Contact Information

Name:________________________________   Today’s Date ___________

Address: __________________________________________________________

Phone  H/Cell      ___________________________Phone  W     ________________________

Which number do you prefer for contact?___________   May I leave a message?_______

Email    ______________________________May I contact you via email?________
Please remember, all email communication carries certain security risks when it comes to privacy

Billing Information :  If someone other than you is paying the bills, please provide their Name, email, and physical address. By giving me this information you consent to my sending bills to them. I will not release any information other than what is required by insurance (the session information and diagnosis code) to the person paying the bill unless you specifically request that I do so.
Person Paying the Bill : Name (if other than you)___________________________
Email:_______________________________Phone:______________________________

Emergency Contact (name/relationship/cell phone. Used only in case there is a physical or mental health crisis)__________________________________________________________________________
***********************************************
Age _____Date Of Birth_____________

Relationship Status (single, married, partnered, celibate, widowed, divorced, separated)_______  
Do you have children? If so, please indicate ages________________________


Goals: What are your goals for therapy?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Therapy:  Have you been in therapy in the past? _________
If so when, for how long?Was it positive?___________________________ ____    
Do you want me to contact this therapist?  ___________________________________________________

General Health: Any current medications or current health concerns?  
___________________________________________________________________________________________________________________________________________________________________________________________



Anything else you would like me to know?  ____________________________________________________________________________________________________________________________________________________________________________
