THE SALVATION ARMY WOMEN’S COUNSELLING CENTRE

CLIENT INFORMATION FORM

Name:  ________________________________  Date:  _____________________________

Address: ________________________________________________________________________

Phone Number: ​​​​​​​​​​​​​​​​________________ Cell: _______________   Bus:___________________
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Is it safe to call this number?   Yes        No         Is it safe to leave a message? Yes       No  

Woman’s Safe Emergency Contact (MUST BE COMPLETED)

Name: ______________________________    Phone:  _____________________________​​_______

Relationship:  ____________________________________________________________________
SERVICES REQUIRED
____Counselling 
____Legal / Court Support        ____Housing           ____Other

What is your greatest need? ________________________________________________________

__________________________________________________________________________________________________

PERSONAL HISTORY

Date of Birth: _____________________      Language Spoken: __________________________
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[image: image6.wmf][image: image7.wmf]Immigration Status of Woman:        Canadian    
Permanent Resident
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Visitor
Refugee Claimant

[image: image9.wmf]Current Status of Woman:  

Currently residing with abuser
[image: image10.wmf]

If yes, how long residing with abuser __________________
Marital Status?   ____Married       ____Common Law         ____Divorced            ____Single

If Separated, date of Separation: _______________________

MEDICAL HISTORY

Any Medical Concerns (including allergies) we should be made aware of:  _______________________________________________________________________________

Medications: ________________________________________________________________________________

Mental Health Diagnosis: __________________________________________________________
Suicide Attempts or Ideations: _____________________________________________________

Family Doctor: _________________________________  Phone: __________________________ 
Are you currently accessing other services from professional agency or community organizations: community organization at the present time? (i.e.Social Worker, Legal, Psychiatrist)
	Name of Agency / Worker

         & Telephone Number
	Type of Support
	Consent Signed

	
	
	

	
	
	

	
	
	


Financial Resources

Name of Employer: _____________________________________________________________

Address of Employer: ___________________________________________________________

Source of income?       ____Own income    
____Partner income

                                       ____Social Services
Other __________________________________

Education: _____________________________________________________________________

Children’s Names:

	Name
	Surname
	Birth Date
	Age
	Sex
	Living with Client

	
	
	
	
	
	Yes
	No

	
	
	
	
	
	Yes
	No

	
	
	
	
	
	Yes
	No

	
	
	
	
	
	Yes
	No


Custody of Children:
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N/A
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Is there a current custody order?  Yes          No
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Children residing with client
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Children in the care of Child Protection Agencies (PCAS etc)
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Open file with Child Protection Agencies (PCAS etc) Name of Worker:  ________________
[image: image18.wmf]
BACKGROUND OF ALLEGED ABUSER

Name: _____________________________________  Telephone:  __________________________

Address: ________________________________________________________________________

Birth Date: ______________________________  Occupation: ____________________________

Employer: ______________________________  Phone: _________________________________

Description of Alleged Abuser:  (colour of eyes, hair, weight, height, identification features)

[image: image19.wmf]
[image: image20.wmf]
Vehicle Make & Model: _____________________________________________________________

[image: image21.wmf][image: image22.wmf]License:  __________________________________

Has there been any police contact regarding domestic violence?  Yes          No

Date of occurrences  _______________________  Officer’s Name: _________________________

[image: image23.wmf][image: image24.wmf]Occurrence Number _______________________
  Badge Number: _________________________

[image: image25.wmf][image: image26.wmf]Were charges laid?  Yes          No        Type ___________________________________________

Is there a restraining order in place?  Yes          No

Describe:  _______________________________________________________________________
HISTORY OF ABUSE

	Question
	Response

	When did the first abusive incident 
take place?
	

	Describe the most serious incident?


	

	What are the areas in your life that are controlled by your abuser? What does 
your abuser do to get control in 
those areas?
	

	What friends or family can you rely on 
for help?
	

	How is the abuse affecting your 
children?


	

	What professionals are aware of the 
abuse?


	


RISK ASSESSMENT
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Does this person have current assault charges? Explain:____________________   


_____________________________________________________________________
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Has this person assaulted the children?  __________________________________


_____________________________________________________________________
Past       Past assault charges? __________________________________________________
               _____________________________________________________________________
               Does this person have access to weapons, like firearms?  Explain: ____________ 


_____________________________________________________________________
               Has this person made death threats towards you or the children?  Explain:



_____________________________________________________________________


Does this person use alcohol / drugs?  Explain:  ___________________________


_____________________________________________________________________
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Does this person respect Law Authority?



Has this person threatened to injure or kill your pets?_______________________
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_____________________________________________________________________



Has this person destroyed or damaged any of your belongings or contents of

your home? __________________________________________________________



_____________________________________________________________________



Have you separated or discussed separation with your partner? ______________


If so, is this person reacting in an aggressive and/or threatening manner?



_____________________________________________________________________



Is this person obsessed, overly jealous, or extremely dominant with you?



_____________________________________________________________________

Has this person forcibly confined you, or prevented you from using the telephone? ___________________________________________________________

_____________________________________________________________________

Has this person engaged in any stalking behaviour with you in the past?

_____________________________________________________________________

To the best of your knowledge, has this person engaged in any stalking with

other persons. ________________________________________________________

Do you believe this person is capable of severely injuring or killing you (or

your children? ________________________________________________________

Do you have any fears for your safety, or the safety of your family? ___________

_____________________________________________________________________

Do you have a personal safety plan in place? ______________________________
CREATING A SAFETY PLAN
	Things To Do (look in booklet)
	Checklist

	Emergency Escape Plan


	

	During An Incident


	

	Creating a Safer Environment


	

	At Home


	

	In The Neighbourhood


	

	At Work


	

	Emotional Safety Plan


	

	Children’s Safety Plan


	

	Other Things That I Can Do

	


Explain: ________________________________________________________________________________________________________________________________________________________________________________________________________


____________________________________________________________________________________________________


____________________________________________________________________________________________________
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