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Susan Hausch, MA, LPC 
Hello, my name is Susan Hausch. I am a licensed professional counselor serving the Portland community. I 
partner with clients to develop personal goals and treatments. I offer a Christian perspective that incorporates 
philosophy, psychology, and theology to serve the whole person. I am honored that you’re considering me as 
your counselor. 

Before we continue, I’d like to ask you to review some important information and answer a few questions. 
This packet contains three documents: 

• Privacy Notice
• Contact Information
• Personal History

Please review the Privacy Notice carefully. Then, complete your Contact Information sheet and your Personal 
History and return them to me when you arrive for your first appointment. You may fill out the form before or 
after printing. 

If you have any questions, don’t hesitate to ask. I am looking forward to meeting with you. 

Susan Hausch, MA, LPC 

SusanHausch.com 

503-799-7666
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Privacy Notice
This notice describes how medical information about you may be used and disclosed and how you can get 
access to this information. PLEASE REVIEW IT CAREFULLY. 

Overview Summary 
This Privacy Notice has three sections: Your Rights, Your Choices, and Our Uses and Disclosures. These 
sections are summarized as follows. 

Your Rights 

You have the right to the following: 

• Get an electric or paper copy of your medical record.

• Ask us to correct your medical record.
• Request confidential communications.
• Ask us to limit the information we use or share.
• Get a list of those with whom we’ve shared your information.

• Get a copy of this privacy notice.

• Choose someone to act for you.
• File a complaint if you feel your privacy rights have been violated.

Your Choices 

You have some choices in the way that we use and share information as we: 

• Tell family and friends about your condition.
• Help in a disaster relief situation.
• Include information in a hospital directory.

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and
share your information if we believe it is in your best interest. We may also share your information
when needed to lessen a serious and imminent threat to health or safety.

• Develop marketing.

Our Uses and Disclosures 

How do we typically use or share your health information? We typically use or share your health information 
in the following ways: 

• Treat you.

• Run our organization.

• Bill for your services.
• Help with public health and safety issues.
• Do research.
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• Comply with the law.

• Work with medical examiners or funeral directors.
• Address workers’ compensation, law enforcement, and other government requests.
• Respond to lawsuits or legal actions.

Your Rights 
When it comes to your health information, you have certain rights. This section explains your rights and 
some of our responsibilities to help you. 

Get an electronic or paper copy of your medical record: 

• You can ask to see or get an electronic or paper copy of your medical record and other health
information we have about you. Ask us how to do this.

• We will provide a copy or a summary of your health information, usually within 30 days of your

request. We may charge a reasonable, cost-based fee.

Ask us to correct your medical record: 

• You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us
how to do this.

• We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications: 

• You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a
different address.

• We will say “yes” to all reasonable requests.

Ask us to limit the information we use or share: 

• You can ask us not to use or share certain health information for treatment, payment, or our
operations. We are not required to agree to your request, and we may say “no” if it would affect your
care.

• If you pay for a service or healthcare item out-of-pocket in full, you can ask us not to share that
information for the purpose of payment or our operations with your health insurer. We will say “yes”
unless a law requires us to share that information.

Get a list of those with whom we’ve shared your information: 

• You can ask for a list (accounting) of the times we’ve shared your health information for six years prior
to the date you ask, who we shared it with, and why.

• We will include all the disclosures except for those about treatment, payment, or our operations, and
certain other disclosures (such as you have asked us to make). We’ll provide one accounting a year for
free but will charge a reasonable, cost-based fee if you ask for another copy within 12 months.
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Get a copy of this privacy notice: 

• You can ask for a paper copy of this notice at any time. We will provide you with a paper copy
promptly.

Choose someone to act for you: 

• If you have given someone medical power of attorney, or if someone is your legal guardian, that
person can exercise your rights and make choices about your health information.

• We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your privacy rights have been violated: 

• You can complain if you feel we have violated your rights. You can contact us either by phone (503-
799-7666) or mail (P.O. Box 765 Fairview, OR 97024).

• You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights
by sending a letter to 200 Independence Avenue S.W. Washington, D.C. 20201, calling 1-877-696-6775,
or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/.

• We will not retaliate against you for filing a complaint.

Your Choices 
For certain health information, you can tell us your choices about what we share. If you have a clear 
preference for how we share your information in the situations described below, talk to us. Tell us what you 
want us to do, and we will follow your instructions: 

• Share information with your family, close friends, or others involved in your care.
• Share information in a disaster relief situation.
• Share psychotherapy notes (in most cases).

Our Uses and Disclosures 
How do we typically use or share your health information? 

We typically use or share your health information in the following ways. 

Treat you. 

We can use your health information and share it with other professionals who are treating you. Example: A 
practitioner treating you for an injury asks another practitioner about your overall health condition. 

Run our organization. 

We can use and share your health information to run our practice, improve your care, and contact you when 
necessary. Example: We use health information about you to manage your treatment and services. 

http://www.hhs.gov/ocr/privacy/hipaa/complaints/
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Bill for your services. 

We can use and share your health information to bill and get payment from health plans. Example: We can 
give information about you to your health insurance company so it will pay for your services.  

Help with public health and safety issues. 

We are allowed or required to share your information in other ways—usually in ways that contribute to the 
public good, such as public health and research. We have to meet many conditions in the law before we can 
share your information for these purposes. For more information see 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumer/index.html. 

We can share health information about you for certain situations such as: 

• Preventing disease

• Helping with product recalls

• Reporting adverse reactions to medications
• Reporting suspected abuse, neglect, or domestic violence

• Preventing or reducing a serious threat to anyone’s health or safety

Do research. 

We do not use or share your information for health research. 

Comply with the law. 

We will share information about you if state or federal laws require it, including with the Department of 
Health and Human Services if it wants to see that we’re complying with federal privacy law. 

Work with medical examiners or funeral directors. 

We can share health information with a coroner, medical examiner, or funeral director when a person dies. 

Address workers’ compensation, law enforcement, and other government requests. 

We can use or share health information about you: 

• For workers’ compensation claims

• For law enforcement purposes or with a law enforcement official

• With health oversight agencies for activities authorized by law
• For special government functions such as military, national security, and presidential protective

services

Respond to lawsuits and legal actions. 

We can share health information about you in response to a court or administrative order, or in response to a 
subpoena. 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumer/index.html
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Our Responsibilities 
• We are required by law to maintain the privacy and security of your protected health information.

• We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.

• We must follow the duties and privacy practices described in this notice and give you a copy of it.

• We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information, see www.hhs.gov/ocr/privacy/hipaa/understanding/consumer/notice.html. 

Changes to the Terms of this Notice 
We can change the terms of this notice, and the changes will apply to all information we have about you. 
The new notice will be available upon request. 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumer/notice.html
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Date: 

State: Zip: 

DOB: Age: Email: 

Contact Information
Name: 

Address: 

City: 

Gender: 

Marital status (How long?): Married:  Separated: Widow/widower: 

Divorced: Living together: Never married: Other:  

Cell Phone: Voicemail ok? Yes No Text ok? Yes No 

Home Phone: Voicemail ok? Yes No Text ok? Yes No 

Work Phone: Voicemail ok? Yes No Text ok? Yes No 

Occupation: Referred By: 

Emergency Contact: 

Phone: Relationship: 

Physician:  Phone:  

Are you currently taking any medications? (Please list.) 

Other people who currently live in your household: 

Name Gender Age Relationship 

1. 

2. 

3. 

4. 

5. 

6.
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What brings you to therapy? 

What or who has made your situation better or worse? 

Have you ever been under the care of a psychiatrist, psychologist or counselor? Yes No 

If yes, please give the name, date, and a brief explanation of the nature of the problem that you were 
addressing: 

Please select any of the following struggles that pertain to you:

Anxiety Depression Fear/phobias Sexual problems Suicidal thoughts  

Singleness Relationships Parenting Marriage Friendships 

Anger Loss Finances Drug/alcohol use Career choices 

Work/stress Health problems Unhappiness Insomnia Religious matters 

Disability Abuse issues 

Signature: Date: 



Current Living Situation 

House   Apartment   Room 

Do you own your home? Yes No 

Who else is living in your current household? 

Name 

1. 

2. 

3. 

4. 

5. 

6. 

       Hotel Other:  

How long have you lived in Oregon? 
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Birth Date: 

Personal History 
Name:  

Preferred Nickname: 

Date: 

Marital status (How long?): Married:  Separated: Widow/widower: 

Divorced: Living together: Never married: Other:  

Gender Age Relationship 

Please include information about any children or stepchildren not living with you: 

Name Relationship 

1. 

2. 

3. 

4. 

5. 

6. 

For Official Use 

File Number:  

Intake Date:  

Gender Age 
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Current Concerns 

Please describe your reasons for seeking help at this time: 

How long have you been troubled by these concerns? 

How did this all begin? 

Please check all individual items that concern you: 

Alcohol use Finances Self-control  

Anger Friends Shyness  

Appetite  Gambling  Sleeplessness  

Career choices Health problems  Stress  

Children  Inferiority feelings Suicidal thoughts 

Concentration  Legal matters  Thoughts  

Depression  Loneliness  Tiredness  

Dreams  Making decisions  Unhappiness  

Drug use  Marriage  Work  

Education  Memory  Other:  

Energy  Nervousness 

Fears  Relaxation 
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Holding other down Sexual issues  

Housing Showing appreciation  

Infidelity Solving problems together 

In-laws Spouse’s cleanliness 

Jealousy Trusting each other 

Parenting Use of time 

Physical fighting Verbal fighting 

Recreation Other:  

Affections 

Agreeing on chores 

Closeness 

Common goals 

Common interests 

Communication 

Finances 

Friendships 

Having fun together Relatives  

Children 

If you have children, check any area that concerns you regarding one or more of your children: 

Allergies Fighting School performance 

Anger Friendships Sexual concerns  

Arguing Health problems Shyness  

Attentiveness Hyperactivity Sleep  

Bad dreams Immaturity Stealing  

Bedwetting Impulsiveness Temper tantrums  

Complaining Jealousy Unhappiness  

Depression Lying Visitation arrangement 

Disobedience Moods Worry  

Drug or alcohol use Physical/sexual abuse Other:  

Ex-spouse interference Relationship w/ stepchildren 

Fears Running away 

Please check all relationship items that concern you: 
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How many places did you live before you finished high school? 

How many schools did you attend through grade twelve? 

How many brothers do you have? How many sisters do you have? 

1   2    3  4     5   6  7    8  9 Select the number where you are in the birth order:

Under each number, indicate male (M) or female (F):  

Please mention any step or half brothers or sisters you have: 

Were there any unusual circumstances in your conception or birth? 

On the following timeline, list what you feel are the five most significant events of your life: 

Your birth Today 

What is/was your mother like? How did she treat you as a child? 

Family Background 

Where were you born? Where did you grow up? 
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Please describe any deaths in your family while you were growing up. Include your age at the time: 

Did anyone in your family commit suicide or attempt to? 

Were there any divorces in your family while you were growing up? Please explain and include your age at the time: 

What were your favorite things to do as a child? 

How did your parent(s) typically discipline you? 

Please check any of the following that describes your family and home atmosphere when you were a child: 

Alcoholism Frightening Prejudice 

Affectionate Mental illness Rigid 

Angry Moving excessively Sexual abuse 

Close Neglectful Stable 

Cold No fun Supportive 

Competitive Overprotective Trusting 

Democratic Physical abuse Other:  

Distant Physical illness 

Fighting Poverty 

What is/was your father like? How did he treat you as a child? 

Were you raised by a stepparent or guardian? Please describe that relationship: 
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Please describe any organized or informal social groups that you are actively involved in: 

When did you first begin dating? Were your early dating experiences positive? 

Describe your relationship with your best friend, and how often you get together: 

When was the last time you were together? 

Which of the follow recreational activities do you enjoy? 

Biking Hiking Surfing the internet 

Bingo Horse racing Video games  

Card playing Jogging Video poker  

Crafts Keno Walking 

Dog racing Lottery Working out  

Dancing Movies Others:  

Marital History 

If you are married, how long have you been married? 

If you are married, how long did you know your spouse before getting married? 

How old were you when you were first married? 

List any other past marriages with approximate dates and ages: 

Social Experience 

Are you satisfied with your current social life? Briefly explain: 
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Have you ever begun a training or academic program and stopped? If so, briefly describe the circumstances: 

Describe any special training you have had beyond your formal schooling: 

How did you do academically (grade school, middle school, high school)? 

Have you ever been tested for a learning disability? Yes  No 

Do you think you may have a learning disability? Please describe: 

Military Experience 

Have you ever been in the armed forces?  Yes No If yes, what branch?  

If yes, what were the approximate dates of service? 

Please describe your reasons for leaving the military and the type of discharge you received: 

Describe your feelings about your military service or experiences that influenced you: 

Educational History 

What was the last grade in school (or degree) that you completed? 

List certificates, degrees, and licenses you have earned (include approximate dates): 
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Medical History 

What is your physician’s name? Last exam: 

List any surgeries you have had, including dates: 

Describe any accidents or injuries you have had, including dates: 

Describe any head injuries, seizures, or loss of consciousness you have had, including dates: 

Are you taking medication for physical symptoms now? If yes, what medication are you taking? 

Have you ever taken antidepressants? If so, what was the medication and when were you taking it? 

Check if you feel: Overweight Underweight Concerned about eating habits 

Yes No 

Yes No 

Yes No 

Legal History 

Have you ever had any legal difficulties? 

Have you ever had any arrests? 

Have you ever had any convictions? 

Have you ever been in prison? Yes No If yes, what were the charges? 
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Check any of the following that apply to you: 

Back pain Hot flashes Stomach problems 

Blackouts Indigestion Tension 

Burning or itchy skin Muscle spasms Tics 

Chest pains Nausea Tingling 

Constipation Numbness Tremors 

Diarrhea Overeating Twitches 

Dizziness Palpitations Unable to relax  

Don’t like to be touched Poor appetite Visual disturbance 

Dry mouth Rapid heartbeat Vomiting 

Excessive sweating Seizures Watery eyes 

Fainting spells Sexual disturbances Weight gain 

Fatigue Skin problems Weight loss 

Flushes Sleeping too much Other:  

Headaches Sleeplessness 

Hearing problems Snoring 

Chemical Substance History 

Family Use 

Does/did anyone in your family of origin, or in your immediate family, use alcohol or drugs (either prescribed  
or street drugs)?        Yes No 

If yes, who? For how long? 

Was anyone in your family an alcoholic or drug user? If yes, who? 

Personal Use 

What alcoholic beverages did/do you use?  

How much? How often? 

When did you have your last drink? 
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What street drugs did/do you use? 

When did you last use? 

Do you use marijuana? If yes how often? 

Do you use nicotine? How much daily? 

Do you consume caffeine? How much daily? 

Mental Health 

Have you ever been in counseling or therapy before? Yes No 

If yes, when?  What were the issues you worked on? 

Who was your counselor/therapist? 

Have you ever been hospitalized for an emotional or mental disturbance? Yes No 

If yes, when? Please describe the issues and the results: 

What medications have you been prescribed for mental health or emotional issues? 

In the past month, have you taken any medication for nervousness, depression, insomnia, or pain?

Yes No If yes, what medicine? 

Have you ever attempted to commit suicide? Yes No If yes, please explain how you attempted 
suicide and provide approximate date(s): 

Yes No 

Yes No 

Yes No 
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Occupational History 

What is your current occupation? 

On a scale of 1 to 10, what is your job satisfaction? Please select one:

1 

Dissatisfied 

2 3 4 5 6 7 8 9 10 

Satisfied 

Briefly describe your work history: 
Employer/Job Starting Date Stopping Date 

1. 

2. 

3. 

4. 

5. 

Spiritual History 

Please describe your family’s spiritual or religious atmosphere while you were growing up: 

Are you currently involved with any church, religious or spiritual group, or faith community? If so, please 
describe: 

When did you develop your current spiritual beliefs? 

Do your family and friends share your current beliefs? 

Have you found your spiritual beliefs helpful or a hindrance? 
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Mood Scale 

Please indicate your general mood level for the last month by selecting one of the numbers on the scale below. 

Mark an “L” under one of the numbers to describe the low point of your mood during the last year.

0 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100 

Suicide Ideas Depressed Average Good Spirits Joyful 

Anxiety Scale 

Please select the number on the 1 to 10 scale below to indicate your general level of anxiety or
nervousness over the last month. The higher the number you indicate, the higher the level of anxiety, 
nervousness, or tension you are reporting:

1 
Peaceful 

2 3 4 5 6 7 8 9 10 
Panicky 

Sexual Concerns 

Please indicate if any of the following issues are of concern to you: 

Painful intercourse  Infertility Sexual practices 

Premature ejaculation Sexual addiction STDs/STIs 

Impotence Lack of sexual desire Same-sex orientation 

Infidelity Pornography Too much sex 

Lack of sex Same-sex attraction Rape or sexual assault 

Personal Assessment 

Please list three things you feel are your main strengths: 

1. 

2. 

3.
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What would you say are your top three problems? 

1. 

2. 

3. 

How do you feel that counseling can be helpful for you? 

What are your future “dreams” for your life? 

What, if anything, do you see prevents you from pursuing your life dreams? 

Other Thoughts 

Please add or emphasize any other information that you would like me to know so that I may better 
understand you: 

Information about your parents and their marriage: 

Information about your parents and their relationship: 

Information about your childhood, schooling, and friends: 
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Information about your current situation: 

Information about your relationships: 

Other comments: 

Thank you for your candor.

Please bring your completed Contact Information sheet and Personal History to your first appointment. 
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