IDT COUNSELLING EVALUATION FORM
DATE:…………                                 D.O.B. ..……/………/…….

NAME:……………………………                     AGE……………

ETHNICITY:……………………………               POST CODE……………..

DATE OF 1ST SESSION:…………………..      LOCATION…………………

(TO BE COMPLETED DURING 1ST SESSION)
1) WHAT ARE THE MAIN DIFFICULTIES YOU WOULD LIKE COUNSELLING SUPPORT WITH?

2) HOW ARE YOU FEELING RIGHT NOW?

3)     ON A SCALE OF 1 – 10, (1=LOW, 10=HIGH), 
       HOW WOULD YOU RATE HOW THESE DIFFICULTIES ARE                                                 
       MAKING YOU FEEL?      
__________________________________________________
DATE:…..                MID-THERAPY REVIEW
(TO BE COMPLETED DURING A MID-REVIEW SESSION)
1) HOW HAVE YOU FOUND COUNSELLING SO FAR?

2) HAS THE COUNSELLING HELPED WITH ANY OF YOUR  
        DIFFICULTIES SO FAR? AND IF SO, WHICH ONES?

	3)    OVERALL, HOW HAPPY ARE YOU WITH THE COUNSELLING SO FAR? (PLEASE TICK A BOX BELOW):     

     VERY HAPPY      
               HAPPY           MIXED FEELINGS             

     NOT SO HAPPY               VERY UNHAPPY     




4)    COMPARED TO HOW YOU FELT IN BEFORE YOUR 1ST SESSION, ON A SCALE OF 1 – 10, (1=LOW, 10=HIGH), 
        HOW WOULD YOU RATE HOW THESE DIFFICULTIES ARE                                                 
        MAKING YOU FEEL NOW?    

DATE:…………           END OF THERAPY REVIEW
 (TO BE COMPLETED DURING LAST SESSION)
1A)   HAS COUNSELLING HELPED YOU WITH ANY OF THE DIFFICULTIES YOU FIRST BROUGHT TO COUNSELLING? Y/N

1B)   IF YES, IN WHAT WAYS?           
(PLEASE GIVE A NUMBER RATING HOW MUCH THESE DIFFICULTIES ARE EFFECTING YOU NOW) – 1=LOW 10=HIGH      

2)     PLEASE DESCRIBE ANYTHING THAT YOU FEEL HAS BEEN 
       HELPFUL ABOUT YOUR COUNSELLING EXPERIENCE:

3)      PLEASE DESCRIBE ANYTHING THAT YOU FEEL HAS BEEN
        DIFFICULT ABOUT YOUR COUNSELLING EXPERIENCE:

4)      LOOKING BACK OVER YOUR COUNSELLING, IS THERE 
        ANYTHING WHICH REMAINS UNRESOLVED FOR YOU 
        OR THAT YOU STILL FEEL UNCOMFORTABLE ABOUT?

	5)     OVERALL, HOW HAPPY DO YOU FEEL ABOUT THE SERVICE 
       YOU HAVE RECEIVED? – PLEASE TICK A BOX BELOW:

       VERY HAPPY      
    HAPPY                      MIXED FEELINGS             

       NOT SO HAPPY            VERY UNHAPPY       




6)    ANY OTHER COMMENTS:

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS FORM!
POST COUNSELLING EVALUATION OF OUTCOMES
(TO BE COMPLETED BY COUNSELLOR AFTER COUNSELLING HAS FINISHED) 
1 a) DATE THERAPY BEGAN  ..……./……../…….  

1 b) DATE THERAPY ENDED  ……../……../………

2 a) No OF SESSIONS ATTENDED: ……....

2 b) No OF SESSIONS UNATTENDED ………………

	3 a) REASON FOR ENDING THERAPY:




	4)

WHAT TYPE OF THERAPY WAS UNDERTAKEN WITH THE CLIENT? PLEASE TICK AS MANY BOXES AS APPROPRIATE:

Psychodynamic                  Integrative   

CBT                                      Solution focussed     

Person Centred   
      Other                




	5)

EVERY CHILD MATTERS OUTCOMES: PLEASE TICK  APPROPRIATE BOXES:

Enjoy & Achieve                         Achieve economic well-being   
Be healthy                                          Stay safe     
Make a positive contribution   
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