					CHRISTIAN HEALING CENTER								CONFIDENTIAL PERSONAL INFORMATION FORM	 
	Date:_____________________									First Name:______________________Last Name:_____________________		Date of Birth:______________              Sex:   M or F  (circle one)				Address:______________________________________________________		City:____________________________State:___________Zip:___________	Phone: Home:____________________Cell:__________________________		Email Address:_________________________________________________		Name of Church:________________________________________________	Denomination:_________________________________________________		Occupation:___________________________________________________		Degree(s):Grades completed____Bachelor’s____Master’s____Other_____		Spouse’s first name:_____________________________________________		Number of children:___Name(s) and age(s):__________________________		_____________________________________________________________		_____________________________________________________________ 	I was referred by:_______________________________________________		Have you been or are you currently under the care of a counselor or psy-		chiatrist? If yes, please give details:_________________________________ 	_____________________________________________________________		_____________________________________________________________		_____________________________________________________________	Briefly describe what brings you to prayer ministry now:________________		_____________________________________________________________	_____________________________________________________________	_____________________________________________________________		Check the issue(s) that pertain to you: rate degree of severity 1(low)-5(high)											 		____Depression		_____Physical Illness		_____Sexual Identity Issues		_____Marital Problem		_____Homosexual/Lesbian	_____Physical abuse			_____Drug Addiction		_____Insomnia			_____Sexual abuse			_____Eating Disorder		_____Alcoholism		_____Anger				_____Grief/Loss		_____Low Self-Esteem		_____Emotional Abuse			_____Occult Oppression	_____Career Decision		_____Relationships			_____Workaholism		_____Financial Crisis		_____Loneliness			_____Unforgiveness						_____Excessive Anxiety/Fear		Other crisis(describe briefly):______________________________________		 _____________________________________________________________		_____________________________________________________________		_____________________________________________________________	_____________________________________________________________		Describe your support system:_____________________________________		_____________________________________________________________		_____________________________________________________________		Are you under a doctor’s care now? For what?________________________		_____________________________________________________________	_____________________________________________________________		What prescription medication(s) are you currently taking? For what?______		_____________________________________________________________	_____________________________________________________________	Have you had any major surgeries, illnesses or accidents? If so please 	describe.______________________________________________________	_____________________________________________________________	_____________________________________________________________	_____________________________________________________________		How do you spend your leisure time?_______________________________		_____________________________________________________________	_____________________________________________________________	_____________________________________________________________
[bookmark: _GoBack]Please give us the times you are available for prayer appointments
1._________________________________________________________________2._________________________________________________________________3._________________________________________________________________



																																													SPIRITUAL HISTORY										CONFIDENTIAL																	Religious background in childhood (describe briefly)___________________		_____________________________________________________________		_____________________________________________________________	_____________________________________________________________		_____________________________________________________________		Are you a Christian?_____yes	_____no	_____uncertain				If yes, I consider myself to be:	1	2	3	4	5	6							         committed                                                                                detached			Church involvement:		1	2	3	4	5	6							           very active				           detached			In a few words, who is Jesus Christ to you?________________________	___________________________________________________________	___________________________________________________________	___________________________________________________________		___________________________________________________________	The following symptoms may indicate spiritual oppression. Please check 		any that relate to your experience.								____Psychic abilities, clairvoyance, divination-feeling of having “special powers”		_____Inward perception of a separate personality, name or voice					_____Fearful, repetitive night visitations by an evil presence					_____Difficulty participating in prayer-agitation, nausea, anger, rebellion, etc.			_____Uncontrolled  thoughts/impressions-sexual perversion, cursing, violence etc.		_____Uncontrollable compulsive behaviors-sexual sin, anger, chemical indulgence		_____Preoccupation with thoughts of death, despair and hopelessness				_____Uncontrollable, irrational, paralyzing  fear							_____Unusual, non-typical emotional expressions- laughter, sadness, crying, anger		_____Extreme nervousness or negative reactions at the mention of the name of Jesus
	Did/do you or any family members participate in witchcraft, satanic 	worship, non-judeochristian religions, covens etc.?  yes      no					Do you still?  yes    no										Do they still?  yes    no									Please describe any additional factors that lead you to suspect spiritual 	oppression.________________________________________________		 		_____________________________________________________________			________________________________________________________________________						________________________________________________________________________






						
																																																																																																																																								EMOTIONAL HISTORY										CONFIDENTIAL	
	Check all that apply:										_____I don’t remember being loved physically as a child(hugs, being held, etc.)			______I know I did not come at a good time in my parent’s life.					______I know at birth I was an unwanted child.							______I was physically abused by a parent as a child. Please explain some of your 			feelings.___________________________________________________________			__________________________________________________________________	      		__________________________________________________________________			__________________________________________________________________		______I suffered abuse from a non-parental family relationship. By whom?___________			Please explain some of your feelings.____________________________________			__________________________________________________________________ 		__________________________________________________________________			__________________________________________________________________		_____I was sexually abused as a child. By whom?_______________________________			Please explain some of your feelings.____________________________________			__________________________________________________________________			__________________________________________________________________	______________________________________________________________	_____I was verbally abused as a child. Please describe some of your feelings._________			__________________________________________________________________			__________________________________________________________________			__________________________________________________________________	______My parents divorced when I was a child. I was _____years old.				______I had no father growing up because of (circle one) death  divorce  preoccupation		______I had no mother growing up because of (circle one) death  divorce  		     		preoccupation									______I was adopted. Please describe some of your feelings.______________________			__________________________________________________________________			__________________________________________________________________			__________________________________________________________________	______I had an alcoholic or drug addicted parent.					______One of my family members/friends committed suicide. I was_____years old.		______	I had (have) a physical/mental abnormality that brought ridicule from peers.		______I experienced a severe trauma(house fire, accident, tragedy etc.) Please explain.			__________________________________________________________________			__________________________________________________________________			________________________________________________________			________________________________________________________		______I have/had an unhappy marriage.								______I have felt abandoned by friends. Please describe some of your feelings._______			_________________________________________________________________			_________________________________________________________________			_________________________________________________________________			_________________________________________________________________		______I suffer with low self-esteem. Please describe some of your feelings.__________			_________________________________________________________________			__________________________________________________________________			__________________________________________________________________			__________________________________________________________________		______I have had one or more abortions. How many?______					______I have had one or more miscarriages?______						______Do you have clear memories of your childhood or is most of your childhood 			memory what you have been told?_____________________________________			__________________________________________________________________			__________________________________________________________________		______Do you ever lose blocks of time that you cannot account for?________________			__________________________________________________________________			__________________________________________________________________			__________________________________________________________________		______Do you have recurring dreams? Please describe.___________________________			__________________________________________________________________			__________________________________________________________________			________________________________________________________		_____	Do you have trouble giving or receiving love?_____________________________			__________________________________________________________________			__________________________________________________________________			__________________________________________________________________		______Do you struggle with addictions  like	alcohol, cigarettes, drugs, overeating etc.__			__________________________________________________________________			__________________________________________________________________												 			
