For office use only:  Client ID#________________________                            Risk Assessment:  1   2   3   4

Goldsmiths Counselling Service.

Student Self Assessment Form

Completing this online questionnaire is your first step in the process of self referral to Goldsmiths University Counselling Service. It is also a way of reflecting upon your current concerns in preparation for an assessment session (Therapeutic Consultation) with a counsellor
Once submitted, your completed documentation will be processed by our Counselling Team. We will then contact you, either by telephone or email, and invite you to attend an Assessment Session with a member of the Counselling Team.at Laurie Grove when a space becomes available. 

The Counselling Service is not an emergency service. Please refer to the counseling service website for contact details where you can obtain urgent advice.

The Counselling Service also provides an Emergency Drop-In Space where you can have a brief 15-20 minute consultation with a counsellor to obtain information, deal with any queries and get help to complete the online questionnaire or perhaps pick up a self help book. Please see the website for further information on times of these sessions

If you do not want to complete this process online, copies of this Questionnaire can be obtained from the Counselling Service at 20 Laurie Grove and completed by hand. If you need assistance in completing this form please ask the administrator and she will arrange for someone to help you.  Please see our opening hours and contact details on the first page of the counselling website

Data Protection

For the purposes of this questionnaire Goldsmiths University is the data controller. All data collected as part of you completing this questionnaire will be held securely by Goldsmiths University Counselling Service in accordance with the Data Protection Act (1998). Data from this questionnaire, including answers to questions where personal details are requested, will be stored on computer for one year and on paper for five years and will only be accessible to the Counselling Service. 

Confidentiality

The answers to the questions along with anything disclosed in counselling is confidential to the counseling service. There are occasions when confidentiality may need to be breached such as instances where a client is considered at serious risk of causing harm to self or others. You can discuss this further in your assessment session.

Please save your completed Assessment Form and email to counsellingassessmentform@gold.ac.uk  

To ensure confidentiality & security,

make sure to email your assessment via your 

Goldsmiths email account.
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	Goldsmiths Counselling Service

20 Laurie Grove

London, SE14 6NH


Student Assessment Form
 (All files are held in strict confidence)
The purpose of this assessment form is to gather as much relevant information as possible that may inform and guide the counselling process.  Please feel free to keep your answers brief as there will be time during your initial session to provide more detailed information if necessary.

	*Please note, all shaded areas are mandatory.  Failure to complete these areas may cause delay in processing your assessment.


	SECTION I:  ABOUT YOU

	Today’s Date:_________
	Family Name:_________________
	Given Name:_________________

	Age:_______
	Date Of Birth:______________
	Gender:  (Male      (Female      (Transgendered

	Nationality:


	Ethnicity:
	( White British
( White Irish
( Other White _______

( White/Black Caribbean
	( White/Black African
( White/Asian
( Other Mixed _______

( Indian
	( Pakistani
( Bangladesh

( Chinese
( Other Asian _______
	( Black-Caribbean

( Black African

( Other Black ________
( Any Other _________

	Relationship Status:   ( Single      ( Partnered      ( Married      ( Civil Partnership      ( Separated      ( Divorced      ( Widowed

	Do you have children or dependents?

(if yes, specify: Number, ages, who do they live with, etc)

	

	Term-time Address:


	Home Address:

	Mobile Phone:


	OK to Leave Message?

(Yes    
(No
	Email Address:


	OK to Email?

(Yes    (No

	Emergency Contact:  Name:                                                                                       Phone:

	Referral Type:
	(Self-referred       (Friend      (Family      (Tutor      (Student Services      (GP      (Psychiatrist      (Other ________

	Please tick which applies: (Undergraduate     (Graduate     (PhD     (Staff
	If a student, are you:    ( Full-Time     ( Part-Time

	If a student, course of study: 
	If staff, area of work:

	Current year of study:   1    2    3    4    5    6    7   Repeating year ____
	Are you: (Home Student     (EU Student     (International Student

	What is your first language:
	

	Are you the first person in your immediate family to attend university?  (Yes     (No

	Do you consider yourself having a disability?  (Yes     (No  

If yes, please specify:  (Blind/Partially Sighted     (Deaf/Hearing Impaired     (Dyslexia     (Dyspraxia     (Mobility Difficulties     (Asperger’s

                                        (Other (please specify):  ______________________________

If yes, are you registered with Goldsmiths Disability Service:  (Yes     (N0  (If No, what stops you: ___________________________________)

	For office use only:  

Student ID# _________________________________
	______________________________________________________________

Client Name (Please Print)                                                                                                     Date

______________________________________________________________

Client Signature (Type Full Name if Submitting Electronically)                            Date




	SECTION II:  CURRENT CONCERNS

	What has led you to contact the counselling service at this time?



	How long have you been experiencing your current difficulty?

	Are you currently receiving help for your current concern(s)?  (Yes     (No
If yes, specify: (Counsellor     (Psychologist     (Psychiatrist     (GP     (Mental Health Team     (Other Service:______________________

	How has this concern impacted your day-to-day routine?  


	How has this concern impacted your academics/work?



	What strategies have you used to help you cope?


	What do you feel is the cause of your current difficulty?



	How do you feel about the future: (Hopeful    (Uncertain

	What do particularly bad moments look like?


	Who do you talk with about the things that trouble you?



	How would you like counselling to help you?


	How will you know if counselling was worthwhile?



	Is there anything else you would like to share about your concern(s)?




	SECTION III:  MEDICAL & MENTAL HEALTH DETAILS

	GP Details (Name, Address, Telephone):  


	Please provide details of any medical conditions we should be aware of:



	Are you taking any medications at the present?  (Yes     (No
If yes, specify (Name, Dose, Purpose):



	Have you sought help for your current concern(s) from your GP?  (Yes     (No
If yes, what was the outcome?

	Have you ever had counselling in the past?  (Yes     (No
If yes, was it at Goldsmiths Counselling Service: (Yes     (No  (If yes, Counsellor Name:______________________Year:________________)

If you have had counselling in the past but not with Goldsmiths Counselling Service, please specify (Where, How long, Was it helpful):  



	Have you ever been diagnosed with a mental health disorder?  (Yes     (No

If yes, specify:  (Depression     (Anxiety     (Bipolar     (OCD     (Eating Disorder     (Other:________________________________

If yes, what type of treatment did you receive?  (Psychotherapy     (CBT     (Medications     (Hospitalization     (Other:_________________


	Do you currently have thoughts of suicide?  (Yes    (No        

If yes, specify:


	Have you ever had thoughts of suicide?  (Yes    (No

If yes, specify:


	Have you ever attempted suicide?  (Yes    (No

If yes, specify:



	Do you currently have thoughts of self-harming?  (Yes    (No

If yes, specify:


	Have you ever had thoughts of self-harming?  (Yes    (No

If yes, specify:


	Have you ever engaged in self-harming behaviours?  (Yes    (No            If yes, specify:


	To your knowledge, does anyone in your immediate family have any mental health problems?  (Yes     (No
If yes, please specify:




	SECTION IV:  FAMILY HISTORY

	Where were you born?
	Where did you grow up?

	What was the status of your biological parents’ relationship when you were born?

  (Married     (Partnered     (Separated     (Divorced     (Unsure     (Other__________________________________

	If your parents separated or divorced, how old were you then? 

	Mother’s (Other Guardian) current age:
	If deceased, how old were you when she died?

	Father’s (Other Guardian) current age: 
	If deceased, how old were you when he died?

	Number of brother(s):              What are their current ages?

	Number of sister(s):                  What are their current ages? 

	Were you adopted or brought up by anyone other than your biological parent(s)?  (Yes     (No
If yes, please explain:


	Briefly describe your mother’s (other guardian) personality while you were growing up:


	Briefly describe your father’s (other guardian) personality while you were growing up:


	If relevant, briefly describe your stepparent’s personality while you were growing up:



	Briefly describe your past and current relationship with your mother (other guardian):


	Briefly describe your past and current relationship with your father (other guardian):


	Briefly describe your past and current relationship with your stepparents:



	What was your mother’s (other guardian) occupation:


	What was your father’s (other guardian) occupation:


	What was your stepparent’s (other guardian) occupation:



	How would you describe your overall childhood home life?



	Have you ever experienced any type of abuse?  (Yes     (No
If yes, please specify:   (Emotional     (Physical     (Sexual     (Unsure     (Prefer not to answer at this time     (Other:_________________     

	How would you describe your overall school experience?

Primary School: ____________________________________________________________
Secondary School:  ___________________________________________________________

	Outside the family home, what were your relationships like as a child/adolescent?  Tick all that apply
Under the age of 10:  (Good     (Lonely     (Bullied     (Other: _______________________________________________________

From ages 11-18:  (Good     (Lonely     (Bullied     (Other: _________________________________________________________


	SECTION V:  DRUG & ALCOHOL USE

	Do you currently drink alcohol?  (Yes     (No 

If yes, what, how much, and how often? 


	Do you currently use drugs recreationally?  (Yes     (No 

If yes, what, how much, and how often? 



	Growing up, did anyone in your home have any problems with alcohol or drugs?  (Yes     (No 

If yes, please specify:



	Are you concerned about your present use of alcohol or drugs?  (Yes     (No 

	Do you believe there is a relationship between your alcohol/drug use and your current concern(s)?  (Yes     (No 


	SECTION VI:  SOCIAL SUPPORT

	Are you happy with your current living conditions?  (Yes     (No
If no, please specify:



	Overall, are you happy with the level of support you receive in life?  (Yes     (No
If no, please specify:



	If you are currently in a relationship, how would you describe it?



	How do you like to spend your time outside of work/university? (hobbies, relaxation, fun, etc)



	SECTION VII:  ACADEMIC/WORK SUPPORT

	Are you happy with your course of study/area of work at Goldsmiths?  (Yes     (No
If no, please specify:



	Are you happy with the level of support you receive from your course tutors/employer?  (Yes     (No
If no, please specify:



	How would you describe your overall Goldsmiths experience so far?




	SECTION VIII:  ATTENDING APPOINTMENTS

	Please give us an idea of your availability* for attending counselling sessions:  Tick all that apply

	Monday:   
	(9am-12pm 
	(12pm-6pm     
	(Other:_____________________________________

	Tuesday:        
	(9am-12pm 
	(12pm-6pm     
	(Other:_____________________________________

	Wednesday:  
	(9am-12pm 
	(12pm-6pm     
	(Other:_____________________________________

	Thursday:      
	(9am-12pm 
	(12pm-6pm     
	(Other:_____________________________________

	Friday:           
	(9am-12pm 
	(12pm-6pm     
	(Other:_____________________________________

	* Please note, providing a limited availability may increase the time it takes to be seen by a counsellor.

	Preferred gender of counsellor?  (Male     (Female     (No Preference

* Please note, providing a preference may increase the time it takes to be seen by a counsellor.

	Is there anything else you would like to share about yourself that has not already been asked?



	Please let us know how you felt completing this assessment form:



	Please save your completed Assessment Form and email to counsellingassessmentform@gold.ac.uk  To ensure confidentiality & security, make sure to email your assessment via your Goldsmiths email account. 

- END -
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