[image: image1.png]“"Sunbeam

FAMILY SERVICES




Client Information Form  

Must be included with initial billing form for payment

1100 NW 14th Street
Oklahoma City OK 73106-4450
OKC: 405-528-7721
(Fax) 405-528-7731
All information provided is strictly confidential as specified on the EAP Statement of Understanding. Should you have any questions, please speak with your EAP counselor or call the number on top of this page and speak with the EAP Coordinator or Intake Coordinator.

Name ________________________________________
DOB _____________
  Social Security _________________ Sex:  FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
Please specify the company that provides your EAP benefit _____________________________________

Race/ethnic origin (optional)

 FORMCHECKBOX 
 African American
   FORMCHECKBOX 
 Latino/Latina   FORMCHECKBOX 
 Native American   FORMCHECKBOX 
 Asian/Pacific Islander
   FORMCHECKBOX 
 West Indian Islander   FORMCHECKBOX 
 Caucasian   FORMCHECKBOX 
 Other _____________________

Type of Referral

 FORMCHECKBOX 
 Self-referred


 FORMCHECKBOX 
 Peer

 FORMCHECKBOX 
 Informal/supervisor
 FORMCHECKBOX 
Formal/Supervisor

 FORMCHECKBOX 
 Family Member

Employment Status
 FORMCHECKBOX 
 Full time

 FORMCHECKBOX 
 Part time


 FORMCHECKBOX 
Management


 FORMCHECKBOX 
 Non Management

 FORMCHECKBOX 
 Other ________________________

Years Employed:
 FORMCHECKBOX 
 0-1
 FORMCHECKBOX 
2-4
 FORMCHECKBOX 
 5-9
 FORMCHECKBOX 
 10-15

 FORMCHECKBOX 
 16 plus

 FORMCHECKBOX 
 Not applicable
Age:
 FORMCHECKBOX 
 0-9

 FORMCHECKBOX 
 10-19
 FORMCHECKBOX 
 20-29
 FORMCHECKBOX 
 30-39
 FORMCHECKBOX 
 40-49

 FORMCHECKBOX 
 50-65

 FORMCHECKBOX 
 65+

Please check how you would describe your current functioning:

At work




 FORMCHECKBOX 
 Excellent
 FORMCHECKBOX 
 Very good

 FORMCHECKBOX 
 Good

 FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Poor
At home and with family
 FORMCHECKBOX 
 Excellent
 FORMCHECKBOX 
 Very good

 FORMCHECKBOX 
 Good

 FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Poor
With friends and family

 FORMCHECKBOX 
 Excellent
 FORMCHECKBOX 
 Very good

 FORMCHECKBOX 
 Good

 FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Poor
My problems are affecting
0=no problem



10=affecting as much as possible

My productivity at work

 FORMCHECKBOX 
1
   FORMCHECKBOX 
2    FORMCHECKBOX 
3    FORMCHECKBOX 
4    FORMCHECKBOX 
5    FORMCHECKBOX 
6    FORMCHECKBOX 
7    FORMCHECKBOX 
8    FORMCHECKBOX 
9    FORMCHECKBOX 
10

My attendance at work

 FORMCHECKBOX 
1
   FORMCHECKBOX 
2    FORMCHECKBOX 
3    FORMCHECKBOX 
4    FORMCHECKBOX 
5    FORMCHECKBOX 
6    FORMCHECKBOX 
7    FORMCHECKBOX 
8    FORMCHECKBOX 
9    FORMCHECKBOX 
10
My work relationships

 FORMCHECKBOX 
1
   FORMCHECKBOX 
2    FORMCHECKBOX 
3    FORMCHECKBOX 
4    FORMCHECKBOX 
5    FORMCHECKBOX 
6    FORMCHECKBOX 
7    FORMCHECKBOX 
8    FORMCHECKBOX 
9    FORMCHECKBOX 
10
Please indicate the frequency of which you have been experiencing the following within the past month

Sadness





 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Loss of interest or enthusiasm

 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never

Hopelessness about the future

 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Concentration difficulties

 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Memory difficulties


 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Anxiety





 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Anger





 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Relationship problems


 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Use of alcohol




 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Use of non-prescription drugs

 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Sleep difficulties



 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Appetite changes



 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Health problems



 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Food problems



 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Gambling problems



 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Excessive use of computer

 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Sexual problems



 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Worry





 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Financial problems



 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Disturbing memories/thoughts
 FORMCHECKBOX 
 all the time    FORMCHECKBOX 
often
   FORMCHECKBOX 
sometimes
   FORMCHECKBOX 
rarely
   FORMCHECKBOX 
never
Do you ever drink alcoholic beverages

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
If yes, please answer the following


Have you ever thought you should cut down on your drinking?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you ever felt annoyed by other’s criticism of your drinking?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you ever felt guilty about your drinking?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Do you have a morning “eye opener”?






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
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