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Counseling Questionnaire 

 

Client/Student Name:           Today’s Date:     

Currently in Therapy?   YES / NO   

Frequency of Sessions:         Date of Last Session:      

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ISSUES OF CONCERN 

If any of the following issues apply or have applied to your client, please provide details. Attach additional pages, if 

necessary.  

1. DEPRESSIVE EPISODE   History?: Yes / No Current?: Yes / No  In Remission?: Yes / No 

Date of Most Recent Episode:             

Precipitating Factors:             

Manifested symptoms/behavior:            

Has client ever been hospitalized for this condition? Yes / No   

If yes, list dates:           

2. BULIMIA/ANOREXIA NERVOSA History?: Yes / No Current?: Yes / No  In Remission?: Yes / No 

Date of Most Recent Episode:             

Precipitating Factors:             

Manifested symptoms/behavior:            

Has client ever been hospitalized for this condition? Yes / No  

If yes, list dates:           

3. SUBSTANCE ABUSE   History? Yes / No Current? Yes / No 

Substance(s) of Choice:              

Has client ever been assessed for chemical dependency? Yes / No 

Was client ever hospitalized for substance abuse? Yes / No  

If yes, list dates:           

4.  SELF-HARM   History? Yes / No Current? Yes / No 

Date of most recent incident:     Number of previous incidents:     

Precipitating Factors:             

Was client hospitalized? Yes / No  

If yes, list dates:            

Is client currently at risk? Yes / No 

If yes, explain:              

5. SUICIDALITY     History? Yes / No Current? Yes / No 

PROGRAM INFORMATION FOR PARTICIPANTS AND MEDICAL PROFESSIONALS: 

Participants attending The Traveling School (TTS) engage in rigorous academic programs while traveling internationally. 

These areas are rustic and remote. Because of their remoteness, and because programs take place in developing 

countries, transportation to modern medical care is sometimes difficult and may take over 24 hours. Accessibility to 

mental health counseling and other specialty medical services cannot be guaranteed. Refrigeration for specialty 

medications and foods is not available at all locations.  

TTS programs involve physically, and sometimes emotionally, rigorous conditions. The challenges participants may 

expect to experience include: group living, limited personal time, academic deadlines, extremely wet and dry climates, 

heat, sun, snow, ice, cold, biting and stinging insects, exposure to wild animals, swimming, high altitude, traveler’s 
diarrhea, snorkeling, rock climbing, rappelling, mountain biking, horseback riding, white-water rafting, surfing, 

mountaineering, boating, strenuous physical activity, hiking, backpacking, field work in rugged terrain, and other 

triggers for allergies such as smoke and dust. Prior physical conditioning is recommended, and a flexible and 

enthusiastic attitude is a necessity.  



 

Counseling Questionnaire  2 

฀ Ideation  

฀ Gesture/Attempt  

Precipitating Factors:             

Was client hospitalized? Yes / No  

If yes, list dates:            

Is client currently at risk? Yes / No 

If yes, explain:              

6. DSM/ICD 10 DIAGNOSIS  

Diagnosis:               

Current?: Yes / No   In Remission?: Yes / No 

Manifested symptoms/behavior:            

7. How do you see this diagnosis/behaviors possibly affect this student during their time at TTS:    

     

7. OTHER               

                

               

                

 

8. What have you found to be most helpful to this client?         

               

              

 

9.  What is the best way to support this client if she struggles with being out of her comfort zone? Is there a particular 

style of intervention you recommend? Is there a question or phrase that you use that your client finds helpful.    

               

               

         

 

10.  Are there any red flags or warning signs particular to this client that would indicate decompensation?   

               

                

CONTRAINDICATIONS FOR PARTICIPATION 

11. Are there are any concerns about your client participating fully in this program? 

฀ Yes 

฀ No 

12. If you believe your client can participate in this program, are there any special accommodations or supports your 

client will require, or that will be helpful to them? Please explain.        

                

 

 

I,                               consider that                                                                                                             
name of medical/treating professional    name of patient/student  

is fit to participate in a Traveling School Semester as described above. Having received permission from said applicant, I 

am willing to further discuss problems pertaining to this issue with the professional staff of The Traveling School.  

 

Signature of Medical or Treating Professional          Date     

License           Title         

Mailing address       Email Address       

Telephone         Fax         


