Jewish Healing Group
Intake Questionnaire
	Dialing Information: Tel #:(712) 429-0700 
	Counselor: Zeva Citronenbaum: (914) 646-3164

	PIN #: 534051
	Email: zcitr@yahoo.com


Name 





      Date of Birth_____________  Age_____

Address








City, State, Zip








Home Phone



Cell Phone





Email address



@





Marital status:           ( Married          (  Single          (  Divorced

Are you currently involved in any of these legal situations? 

Divorce proceedings_____Child care/custody actions_____Civil proceedings_____ Probation_____Parole_____ Other:









Are you currently under the care of a therapist or counselor? Yes_____No_____

Name






Address









City, State, Zip






Phone



Fax



 

Signature of consent to disclose or obtain information:







Give a brief description of how you got here and why you are applying for membership in this group
































What would you like to accomplish by being a part of this group? 





































Are you currently attending any other recovery groups (12-step type) on a regular basis? Y    N      If no, why not? 






























Program



      Frequency


              


Describe your background and personal history:







































Do you have any other medical or mental health condition about which we should be aware? 

YES____ NO ____ If yes, explain:









































Please describe your medical history:


























Destructive Behaviors
What destructive behaviors are you currently involved with? 





































ALCOHOL

Age at first use?

Age at first intoxication?

Last use?






Current pattern of use: daily_____weekends_____binge_____days per week_____none_____

What do you prefer to use?



Amount consumed in 24 hours:





Number of years using?
Number of years heavy using?
Longest period of abstinence?



DRUGS

Have you ever used any drug not prescribed by a doctor?  Yes_____No_____

Have you engaged in any of the following behaviors? If so, state how often/amount:

	
	Behavior of choice
	How often/amount

	
	Alcohol
	

	
	Drugs
	

	
	Gambling
	

	
	Internet
	

	
	Illegal sexual behaviors i.e. prostitution

	

	
	Overeating
	


Have you experienced legal complications due to your use of alcohol, drugs, or sexually acting out behaviors?    
















Do you believe your drinking, drug use, or sexually acting out behaviors has a negative effect on your: family life_____social life_____ physical condition_____emotional condition_____finances_____job_____
reputation in the community_____

I believe I am an alcoholic and/or addict: Yes_____No_____Don’t know_____

Suicidal Behaviors
Have you ever harmed yourself? 











Have you ever thought about killing yourself? 










What activities do you engage in to reduce stress? 









