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CONTACT AND BILLING INFORMATION 
Date_____________
Patient Name ______________________________________________________
Patient Date of Birth:_______________

Name of person requesting Appointment: _______________________________
 Email address:______________________________________________________			
Cell Phone:_________________  Work Phone: ___________________________
Address:___________________________________________________________

*How may we contact you with appointment reminders? (please check one if desired)
                  ____email               ____cell phone call               ____text to cell phone

Is there someone we may thank for the referral? ___________________________________________________________________ 

Responsible Party, Parent or Legal Guardian Information (if applicable-leave blank if same) 
Name:_________________________________ 	Date of Birth:__________________
Employer:______________________________ 	D.L. #: ________________________
Email address: ____________________________________________________________ 
Cell Phone: ______________________	Work Phone: _________________________
Address: _________________________________________________________________






Additional Parent or Legal Guardian Information (if applicable-leave blank if same) 
Name:_________________________________ 	Date of Birth:__________________
Employer:______________________________ 	D.L. #: ________________________
Email address: ____________________________________________________________ 
Cell Phone: ______________________	Work Phone: _________________________
Address: _________________________________________________________________
Insurance Information (if applicable)
 Policy Holder: ________________________________________________________________
D.O.B.: ________________________ Relationship to Patient: __________________________
Insurance Company: ___________________________________________________________ 
Patient ID: _________________________ Group #: __________________________________
Policy Holder’s Employer: _______________________________________________________ 
Work Phone :__________________ Address :_______________________________________














Social/Medical History
Patient’s Name: ________________________________________________________
DOB: ____________ Sex: _____________ Race: ___________________
Emergency Contact Name and Number: ____________________________________________ Person Completing Form: _________________________________________________________
Welcome to our practice. This document contains important information about our professional services and business policies. You will also be given access to a HIPAA Notice of Privacy Practices.
1. Please list the concerns that bring you here today and include what you have done to try to address these concerns. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Has the patient had previous counseling or treatment?     YES                   NO
 If yes, please list dates, types of treatment (including medications), and outcome of treatment. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________3. Medical Physician name and contact information: 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current medications and dosage: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list all medical conditions, illnesses, surgeries. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


4. Have you ever had suicidal thoughts or attempts?     
YES  (If yes, please provide date and details):                   
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

NO 


5.  Have you ever tried to hurt another person? 
YES  (If yes, please provide date and details):                   
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

NO 

6. Please describe your past and current substance use, including drugs, alcohol, caffeine, or other. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. Family history: Please describe any family history of mental health or substance abuse. Include condition and family member. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





8.  Have you ever experienced any form of abuse? 
YES ( If yes, please provide dates, perpetrator, and whether it was reported): 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

9. Please indicate who you live with and describe past and current relationships with family members. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
10. Developmental: Please describe any early developmental difficulties such as walking, talking, etc. Include any developmental delays and complications in early childhood (attachment issues, tantrums, biting, rocking, etc.). 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

11. Educational and occupational:
Grade: ____________________
School attending:_____________________________________________ 
Current GPA: ______________________________
Occupation: _________________________________
Please describe any difficulties you have had as it relates to school or work; including behavior, learning, authority, or social interactions.
____________________________________________________________________________________________________________________________________________________________



12. Social: Please describe the nature and quality of social relationships, including support network, family friends and ability to interact with others.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

13. Please list hobbies and interests. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

14. Legal history: Please describe any history with the courts or legal system. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________












[image: ]
15. Please circle any symptom below that has been present in the last two months. Performance: 
Poor motivation 
Difficulty completing tasks 
Absenteeism 
Suspension/expulsion 
Impaired concentration 
Difficulty making decisions 
Poor academic/work performance 


Social Difficulty:


Getting Along with others
Irritability 
Withdrawing from others 
Losing temper easily 
Difficulty sustaining relationships 
Being bullied
Recently discontinued favorite activity 
Bullying others 
Physical Change in appetite 
Disturbed sleep 
Muscle tension
Diminished energy 
Weight loss/gain 


Thoughts/Feelings:
 
Intrusive thoughts 
Crying easily 
Episodes of terror or panic 
Low self-esteem 
Racing thoughts 
Becoming angry easily 
Mind goes blank 
Feeling sad or blue 
Feeling anxious or stressed 
Difficulty feeling pleasure 
Excessive guilt 
Feeling worthless 
Feeling easily overwhelmed 
Feeling hopeless 


Other 

Urges to harm others 
Cutting/self harm 
Suicidal thoughts 
Repetitive behaviors 
Feeling like you are being followed
Thoughts of death/dying 





Please provide details about circled symptoms and list any other symptoms. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
16. Is there any other information you would like to share that you believe to be relevant to your treatment? 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature ___________________________________ Date _______________ 
Therapist’s signature _____________________________________ Date___________________ 
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