
                                                            WALK-IN COUNSELLING CLINIC 
                                                            CONVERSATION SUMMARY 

 
Child’s name: _________________________________ Date:  ________________________ 
                               Given                                  Surname 
 
DOB: ________________________  Age:____  School: ______________________  Gr ._____ 
 yr                   mm                        day     
 
Child’s Legal Guardian:  _______________________ Lives with: ________________________ 

Family Members:  
 

Given name 
 

Surname 
 

Relationship 
Gender 
M / F 
N/A 

In home 
Yes / No 

 
Age 

File also 
completed 

(!) 
       

       

       

       

       

 
Address:   _________________________________ Phone: H___________________ 

  _________________________________             W___________________ 
  City           Postal Code  

!     Crisis Service Info Card Given 

Plan: ______________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

FAMILY CONSTELLATION (genogram) 

 

 

 

 
 

 
 
 
___________________________________  __________________________ 
Lead Therapist’s Signature    Date 
 
__________________________________ ________________________ 
2nd Therapist’s Signature      Date 

 
Agency Info 

Website:  www.briefnarrative.com Email:  sj.cooper@shaw.ca 
© sjcooper Inc. 

Rev. July 2011          (see over) 

LOGO 


