THE CARE PRACTICE, INC.

 MEDIATION PERSONAL INFORMATION FORM

Case Number: ​​​​​​​​​​​​​​​​__________________________________________
 Date _______________________
1.  Full Name _____________________________________________________Date of Birth___________

    Relation to Child(ren) ____________________________________

    Address______________________________________________________________

    City/State__________________________________County_________________Zip Code___________

    Phone: Home_____________________ Work________________________ Cell___________________

    e-mail ____________________________________

2.  Married to other party: YES   NO   Date of Marriage __________Civil Ceremony _____ Religious____

3.  Date of Separation_______ Date of Divorce __________Who initiated the idea of separation?________

     Was the decision:     Mutual________________ Gradual_________________ Sudden_______________

4.  Is there any interest in reconciliation? _____________________________________________________

5.  Child(ren)’s Names

Date of Birth
          Current Residence
                    Health

    ________________________     _____________          _____________________        ______________

    ________________________     _____________          _____________________        ______________

    ________________________     _____________          _____________________        ______________

    ________________________     _____________          _____________________        ______________

   Deceased Children_____________________________________________________________________

6.  Employer _______________________________________ Job Title_____________________________

     Address_______________________________________City/State/Zip_____________________

     Salary______________ Length of Employment_____________ Education Level __________

7.  Health:  Past serious illnesses____________________________________________________________

    Are you currently under a physician’s care? ______ On medication_______________________________

8.  Counseling or Therapy:  Present ____ Past_____ Approximate Dates _______Length of Therapy______

9.  Names of relatives living with you:_______________________________________________________

      ___________________________________________________________________________________

10. Names of other relatives living in the area_________________________________________________

    ____________________________________________________________________________________

11. Religion at birth___________________________ Current, if any______________________________

12. Prior marriage (s) ____________ Date and method of termination______________________________

      Children ___________________________________________________________________________

      Supported by_________________________________ Living with_____________________________

13. What issues concerning the child(ren) do you believe need to be resolved? _______________________

     ___________________________________________________________________________________

14. Is it your opinion that:









YOU                   OTHER

      a.  either party had a drug/alcohol problem in the past?    
YES    NO
_____

______

      b.  either party has a drug/alcohol problem now?                
YES   NO

_____                     ______

      c.  Has either party ever been in a drug or alcohol rehabilitation program?   

                                                                                                  
YES    NO   
 _____            
______

      d.    Is either party in such a program now?  
 YES   NO
 _____

______

15. Are you claiming that the other party has physically abused you or threatened to physically harm you?


YES 
NO

    a.  If so, when do you claim that this last occurred?  (date)             ___________________________

    b.  Did you ever report such abuse to anyone?
YES   
NO

         If so  to whom?
Name: ___________________________________________________________




Address: _________________________________________________________




City/State___________________________ Phone #_________________

     c.  Was either party ever in counseling for physically abusing someone?   
YES        NO     ___________

         Is either party in such a program now?                                                    
YES        NO

16. Are you claiming that other party has physically abused the child(ren) or threatened such abuse?

 




                                    YES        NO

      a.  If so, when do you claim that this last occurred? Date:_____________________________________

      b.  Did you ever report such abuse to anyone?                                           YES        NO

           If so, to whom?
Name: ___________________________________________________________




Address: _________________________________________________________

City/State___________________________ Phone Number_________________  

     c.  Was either party ever in counseling for physically abusing someone?   YES          NO

     d.  Is either party in a program now?



        YES          NO

     e.  Did you every report such abuse to anyone?


        YES          NO

         If so, to whom?
Name:___________________________________________________________




Address:_________________________________________________________




City/State___________________________ Phone #_________________ 

     f.  Was either party ever in counseling for physically abusing the child (ren)? 
 YES        NO

     g.  Is either party in such a program now?                                                          
 YES        NO

Attorney’s Name________________________________________________________________________

Street Address___________________________________________________________________

City/State/Zip____________________________________________________________________
Telephone # _________________________________FAX #__________________________

1

