START of counselling - CLIENT FEEDBACK REPORT - Reference:        
All your answers will be kept strictly private & confidential.  The outcome will be used to monitor and develop our service provision for bereaved people in the borough.

If the counsellor or client feel that the question is inappropriate, it does not need to be asked / answered.  Just place N/A by the boxes.

How did you hear about our service?

(GP  (Friend  (Relative (Hospital  (Social Services






  
(Colleague  (Other (please state)  …….……………………

How often do you visit your doctor?
( weekly  ( monthly  ( quarterly  ( twice a year 


( yearly   ( every two years  ( never

Are the time/day of the sessions convenient for you?           (Yes   (No

Are you on any prescribed medication?


(Yes   (No

Have you ever had counselling?



(Yes   (No

Have you ever had suicidal thoughts?        


(Yes   (No

Have you ever self-harmed?




(Yes   (No









Good                           Bad (out of 10)

(How are your relationships with family?


((((((((((
(How are your relationships with friends?


((((((((((
(How is your working / study life?



((((((((((  


          social life?




((((((((((
(Do you feel comfortable in social situations?         

(((((((((( 

(Do you feel isolated? 
  



((((((((((
(How are you sleeping?




(((((((((( 

(Are you suffering from any physical discomfort?
            YES (  NO (
Thank you very much for giving us this information
All your information will be kept strictly confidential.
THIS FORM IS TO BE COMPLETED BY THE COUNSELLOR AND THEIR CLIENT TOGETHER at the start of counselling – completed forms must be posted to the office for Paulo’s attention in the envelope provided, with the reference number.

