
FOR OFFICIAL USE ONLY      REG ____ 
Appt:       
 
Date ___________  Time__________ Clin ______      
          
Client to call______/to be called ______ 

CLIENT INFORMATION/INTAKE SHEET 
 

UNIVERSITY COUNSELLING SERVICE 
THE UNIVERSITY OF THE WEST INDIES 

 
To serve you better we need a few facts about the persons who visit us.  PLEASE COMPLETE ALL APPLICABLE SECTIONS. 

Last Name 
 
 

First Name Middle Name Maiden Name Today’s Date 
(dd/mm/yyyy) 

Cell Phone Work Phone Home Phone 
 

ID # UWI Status 

□Student □Staff  □Retiree   

□Staff Dependant (Spouse/ Child/Other_______) 

Gender 

□Male □Female 

Age Date of Birth 
(dd/mm/yyyy) 
 

Nationality Employment Status  

□Temporary  □Full-time   □Part-time  □Contract   

□Other (state)_______________________ 
Hours per week ________ 

Employed at 
 
 
Occupation 

School (if not attending UWI) 
 

Last institution attended (prior to current facility) 
 
 

Yr completed 

Permanent  Address 

 

Semester Address (Students Only)      (If you reside on hall, please include cluster and room number) 

 

E-mail Address 
 
 

Religion & Denomination Attendance at place of worship  
□ Regularly  □ Sometimes □ Not at all   

Current marital/relationship Status Residence 

□Single (never married) 

□ Living in a committed relationship 

□ Engaged 

□ Married 

□ Separated 
□ Divorced 

□ Widowed 
No of children:  

Sons ___Daughters ____ 

□With parent(s)  

□With sibling/relative  

□With partner 

□Self 
 

□Boarding 

□UWI Housing  (students only)      

□Other (state) 

__________________________ 

UWI FACULTY/AFFILIATE Student Status Current Financing 
□Humanities & Education  

□Science & Technology 

□Social Sciences           

□Medical Sciences(MBBS/DDS/DM) (Yr____) 

□Medical Sciences (Non-MBBS/DD)  
□Law  □Norman Manley Law School (Yr___) 

□ Inst for Gender & Dev Studies 

□Other (state) ___________________ 
______________________________ 
Major/Programme of Study 
_______________________________ 
Entrance date for current  
programme of study ____ /_____ 

Enrolment: □Full-time  □Part-time  

Anticipated graduation date _______ 

Undergraduate 
□Preliminary  

□Level 1 

□Level 2 

□Level 3  

□Graduate  

□Specially Admitted 

□Parent(s) 

□Self 

□Student Loan 

□Scholarship/Bursary 

□Other (state) 

__________________ 

Who referred you to the Counselling Service? 
□ Self  

□ Family 

□ Friend(s) 

□ High School Counsellor/   
    Teacher/Principal 

□ UWIHELPS/Peer Support Provider 

□ Health Centre Staff (incl Dr) 

□ Faculty Office  

□ Admissions Office 

□ Student Services   

□  SSDM/RA 

□ Office of Student Financing  

□ Academic Staff/Advisor 

□ Examinations Section  
□ Supervisor/Head of Dept 

□ HRM Division  

□ Security/Police 

□ Pvt Physician/Psychiatrist 

□ Other(state) 
________________________ 

FOR OFFICIAL USE ONLY 

Completed by  □Client  □Parent/Guardan  

□Other (state) __________________________ 
 
S/U done by_________ on ___________  
 

Revised 19/11/2015 



Have you been experiencing any of the following over the past 
month? 

Are you presently or have you been on medication for this or a 

related condition?  □Yes  □No.  If so, what kind and for how 
long? 
 
 

□ Anxiety 

□Depression 

□Irritability, anger 

□Changes in appetite 

□Loss of interest in pleasurable  things 

□Sleeping problems 

□Suicidal feelings 

□Active plans to harm self 
Do you have a disability or medical 
condition you would like your therapist  

to know about □Yes  □No  

If yes, describe   
 

Were you a previous 
client of the Counselling 

Service? □Yes  □No   

If yes, when 

Have you been in therapy or hospitalized for mental health 

reasons before now? □Yes  □No  If yes, state when and where   
 
 

What is the main reason for coming to the Counselling Service at this time? 
 
 
 
 
 
What have you tried to do about the cause and/or effects of your 
situation?  Describe solutions attempted. 

What do you hope to achieve in your work with the Counsellor? 
 
 
 
 
 
 
 

Would you prefer to work with a male or female counsellor? 

□Male  □Female  □No preference   We will try to accommodate 
your preference but this may not always be possible. 

Is there anything else you wish to share? 
 
 
 

 
FAMILY TREE 1 – Your Parents and Siblings 
Mother’s Name Age Occupation 
Father’s Name Age Occupation 
Mother’s Children from other union(s), if any Children of both parents’ union (including you) Father’s Children from other union(s),  

if any 
Age 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

Sex 
 
___

___ 

___

___ 

___ 

___ 

___ 

___ 

___ 

 

Occupation 
 
_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

Age 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

 

Sex 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

 

Occupation 
 
________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

Age 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

Sex 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

Occupation 
 
________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 
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FAMILY TREE 2 – Spouse and Children 
Spouse’s Name Age Occupation 
Your children from other union(s), if any Children of your current union Spouse’s children from other union(s), if any 

Age 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

Sex 
 
___

___ 

___

___ 

___ 

___ 

___ 

___ 

___ 

 

Occupation 
 
_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

Age 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

 

Sex 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

 

Occupation 
 
________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

Age 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

Sex 
 
___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

___ 

Occupation 
 
________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

 
Contact the following two persons listed below in case of emergency.  If you are the dependant of a UWI staff member, that staff 
member should be one of the contacts.  If you are are a non-Jamaican resident, one contact should be local. 
 
1. Name:  ___________________________________________________     Relationship: □Family member _____________ □Friend  □Other 

 Address:_______________________________________________________________________________________________ 

 UWI Department (if applicable) ____________________________________________________________________________ 

        Phone number:  Cell ________________________ Work: ________________________Home: _________________________ 

2. Name:  ___________________________________________________     Relationship: □Family member _____________ □Friend  □Other 

 Address:_______________________________________________________________________________________________ 

 Phone number:  Cell ________________________ Work: ________________________Home: _________________________ 

 
I, ___________________________________________, have read the guidelines regarding the process and rules of counselling and 
have provided the names of two persons who are to be contacted in case of an emergency.  My signature below acknowledges this, 
and also allows for the release of relevant information.  I understand that it may be necessary to release relevant information under 
the following circumstances: 
 

(a) to ensure appropriate medical treatment and/or 

(b) in situations where my counsellor determines that I am a danger to myself or others 

(c) where a child is suspected of being in need of care and protection, as stated in the Child Care and Protection Act (2004) 

(d) where such data is to be used for research purposes and will not reveal my identity. 

 
My signature below also acknowledges my agreement with these terms and conditions. 
 
Client (or authorized person, e.g. parent): _________________________________________________Date: _____________________ 
 
Witness: ____________________________________________________________________________Date: _____________________ 
 
 

Client Information-UCS 

Revised 19/11/2015 


