance!with!

applicable!state!and!federal!laws.!
• Minors!will!be!served!with!the!consent!of!a!parent!or!legal!guardian.!!In!those!instances!when!a!

minor!is!deemed!an!adult!as!per!the!Code!of!Virginia,!mental!health,!counseling!and!adoption!
services!will!be!provided!with!the!consent!of!the!individual!seeking!services.!

!
CLIENT!RESPONSIBILITIES!

!
• To!treat!clients,!agency!staff!and!volunteers!with!dignity!and!respect.!
• To!participate!actively!in!the!services!that!you!receive,!including!the!development!of!your!

treatment/service!plan.!
• To!observe!and!follow!program!rules!of!conduct!and!behavior.!
• To!accept!responsibility!for!your!actions!or!choices.!
• To!provide!relevant!information!as!a!basis!for!receiving!services!and!participating!in!service!

decisions.!
!

IF!YOU!FEEL!YOUR!RIGHTS!ARE!BEING!VIOLATED,!PLEASE!CONTACT:!
!

Executive!Director!
1601!Rolling!Hills!Drive!
Richmond,!VA!23229!
(804)!285N5900!

!
I!acknowledge!that!my!rights!have!been!explained!to!me!and!I!have!been!provided!with!a!copy!of!
the!client!rights!form.!
!
________________________________________________! ______________________________________________________! _____________________!
Client!Name! ! ! ! Client!Signature! ! ! ! ! Date!
!
!
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RELATIONSHIP, FAMILY & SOCIAL HISTORY 

Please provide the following information about the person you were charged with assaulting.   
Name: _________________________________________________________________________________ 
Date of Birth: ________________ Race: ______________________ Gender: _____________________  
Address: _______________________________________________________________________________ 
County_______________________ City _________________________State __________ Zip __________ 
Phone __________________________________ Alternate Phone __________________________________ 
Employer: ______________________________________  Phone __________________________________ 

Do you currently live with the person listed above?    Yes      No 

What is your relationship with the person you listed above? 
 Partner - Still Together      Ex-Partner – Separated      Ex-Partner – Divorced     

Family Member : ______________________ Roommate      Friend      Coworker 

 Stranger      Other : ______________________

Please describe your current relationship with this person: ________________________________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________ 

How long have you know this person or been in a relationship with this person? _______________________ 

Do you have any children or step-children? 
 Yes      No 

Do you have any children or step-children with the above named person? 
 Yes           No          N/A 

Please list any children (including step-children, your partner’s children, and grandchildren) inside and 
outside your home with whom you have regular contact: 
Name:                                                           Age:         Address: 
_______________________________       ________       _________________________________________ 
_______________________________       ________       _________________________________________ 
_______________________________       ________       _________________________________________ 
_______________________________       ________       _________________________________________ 
_______________________________       ________       _________________________________________ 
_______________________________       ________       _________________________________________ 
_______________________________       ________       _________________________________________ 
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Who raised you? _________________________________________________________________________ 
 
Who made the rules and enforced discipline in your household growing up?  _________________________ 
_______________________________________________________________________________________ 
 
What forms of discipline or punishment did you receive as a child? _________________________________ 
_______________________________________________________________________________________ 
 
How would you describe your parents’/guardians’ relationship?  

 Good      Fair      Poor      Not Applicable 
 
Were your parents/guardians abusive towards each other?    

 Yes           No 
If yes, describe the abuse: __________________________________________________________________ 
_______________________________________________________________________________________ 
 
Did you experience any form of abuse during you childhood? 

 Yes       No 
If yes, what forms of abuse did you experience?   Check all that apply. 

  Physical  Abuse     Emotional Abuse     Sexual  Abuse    Neglect 
Who abused you? ________________________________________________________________________ 
_______________________________________________________________________________________ 
 
Were your parents/guardians abusive to other children in the home? 

 Yes       No 
If yes, what forms of abuse did they experience? Check all that apply. 

  Physical  Abuse     Emotional Abuse     Sexual  Abuse    Neglect 
Who abused them? _______________________________________________________________________ 
_______________________________________________________________________________________ 
 
Did you witness or experience any violent or traumatic events during your childhood? 

 Yes       No 
If yes, what did you witness or experience? ____________________________________________________ 
_______________________________________________________________________________________ 
 
When you were a child, was law enforcement or social services involved in any way with your family?   

 Yes       No 
If yes, please briefly expain: ________________________________________________________________ 
_______________________________________________________________________________________ 
 
Have any of your family members been to jail or prison? 

 Yes       No 
If yes, who and for what charges? ____________________________________________________________ 
_______________________________________________________________________________________ 
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Do you have friends, family members or coworkers that you spend time with? 
 Yes       No 

How often do you spend time with them, and what do you do? _____________________________________ 
_______________________________________________________________________________________ 
 
Do you ever feel lonely or unsupported? 

 Yes       No 
If yes, what do you do when you feel this way? _________________________________________________ 
_______________________________________________________________________________________ 
 
What is the highest level of education you completed? 

 Some High School   
 High School Diploma  
 GED   
 Some College   

  College Degree   
  Post-Graduate Degree   
 Trade or Vocational School  
 Other: ____________________ 

 
What is your current work status? 

 Employed Full Time 
 Employed Part Time 
 Unemployed 

 Retired 
 Full Time Student 

 
Have you ever served in the military? 

 Yes       No   
If yes, when? ____________________________________________________________________________ 
Were you involved in combat? ______________________________________________________________
 
Do you have any disabilities? 

 Yes       No 
If yes, what kind? 

  Physical disability that affects mobility 
  Blindness or Visual Impairment     
  Disability that affects hearing 
  Learning Disability 
  Psychiatric Disability 
  Other: ____________________ 
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BEHAVIORAL HISTORY 
 
Has violence been a problem in any of your previous relationships? 

 Yes       No 
If yes, please explain: _____________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
Describe the first violent incident between you and a family member or someone with whom you had a 
relationship: 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
Describe the most recent violent incident between you and a family member or someone with whom you had 
a relationship:  
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
Describe the worst violent incident between you and a family member or someone with whom you had a 
relationship:  
_______________________________________________________________________________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________ 
 
Has a family member or anyone you were in a relationship with ever sought help from family, friends, or a 
shelter due to violence? 

 Yes       No 
If yes, please explain: _____________________________________________________________________  
 
Has a family member or anyone you were in a relationship with ever sought or required medical attention 
due to your violence? 

 Yes       No 
If yes, please describe the dates and extent of injuries: ___________________________________________ 
 
Have you ever abused a child? 

 Yes       No 
If yes, what forms of abuse did you use (check all that apply): 

  Physical  Abuse     Emotional Abuse      Sexual  Abuse    Neglect 
 
Have you ever hurt a family pet? 

 Yes       No 
If yes, please describe: ____________________________________________________________________  
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Have you ever used PHYSICAL ABUSE to get what you want from another person or to get your way in a 
relationship?  Physical abuse includes, but is not limited to, slapping, punching, choking, pulling hair, 
pushing, restraining, kicking and use of weapons. 

 Yes       No 
 
Have you ever used SEXUAL ABUSE to get what you want from another person or to get your way in a 
relationship?  Sexual abuse includes, but is not limited to, pressuring another person into sexual acitivity, 
forced sex, attacking breasts or genitals, and violent sex. 

 Yes       No 
 
Have you ever used ANGER AND INTIMIDATION to get what you want from another person or to get 
your way in a relationship?  Anger and intimidation includes, but is not limited to, screaming and yelling, 
throwing or breaking things, pounding fists, punching walls, and reckless driving with others in the vehicle. 

 Yes       No 
 
Have you ever used THREATS to get what you want from another person or to get your way in a 
relationship?  Threats include, but are not limited to, threatening to use weapons against another person, to 
destroy property, to injure family or friends, to commit suicide, to take away the children, and to report them 
to authorities such as immigration or child protective services. 

 Yes       No 
 
Have you ever used EMOTIONAL ABUSE to get what you want from another person or to get your way in 
a relationship?  Emotional abuse includes, but is not limited to, insulting others, calling them names, verbally 
putting them down and humiliating them. 

 Yes       No 
 
Have you ever used ISOLATION to get what you want from another person or to get your way in a 
relationship?  Isolation includes, but is not limited to, keeping another person from going to work or school, 
going out with friends or family, listening to their telephone conversations, taking away or destroying their 
cell phone, opening their mail, following them and questioning their whereabouts. 

 Yes       No 
 
Have you ever used FINANCIAL ABUSE to get what you want from another person or to get your way in a 
relationship?  Financial abuse includes, but is not limited to, requiring a penny by penny account of money 
your partner spends, and not allowing your partner to work, and not allowing your partner to have their 
money. 

 Yes       No 
 
Have you ever used CHILDREN to get what you want from another person or to get your way in a 
relationship?  Using children includes, but is not limited to, using visitation to harass a partner, threatening to 
take the children away from a partner, and using children to relay messages to a partner. 

 Yes       No 
 
Have you ever used PRIVILEGE to get what you want from another person or to get your way in a 
relationship? Privilege includes, but is not limited to, treating your partner like a servant, controlling who 
does chores, acting like king of the castle, and using social, cultural or religious traditions or status to exert 
power over another person? 

 Yes       No 
 
Do you ever BLAME other people for your behavior when you are violent, hurtful or controlling towards 
them? 

 Yes       No 
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How often do you use physical violence, emotional abuse, sexual abuse, intimidation, threats, isolation, 
privilege, use children, or blame others for your behaviors? 

 Rarely  Sometimes      Frequently      Always 
 
Do you believe you have control over, or should have control over, other people? 

 Yes       No 
 
Do you believe that you own other people, including your partner, or that another person is your property? 

 Yes       No 
 
Have you ever thought or said that you couldn’t live without someone, such as a partner? 

 Yes       No 
 
Have you ever threatened or attempted to kill another person, including your partner, your children, or your 
partner’s children, friends or relatives? 

 Yes       No 
 
Have you ever thought about killing another person, including your partner, your children, or your partner’s 
children, friends or relatives? 

 Yes       No 
 
Have you ever threatened or attempted to kill or harm yourself? 

 Yes       No 
 
Do you have any weapons, including legally owned guns and knives? 

 Yes       No 
 
Have you ever used a weapon against another person? 

 Yes       No 
 
Have you ever threatened to use a weapon against another person? 

 Yes       No 
 
Do you have a history of arson or firesetting? 

 Yes       No 
 
Have you ever taken your partner or anyone else hostage, or been been accused of taking a hostage or 
kidnapping? 

 Yes       No 
 
Have you ever choked or strangled your partner or anyone else? 

 Yes       No 
 
If you answered yes to any of the previous 12 questions, please explain your answers. __________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________  
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LEGAL HISTORY 
 
Describe the incident that led you to this program.  Please be specific and detailed:  
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
 
If you were court ordered to this program, what was the date of your arrest: __________________________ 
What were the charges: ____________________________________________________________________ 
 
Were you court ordered to attend this program?   Yes           No 
If no, why are you choosing to enroll in this program? ___________________________________________ 
_______________________________________________________________________________________ 
 
Are you currently on probation or parole?   Yes           No 
If yes, who current probation officer? _________________________________________________________ 
 
Did you have any weapons, or items that could be used as a weapon, during this incident?  This includes 
weapons that you had but did not use. 

 Yes       No 
If yes, what weapons did you have? __________________________________________________________ 
_______________________________________________________________________________________ 
 
Did the other person receive any injuries, including bruises, cuts, scrapes, or concussions? 

 Yes       No 
If yes, please describe the injuries: ___________________________________________________________ 
_______________________________________________________________________________________ 
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During this incident, did you strangle or choke the other person, or put your hands around the other person’s 
neck? 

 Yes       No 
If yes, please describe the effects it had on the other person:_______________________________________ 
_______________________________________________________________________________________ 
 
Did this person require any medical attention? 

 Yes       No 
If yes, please describe the treatment they received:_______________________________________________ 
_______________________________________________________________________________________ 
 
Were there any children present during this incident, or in the home when it occurred? 

 Yes       No 
If yes, who was present and where were they?__________________________________________________ 
_______________________________________________________________________________________ 
 
If the other individual is a woman, was she pregnant when this incident occurred? 

 Yes       No      Not Applicable       Unknown 
 
On the day this incident occurred, did you consume any alcoholic beverages (i.e. beer, wine, liquor)? 

 Yes       No 
If yes, what did you drink, and how many did you have? _________________________________________ 
 
On the day this incident occurred, did you use any drugs, (i.e. marijuana, cocaine, prescription medications 
etc.)? 

 Yes       No 
If yes, what did you use, and how much did you use? ____________________________________________ 
 
Other than participating in this program, what other court requirements must you complete (i.e. substance 
abuse treatment, random drug and alchol testing, parenting group etc.)?______________________________  
_______________________________________________________________________________________ 
 
List any previous referrals to treatment (i.e. anger management groups, domestic violence groups, drug or 
alcohol treatment, ASAP etc.). ______________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
Aside from this incident, how many other times have you been arrested or charged with a crime? _________ 
Please list all prior arrests or charges and dates: 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
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How many times have the police been called to your home, not including this incident? _________________ 
Why were they called?_____________________________________________________________________ 
  
How many times have the police been called because of your behavior, not including this incident? _______ 
Why were they called?_____________________________________________________________________ 
 
Have you ever been incarcerated, in jail or prison, for more than 30 days? 

 Yes       No 
If yes, when and why were you incarcerated: ___________________________________________________ 
_______________________________________________________________________________________ 
 
Have you ever been charged with a probation violation? 

 Yes       No 
If yes, describe when and why: ______________________________________________________________ 
_______________________________________________________________________________________ 
 
Have you ever had a protective order placed against you, including during this incident?   This includes 
emergency protective orders that last 72 hours. 

 Yes       No 
If yes, when was the protective order, who requested it and how long was it for? ______________________ 
_______________________________________________________________________________________ 
 
Have you ever violated a protective order, or been charged with violation of a protective order? 

 Yes       No 
If yes, describe when and why: ______________________________________________________________ 
_______________________________________________________________________________________ 
 
Are you due in court for any new charges? 

 Yes       No 
If yes, list the dates of arrests and charges: _____________________________________________________ 
_______________________________________________________________________________________ 
 
Please describe how you feel about your actions that lead to your referral to this program.  Do you feel that 
your actions were acceptable or not your fault?  Do you feel any guilt, remorse or embarrassment about your 
actions?_________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
Do you expect to benefit from this program?     Yes           No 
Why or why not? _________________________________________________________________________ 
_______________________________________________________________________________________ 
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MENTAL HEALTH HISTORY 
 
Have you ever been diagnosed with a mental health problem, including depression?   

 Yes       No 
If yes, what was the diagnosis? ______________________________________________________________ 
When were you diagnosed? ________________________________________________________________ 
 
Are you currently seeing, or in the past have you seen, a mental health professional, such as a psychiatrist, 
therapist, or counselor?  

 Yes       No  
If yes, who and when? _____________________________________________________________________ 
 
Are you currently taking, or in the past have you taken, any medication for mental health issues? 

 Yes       No   
If yes, what and when? ____________________________________________________________________ 
 
Have you ever been hospitalized for depression, substance abuse or any other mental health problems? 

 Yes       No  
If yes, please describe when and why that hospitalization occurred? _________________________________ 
_______________________________________________________________________________________ 
 
Are you currently having any thoughts about suicide or wishing you were dead? 

 Yes       No 
If yes, please describe these thoughts: ________________________________________________________ 
_______________________________________________________________________________________ 
 
In the past, have you ever had thoughts of suicide, or attempted suicide? 

 Yes       No 
If yes, please describe this: _________________________________________________________________ 
_______________________________________________________________________________________ 
 
Are you currently having any thoughts about killing or harming another person? 

 Yes       No 
If yes, please describe these thoughts: ________________________________________________________ 
_______________________________________________________________________________________ 
 
In the past, have you ever attempted to or had thoughts of killing or harming another person? 

 Yes       No 
If yes, please describe this: _________________________________________________________________ 
_______________________________________________________________________________________ 
 
Do you believe that you are in control of your thoughts, feelings, actions and behaviors? 

 Yes       No 
Please explain you answer: _________________________________________________________________ 
_______________________________________________________________________________________ 
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Has there ever been a time when you could not control your thoughts? 
 Yes       No 

If yes, please describe: ____________________________________________________________________ 
_______________________________________________________________________________________ 
 
Is there any history of mental health problems in your family? 

 Yes       No  
If yes, please describe: ____________________________________________________________________ 
_______________________________________________________________________________________ 
 
SUBSTANCE USE HISTORY 
 
Is there any history of substance abuse problems in your family? 

 Yes       No  
If yes, please describe: ____________________________________________________________________ 
_______________________________________________________________________________________ 
 
In your life, which of the following drugs have you ever used? 

Cannabis (marijuana, pot, grass, hash, etc.)  Yes           No 

Cocaine (coke, crack, etc.)  Yes           No 

Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)  Yes           No 

Inhalants (nitrous, glue, petrol, paint thinner, etc.)  Yes           No 

Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.)  Yes           No 

Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.)  Yes           No 

Opioids (heroin, morphine, methadone, codeine, etc.)  Yes           No 

Other - specify:  Yes           No 

 
In the past three months, how often have you used the following substances: 
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Cannabis (marijuana, pot, grass, hash, etc.)      

Cocaine (coke, crack, etc.)      

Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)      

Inhalants (nitrous, glue, gas, paint thinner, etc.)      

Sedatives or Sleeping Pills (Valium, Xanex, Rohypnol, etc.)      

Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.)      

Opioids (heroin, morphine, methadone, codeine, etc.)      

Other - specify:      
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During the past three months, how often have you had a strong desire or urge to use drugs? 

 Never     Once or Twice     Monthly     Weekly     Daily or Almost Daily 
 
During the past three months, how often has your use of drugs listed above led to health, social, legal or 
financial problems? 

 Never     Once or Twice     Monthly     Weekly     Daily or Almost Daily 
 
During the past three months, how often have you failed to do what was normally expected of you because 
of your use of drugs? 

 Never     Once or Twice     Monthly     Weekly     Daily or Almost Daily 
 
Has a friend or relative or anyone else ever expressed concern about your use of drugs? 

 No, Never     Yes, In the Past Three Months     Yes, But Not in the Past Three Months 
 
Have you ever tried and failed to control, cut down or stop using drugs? 

 No, Never     Yes, In the Past Three Months     Yes, But Not in the Past Three Months 
 
How old were you when you first drank or used drugs? __________________________________________ 
 
How is your behavior different when you drink or use drugs? ______________________________________ 
_______________________________________________________________________________________ 
 
Have you ever been arrested or charged for a DUI or DWI or had any other alcohol related arrests or 
charges? 

 Yes       No 
If yes, when and what were you arrested for or charged with: ______________________________________ 
_______________________________________________________________________________________ 
 
Have you ever been violent when drinking or using drugs? 

 Yes       No 
If yes, please describe: ____________________________________________________________________ 
_______________________________________________________________________________________ 
 
Do you see yourself as having a drug or alcohol problem? 

 Yes       No 
 
Have you ever attended an AA or NA meeting? 

 Yes       No 
 
Have you ever participated in a substance abuse program? 

 Yes       No 
If yes, when and were did you go? ___________________________________________________________ 
 
Did you successfully complete the program? 

 Yes       No 
If no, what prevented you from completing?____________________________________________________ 
 



AUDIT 
PATIENT: Because alcohol use can affect your health and can interfere with certain medications and treatments, 
it is important that we ask some questions about your use of alcohol. Your answers will remain confidential, so please 
be honest. 
For each question in the chart below, place an X in one box that best describes your answer. 

NOTE: In the U.S., a single drink serving contains about 14 grams of ethanol or “pure” alcohol. Although the drinks 
below are different sizes, each one contains the same amount of pure alcohol and counts as a single drink: 

 
12 oz. of 
beer 
(about 5% 
alcohol) 

8-9 oz. of 
malt liquor 
(about 7% 
alcohol) 

1.5 oz. of 
hard liquor 
(about 40% 
alcohol) 

5 oz. of 
wine 
(about 12% 
alcohol) 

= = =
Questions 0 1 2 3 4 0 

1. How often do you have a drink 
containing alcohol? 

Never Monthly 
or less 

2 to 4 
times a month

2 to 3 
 times a week 

4 or more 
times a week 

0 

2. How many drinks containing al-
cohol do you have on a typical 
day when you are drinking? 

1 or 2 3 or 4 5 or 6 7 to 9 10 or more 0 

3. How often do you have 5 or more 
drinks on one occasion? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

4. How often during the last year 
have you found that you were not 
able to stop drinking once you 
had started? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

5. How often during the last year 
have you failed to do what was 
 normally expected of you because 
of drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

6. How often during the last year 
have you needed a first drink in 
the morning to get yourself going 
after a heavy drinking session? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

7. How often during the last year 
have you had a feeling of guilt or 
remorse after drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

8. How often during the last year 
have you been unable to remem-
ber what happened the night be-
fore because of your drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

0 

9. Have you or someone else been 
injured because of your drinking? 

No 0 Yes, but not in 
the last year 

0 Yes, during 
the last year 

0 

10. Has a relative, friend, doctor, or 
other health care worker been 
 concerned about your drinking or 
suggested you cut down? 

No 0 Yes, but not in 
the last year 

0 Yes, during 
the last year 

0 

Total 0 

Note: This questionnaire (the AUDIT) is reprinted with permission from the World Health Organization. To reflect drink serving sizes in the 
United States (14g of pure alcohol), the number of drinks in question 3 was changed from 6 to 5. A free AUDIT manual with guidelines for use in 
primary care settings is available online at www.who.org. 

Excerpted from NIH Publication No. 07-3769 National Institute on Alcohol and Alcoholism www.niaaa.nih.gov/guide 



 PROMIS  Item Bank v. 1.0 – Emotional Distress - Anger  - Short Form 1   

© 2008 PROMIS Health Organization and PROMIS Cooperative Group 

Emotional Distress - Anger – Short Form 1 
 

    Please respond to each item by marking one box per row. 
               In the past 7 days... 

 Never Rarely Sometimes Often Always 
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I was irritated more than people knew ...  
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I made myself angry about something 
just by thinking about it..........................  
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I felt angry ..............................................  
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I felt like I was ready to explode ............  
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I stayed angry for hours..........................  
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I felt angrier than I thought I should.......  
 

! 
1 

! 
2 

! 
3 

! 
4 

! 
5 

       

 
EDANG30 
 

 
I was grouchy .........................................  
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I felt annoyed..........................................  
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YES NO
1. Has there ever been a period of time when you were not your usual self and...

...you felt so good or so hyper that other people thought you were not your " "
normal self or you were so hyper that you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments? " "

...you felt much more self-confident than usual? " "

...you got much less sleep than usual and found you didn’t really miss it? " "

...you were much more talkative or spoke much faster than usual? " "

...thoughts raced through your head or you couldn’t slow your mind down? " "

...you were so easily distracted by things around you that you had trouble " "
concentrating or staying on track?

...you had much more energy than usual? " "

...you were much more active or did many more things than usual? " "

...you were much more social or outgoing than usual, for example, you " "
telephoned friends in the middle of the night?

...you were much more interested in sex than usual? " "

...you did things that were unusual for you or that other people might have " "
thought were excessive, foolish, or risky?

...spending money got you or your family into trouble? " "

2. If you checked YES to more than one of the above, have several of these " "
ever happened during the same period of time?

3. How much of a problem did any of these cause you – like being unable to
work; having family, money or legal troubles; getting into arguments or fights?
Please circle one response only.

No Problem Minor Problem Moderate Problem Serious Problem

4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, " "
aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive illness " "
or bipolar disorder?

THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability.

© 2000 by The University of Texas Medical Branch. Reprinted with permission. This instrument is designed for screening purposes only and is not to be used as a diagnostic tool.
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