CONTACT INFORMATION

Date of intake: _____________                                          
             Co-pay _________
How did you hear about me? _____________________________________________
Name of client(s): _____________________________________________________________
Address: ____________________________________________________________________
City and zip code: _____________________________________________________________
Phone numbers (home and cells): ________________________________________________
_____________________________________________________________________________
Dates of birth (specify whose): ___________________________________________________
Emails: _________________________________________ OK to send email? _____________
Who should we contact in case of emergency? ______________________________Phone#_________________
	Parent info if client is a minor:
	Alternate residence (i.e., non-custodial parent):

	Mother’s name:
	

	Father’s name:
	

	Name of minor:
	Date of birth of minor: 


Insurance name: ____________________________________PPO or HMO? _____________
ID number: _______________________________Group#: ___________________________
Deductible: ___________________Co-pay: ________________# visits/year: _____________
Subscriber Name: _____________________________________________________________
Subscriber Social Security #: ____________________________________________________
Subscriber Date of Birth: _______________________________________________________

(For office use) Benefit details/Authorizations:

DX: __________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Inventory of Concerns 
Identify if you have experienced any of the following in the past month: 

Depressed Mood Hopelessness 

Suicidal Thoughts Disturbed Sleep 

Appetite Changes Significant Weight Loss/Gain 

Difficulty Concentrating Agitation 

Mood Swings Thoughts You Cannot Stop 

Tension/Anxiety Significant Fear 

Hearing/Seeing Things Others Cannot Behavior You Cannot Stop 

Memory Problems Feeling That Others Are After You 

Hostility       Violence 

Trouble With the Law    Isolation 

Conflict With Authority Disruptiveness 

Feeling That You Have Left Your Body Desire To Harm Others 

Employment/School Related Difficulty Health Problems 

Family Problems Guilt 

Abuse (physical, verbal, sexual) Marital Conflict 

Other:_____________________________________________________________________ 

Have you ever been sexually assaulted/abused?  Yes  No 
Have you ever been physically assaulted/abused?  Yes  No 
	Please record family members living in client household, relationship to client, and ages:
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


(For office use) Phone calls/third party contacts:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If using an EAP, name of the Insurance/EAP Company (this is not your employer): ________________________________________________________________________


Authorization # and number of visits (EAP only): ________________________________________________________________________


Employer Name: ___________________________________________________ 


Phone: ___________________________ (we would not contact w/out your authorization)








