
Brulé Counseling, LLC 
 

Nicole Brulé, PsyD David Brulé, PhD 
Licensed Psychologist Licensed Psychologist 
(541) 953-3929 (541) 623-0679 

 
 

_________________________________________________________________________________________ 
 

Date:____________________  

 

Name:______________________________________________ Date of Birth:______________________ 

Gender:          Male,        Female,  Other:____________________ Social Security #:___________________ 

Race or ethnicity: _____________________________________ Relationship Status:_________________ 

 

Address:_________________________________________________________________________ 

City:________________________________________  State:______________ Zip:_____________ 

Email address: ____________________________________________________________________ 

Phone number(s):  (please provide all numbers that apply and check which number you prefer I use) 

Cell Phone:  (_______)________________________, Ok to leave a message?   Yes   No 

Home Phone:  (_______)______________________, Ok to leave a message?   Yes   No 

Day Phone:  (_______)________________________, Ok to leave a message?   Yes   No 

Eve. Phone:  (_______)________________________, Ok to leave a message?   Yes   No 

 

Emergency Contact:______________________________________________________________________ 

Relationship:_________________________________________________________________________ 

Phone #:  (________)_________________________ 

Name of primary care doctor: ______________________________________________________________ 

Phone #:  (________)_________________________ 

Insurance Company: ______________________________________________________________________ 

Policy holder's name:________________________________________________________________ 

Date of Birth:______________________________________________________________________ 

Address:__________________________________________________________________________ 

Employer:_________________________________________________________________________ 

Nicole Brule




Referred by/ Referral source:________________________________________________________________ 
 
 
What brings you in? Please describe your reasons for seeking therapy at this time?  
 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
 
What are your goals for our work together? What would you like to be different after therapy?  
 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
 
What do you think might get in the way of resolving your current problems or achieving your goals? 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
 
What do you see as your strengths that could help you make any desired changes? 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Have you received previous counseling or substance abuse treatment (please circle)? Yes_______ no_______  
If yes, how was this experience for you? _________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 
Are you currently seeing anyone else for mental health conditions? If so, who? 
__________________________________________________________________________________________ 
 
 
Are you taking any medications (include dose)? ___________________________________________________  
Who prescribes them? _______________________________________________________________________ 
 



Personal and Family Background Information 
 

Parents currently are: married/ live together________ separated__________ divorced_________ never lived 

together___________ one or both deceased___________ 

 

Please list all family members below include their relationship to you and their age (if deceased put age 

deceased) 

 

____________________________________               ____________________________________ 

____________________________________    ____________________________________ 

____________________________________    ____________________________________ 

____________________________________    ____________________________________ 

____________________________________    ____________________________________ 

 

Please check all that apply: 

Family history of: 

____ Counseling ____ Alcohol Dependence  

____ Depression ____ Drug dependence 

____ Anxiety ____ Chronic mental illness  

____ Eating Disorders ____ Chronic physical illness 

____ Sex Abuse/ or Incest ____ Psychiatric hospitalization  

____ Interpersonal violence ____ Suicide Attempts/ Completion 

 
Please check all that apply: 
I use alcohol: never__ less than once/ week__ more than once /week___ daily___ 
I use drugs: never__ less than once/ week__ more than once /week___ daily___ 
I use tobacco: never__ less than once/ week__ more than once /week___ daily___ 
I have experienced an unwanted sexual experience: recently___ in the past___ 
sexual assault___ date rape__ rape__ incest___ 
My sleep is: _________ hours a night / Frequent waking? ___/ Difficulty falling asleep? ___ Staying 
asleep?___ 
I am dissatisfied with my personal appearance _____ 
I have felt like or tried to hurt myself in the past______ and/ or _________currently 
I have suffered a significant loss/ death ______relationship ending ______ other________________ 
I have experienced:  
___ medical complications at birth 
___ serious head injury (or knocked out) 
___ past learning disability or attention deficit/ hyperactivity disorder 



___ permanent disability (if checked please describe:__________________) 
___ legal difficulties (if checked please describe:_____________________) 

 
 
 


