
State Center Community College District 

Request  for  Psychological Services  

Date: _________________ 

Last Name: __________________________  First Name:  _________________________   ID# ________________ 

Maiden Name:  ______________________  DOB:  _____________  Birthplace:  _______________  Age: ______ 

Phone (primary): _________________________    OK to call? YES   NO OK to leave a message? YES    NO 

Phone (secondary): _______________________    OK to call? YES   NO OK to leave a message? YES    NO 

Correspondence Address: ________________________________________________________________________ 

________________ 
________________ 

________________ 
________________ 

Email: __________________________________________          Preferred method of contact?    PHONE EMAIL  

Emergency Contact: __________________________________ Relationship: ______________________________  

Emergency Contact Phone: ___________________________ Initial here to give permission to contact: _________ 

LIMITED CONFIDENTIALITY 
Information shared with psychological services staff will be kept confidential except within a few specific 

circumstances.  Psychological staff are mandated reporters. Information related to harm to self or 
others, child abuse, elder abuse, or dependent adult abuse will be shared with the proper authorities. 

Are you thinking of harming yourself? YES  NO 
Are you thinking of harming or killing another person? YES  NO 
Are you having suicidal thoughts? YES  NO 

IMPORTANT:  Campus Psychological Services uses a brief therapy model.  Before initiating services, each student 
must first schedule and attend a mental health screening appointment (usually 15-20 minutes) to determine 
whether treatment is most appropriate through our campus psychological services or through another treatment 
provider.  Based on the screening appointment, the clinician may decide it is in your best interest to refer you to a 
community (off-campus) 
treatment provider. 

GENDER: (e.g., 
male, female, 
transgender, gender 
fluid, etc.) 

ETHNICITY: (e.g., 
African-American, 
Hispanic,etc.) 

MARITAL STATUS 
 Never Married 
 Live with 
Significant Other 
Married 
 Separated 
 Divorced 
Widowed 

Therapy appointments are 50 minutes long and start at the top of the hour. 
We have an easier time scheduling appointments for students with better 
availability. Please keep this in mind when listing your availability. 

PLEASE LIST ALL YOUR AVAILABLE TIMES BETWEEN 8AM to 4PM 

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 
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Who referred  you to  Psychological Services?  
 Instructor  Friend  Self  Family  Counselor  Coordinator 
 Dean  Vice President  Nurse  District Police Website Other: _________ 

Name of person who referred you: __________________________________________________________________ 

Check which services are of interest to you:  Individual Therapy           Group Therapy           Both 

Check issues you are now having or have experienced within the last two weeks 
EMOTIONAL CONCERNS 
 Sad, depressed, hopeless 
 Tired, lack of energy 
 Decrease in drive or motivation 
 Isolation or feelings of loneliness 
 Irritability, hostility, anger 
 Feelings of worthlessness 
 Relationship concerns 

THINKING CONCERNS 
 Problems remembering 
 Difficulty making decisions 
 Hearing voices or seeing things that others don’t 
 Told my behavior is odd or eccentric 
 Poor concentration or focus 

STRESS or ANXIETY 
CONCERNS 
 Fear or anxiousness 
 Panic attacks 
 Stress, worry 
 Unwanted or 
persistent intrusive 
thoughts 
 Restlessness or feeling 
keyed up or on edge 
 Shyness/discomfort in 
social situations 

OTHER CONCERNS 
 Spiritual concerns 
 Gender identity issues 
 Sexual identity/orientation questions 
 Concerns about family 
 Adjustments to college 
 Cultural conflict or prejudice 
 Financial problems 
 Legal Problems 
 Grief/loss 
 Eating Disorder 
 OTHER (specify): 

Briefly describe your reasons for seeking therapy at this time: 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 

Rate your current level of distress: MINIMAL  MILD MODERATE   SEVERE 

Have you received psychological treatment in the past? YES NO 

Have you ever been hospitalized for Psychiatric reasons in the past? YES NO 

Signature of Understanding and Request for Services 

By signing below, I acknowledge that I have read and understand the clinician’s role as a 
mandated reporter and the limits of confidentiality as outlined on page 1 of this form. I also 
acknowledge that I understand that the purpose of the mental health screening appointment is 
to determine whether campus services OR community services are most appropriate for me 
based on the clinician’s judgment of my current treatment needs.  I understand that the brief 
screening appointments are only 15-20 minutes long, and that if I do not call within 24 hours 
to reschedule, are late, or do not attend my scheduled mental health screening appointment, 
I will be required to resubmit a psychological services request and screening form. 

I am requesting campus psychological services at: 
 Fresno City College  Reedley College   Clovis Community College  Madera Center 

_________________________________________________________ __________________ 
Student Signature Date 
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