
FAMILY LEGACY COUNSELING 

Confidential Questionnaire 

       Kim Brangoccio, LMFT, IAADC, CEAP 

 
PERSONAL INFORMATION:    Date: ___________________ 

 

Name: ________________________________ Home Phone: ______________________ 

 

Address: ________________________________________________________________ 

 

City, State, ZIP: __________________________________________________________ 

 

Birth Date: __________________ Age: _____ Education (Last yr completed): ________ 

 

Occupation: ____________________________ Business Phone: ___________________ 

 

May we leave a message at your home? ____yes _____no Business? _____yes _____no 

 

Email Address (optional): __________________________________________________ 

(We cannot guarantee the confidentiality of electronic communication.) 

 

Circle One:  Single     Married    Separated     Divorced     Widowed 

 If married how long? _____________ 

 

Spouse’s name and occupation: ______________________________________________ 

 

Names and ages of children: ________________________________________________ 

 

In case of emergency, please contact the following: ______________________________ 

 

Relationship: ____________________________________ Phone: __________________ 

 

Referred by: _____________________________________________________________ 

 

HEALTH INFORMATION: 

 

Rate your health (check one) 

_____Very Good _____Good _____Average  ______Poor 

Are you sleeping through the night?  _____yes  _____no 

Have you had a change in weight recently?   _____yes   _____no 

If yes, about how much?   _____loss or  ______gain 

Are you experiencing fatigue or lack of energy?   _____yes   _____no 

 

Present medication, if any and its purpose: _____________________________________ 

 

Do you currently use alcohol? ______yes ________no 

If yes, would you or anyone who knows you think this is a problem? _____yes ____no 

 
                                     (Please turn over and complete the other side.) 

 



OTHER INFORMATION 
Have you recently suffered loss from a significant social, business, or family 

relationship?  _______Yes   _______No        If yes, please explain:__________________ 

 

________________________________________________________________________ 

 

 

Have you had previous counseling?  _______Yes    _______No 

If yes, please list the dates, name of therapist and reason for counseling:______________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

What religious organization do you attend, if any? 

________________________________________________________________________ 

 

 

Briefly describe your belief about God and if/how you see your faith being part of the 

change process in your counseling: 

_______________________________________________________________________ 

 

 _______________________________________________________________________ 

 

________________________________________________________________________ 

 

 

 

What has brought you here today and what would you like the counseling process to 

accomplish? 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

 

Please circle the areas you may wish to discuss during the counseling process: 

 

abortion        childhood hurts             marital issues              sexual issues 

abuse         communication             occupation             spirituality 

anger         depression          parenting             stress 

anxiety         finances           parents/in-laws                substance abuse 

appearance             grief/loss           relational conflicts            suicidal thoughts 

 

  



 

   FAMILY LEGACY COUNSELING 

5415 NW 88
TH

 ST STE 100 

JOHNSTON IA  50131 

 

                             KIMBERLY BRANGOCCIO,  LMFT,  IAADC,  LMFT 

FEE AGREEMENT 
 

 At Family Legacy we believe counseling is a process whereby a client seeks to resolve 

emotional, relational, and/or spiritual difficulties with the assistance of another caring individual.  

Kimberly will bring to the session her professional knowledge and experience, but the ultimate 

responsibility for growth and change rests with the client.  You are invited at any time to ask 

questions about your counselor, her methods, and/or the direction the counseling is headed. 

 

 Sessions may last between 45-60 minutes depending on the service provided. Fees are 

$155.00 for the first session and  $115.00 - $145.00 (depending on the service provided) for  each 

session thereafter. If your account shows a balance of $200.00, services will be suspended until 

the balance is brought up to date or arrangements made with the office to bring the account up to 

date.  Please initial ______ Kimberly is covered by Wellmark BC/BS and United Health Care 

insurance.  We do not submit insurance claims for any other insurance, but we can provide you 

with a receipt.  You authorize the release of any information necessary to process claims and you 

authorize the payment of benefits to Family Legacy.  Please initial ________.   

 

 Appointments can be made and messages left for Kimberly through the Family Legacy 

office at 515-727-1338.  If you need to cancel an appointment, you must notify our office within 

24 hours of that appointment.  As other clients may be waiting for openings, failure to notify our 

office within 24 hours will result in you being charged ½ the fee, or $57.50, for the missed 

appointment.  Please initial __________ 

 

In the event of an extreme emergency, please call one of the other emergency 

names/numbers given, or pursue 24-hour assistance from a local emergency room, shelter, or 

police department. 

 
Disclosure for Mandatory Child Abuse or Dependent Adult Abuse Reporting:  The counselors at 

Family Legacy are required by State Law, Code Section 232 & 235, to report suspected incidence of child 

abuse or dependent adult abuse. 

 

Family Legacy Privacy Rights:  I have read and understand my privacy rights at Family Legacy. 

 

Weapons Policy:  No weapons of any kind are allowed on Family Legacy premises. 

 

Your signature below signifies your understanding and willingness to comply with these 

policies. 

 

 

Client __________________________________________Date _________________ 

 

 


