EMDR Consultation Form

Therapist name :      
Years practicing EMDR therapy :      
What are your main questions or challenges for this consultation ?
     
CLIENT DATA (PHASE I ELEMENTS)

First Name       

 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female    
Age      
Relationship Status (check below all that apply) :

 FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married (     yrs)    FORMCHECKBOX 
 Divorced    FORMCHECKBOX 
 In a Committed Relationship (     yrs)

Employment : 

 FORMCHECKBOX 
 Student    FORMCHECKBOX 
 Part-time employed    FORMCHECKBOX 
 Full-time employed    FORMCHECKBOX 
 Disabled 

Describe client’s presenting concerns and reasons for seeking treatment :      
Describe Client’s Family of Origin and Current Family Configuration (if different) : 

     
List any family history of mental Illness :      
List client’s significant medical health issues :      
How long has client been in treatment with you ?      
Describe the Client’s Attachment History with Primary Caregivers 
Describe interactions that defined the client’s early childhood memories of relationship with each parent. How was client was treated when hurt or upset ? How did each parent express love ? How does client remember any frightening, hurtful or abandoning parent behaviors ?       
Describe any childhood emotional/physical neglect :       
Describe any childhood physical abuse :      
Describe any childhood sexual abuse :       
Screening for dissociative disorder 

DES-II Average Score :      
DES Taxon Probability Score :      
Describe findings from mental status examination for dissociative disorder :      
Describe any dissociative coping mechanisms :      
Other Testing Data and Scores :      
Attachment classifications

Client’s attachment classification with mother (check one below) :  

 FORMCHECKBOX 
 Secure    FORMCHECKBOX 
 Insecure/Preoccupied    FORMCHECKBOX 
 Insecure/Dismissive    FORMCHECKBOX 
 Disorganized  

Client’s attachment classification with father (check one below) :  

 FORMCHECKBOX 
 Secure    FORMCHECKBOX 
 Insecure/Preoccupied    FORMCHECKBOX 
 Insecure/Dismissive    FORMCHECKBOX 
 Disorganized  

Describe any current major stressors in the client’s life that are potentially destabilizing ?      
Describe client’s day-to-day basic self-care including regular sleep, eating, exercise, social interaction, work or study :      
Describe client’s self-regulation skills, impulse control, judgment, affect tolerance, cognitive flexibility, reality testing, and social skills) :      
Note any past therapy episodes, diagnoses and response to treatment (including any psychiatric hospitalization) :  FORMCHECKBOX 

Discuss any countertransference toward the client that you are aware of :      
Describe any current risk factors (serious drug/alcohol abuse, violence risk, suicidal ideation, sexual acting out, self-injurious behaviors):      
Primary diagnosis :      
Secondary diagnosis :      
What is your AIP case formulation ? What is your hypothesis regarding the life experiences that led to the current symptoms and how they are maintained ?):      
Current EMDR Treatment Plan and responses to treatment

What is your proposed treatment plan and rationale for a sequence of EMDR targets for reprocessing ? How has your client responded to EMDR reprocessing ?      
Adapted from Christine Sells, Ph.D.

