


Extended Grace Ministries
Personal Information Form
*Please note that this information will be privately and securely filed

First Name: _________________________________
Last Name: _________________________________
Phone Number: _________________________
Email Address: ______________________________
1. Best Form of Contact (circle one):   phone      text       email
2. Address: ____________________________________________________________
3. Date of Birth: _________________
4. Emergency Contact Name and Phone Number: ______________________________________
Emergency Contact Relationship: ________________________________
5. Gender (circle one):   Male     Female
6. Marital Status (circle one):    Married      Single      Separated       Divorced      Widowed
7. I have read the above guidelines and am in agreement with the nature of the counseling of
Place of Grace Church (Extended Grace Ministries).
□ Yes
8. Do you attend Place of Grace Church (circle one):  Yes      No
9. If not, do you attend church elsewhere (please state where): _______________________
10. If not, do you have family that attends Place of Grace Church (circle one):    Yes      No
11. If married, what is your spouse’s name? _________________________________
12. If married, will your spouse be joining you for counseling (circle one):  Yes     No



Please Answer the Following Concerning your Situation:
1. Who referred you to counseling? ____________________________________________
2. Why are you seeking counseling? What is the problem, as you see it? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Who have you spoken to about this issue and what happened as a result?
____________________________________________________________________________________________________________________________________________________________
4. What have you already tried to resolve the problem? 
____________________________________________________________________________________________________________________________________________________________
5. What, in your opinion, is the cause of this issue?
____________________________________________________________________________________________________________________________________________________________
6. What are your expectations/goals in coming to counseling?
____________________________________________________________________________________________________________________________________________________________
7. Have you received biblical counseling before? If yes, what was the end result?
____________________________________________________________________________________________________________________________________________________________
8. What do you think and/or hope will be different this time compared to previous counseling sessions? 
____________________________________________________________________________________________________________________________________________________________
Family Information
1. If married, how long have you been married? ______________________________________
2. Have you previously been married? If so, how long ago? ______________________________
3. Do you have any children? If so, please list names and ages: ____________________________________________________________________________________________________________________________________________________________
4. What is your parents’ marital status (circle one):  
Married        Separated        Divorced        Never Married
5. How many siblings do you have, and in which order are you? ______________________________________________________________________________
6. Have you recently experienced the loss of someone close to you? If yes, please explain:
____________________________________________________________________________________________________________________________________________________________
General Background Information
1. Are you generally in good health (circle one):     Yes        No
2. Do you have trouble sleeping (circle one):    Yes           No
3. Do you consider yourself a Christian (circle one):   Yes          No
4. What is your general understanding of the Gospel message: ____________________________________________________________________________________________________________________________________________________________
5. Did you attend church as a child? If so, what church? ______________________________________________________________________________
6. How often do you read the Bible?
______________________________________________________________________________
7. Do you pray to God? If yes, what do you typically pray about (no specifics, just in general)?
____________________________________________________________________________________________________________________________________________________________
8. What is your occupation? _________________________________________________________
9. Do you enjoy your work (choose one):   Yes         No
10. If no, what would you change about your job? Is there something else you would rather be doing?
____________________________________________________________________________________________________________________________________________________________
Final Thoughts
1. As you see yourself, what kind of person are you?
____________________________________________________________________________________________________________________________________________________________
2. What, if anything, do you fear?
____________________________________________________________________________________________________________________________________________________________
3. Is there anything else we should know?
____________________________________________________________________________________________________________________________________________________________
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