
Information provided may be used for debt collection purposes and/or may be collected from other official sources. 

Date: _____/_____/_____ 

                                                  

_____________________________    _____________________________    ____________________________ 
First NameLast Name                                     Middle Name 

________/________/__________ 
Date of birth 

Employment 

Are you currently employed: Yes  No 

If yes, Where do you work: ________________________________ Job Title: _________________________ 

___________________________________________________  ___________________  ________  ________ 
Work Address                City       State       Zip  

Work phone #: ______________________________    

Employee status: Part time  Full time  On-Call     Approximate 
Hours per Week:___________________________ 

Typical work schedule: _____________________________________________________________________ 

Supervisor Name: ________________________ Does your employer know about your current 
offense/supervision:  Yes  No 

Health 
Do you have health insurance: Yes  No 

Insurance Provider: ______________________            Identification Number: _______________________ 

List any health problems you currently experience: _____________________________________________  

__________________________________________________________________________________________ 

Do you take medications for any general health issues? If so, please list medications and reason for the 

prescription: _______________________________________________________________________________ 

__________________________________________________________________________________________ 

Has a health care professional ever told you that you have any of the following? 
Please check all the boxes that apply: 

Autism Spectrum Disorder Intellectual Disability 
Anxiety Disorder        Post Traumatic Stress Disorder (PTSD) 

Personal History 
Columbia County Department of Community Corrections 

Probation and Parole Adult Division 



Information provided may be used for debt collection purposes and/or may be collected from other official sources. 

Traumatic Brain Injury (TBI) Other: _____________________________________________ 
Borderline Personality Disorder 
Depression  
Developmental Disability  

Are you currently receiving any mental health services in the community: Yes  No 

Current Provider:_________________________________________________________________ 

Name of Counselor/Therapist: _____________________________ Phone #:____________________ 

Do you take medications for any mental health diagnoses? If so, please list medications and reason for 

prescription: _______________________________________________________________________________ 

Military Service 

Have you served in the armed forces?   Yes No If yes, which branch? ________________________ 

Dates of Service: ___________________What type of discharge did you receive? ___________________ 

Did you receive any disciplinary action?   Yes No If yes, explain: ________________________________ 

__________________________________________________________________________________________ 

Family/Partner Status 

Are you: single married in a partnership divorced separated other 

Name of partner (s): ___________________________________________________________ 

Phone #:____________________ How long have you been together? ______________________________ 

Is your partner on supervision? Yes No PO name: _________________________________________ 

Is your partner the victim of your current offense:  Yes  No 

Name :___________________________________________(first and last) Phone #:___________________ 

Respectfully, 
Probation & Parole Staff 

_________________________________________ _____/_____/_____ 
Client’s Signature Date 
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