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[bookmark: _GoBack]Today’s Date: ________________________
Client Name: ______________________________________________________________Date of Birth:_____________________ 
Gender: ___________________________________Race/Ethnicity: __________________________________________________
Mailing Address: ______________________________________________________________________________________________
City, State, Zip: ________________________________________________________________________________________________ 
Is it okay to send mail to this address?  ☐ YES	☐ NO
Home Phone: _____________________________Okay to leave VM on this phone?     ☐ YES       ☐ NO
Cell: ____________________________________  Okay to leave VM on this phone?    ☐ YES       ☐ NO
Email: ___________________________________________________________
Is it okay to contact you by email for scheduling purposes?  ☐  YES	 ☐  NO
How do you prefer to be contacted? 	☐  Cell phone	☐  Home phone   ☐  Email	☐  Other
Person to contact in case of emergency: 
Emergency contact: _______________________________Phone: ________________________
Relationship to client: ____________________________________________________________ 
Who referred you to this office? __________________________________________________________
May I call/email and thank them? 	☐ YES 	☐ NO 
If you were referred by a physician, may I write a letter to that physician indicating the diagnosis and initial plans for treatment? 		☐ YES 	☐ NO 
NOTE: If yes, I will ask you to complete a request of information form before contacting your physician.
Insurance Information (Premera, BC/BS, Lifewise, and some out of network plans) 
Client’s Relation to Insured? 	☐  Self		☐  Spouse 	☐  Other 
Subscriber’s Name: ___________________________________________________________________________________
Subscriber’s Date of Birth: ________________________________________________
               Subscriber’s Social Security #:____________________________________________
Address (if different than above): ___________________________________________________________________
City, State, Zip: _________________________________________Home Phone: _______________________________
Name of Insurance Plan: _____________________________________________________________________________
ID #: ______________________________________________ Group #: _________________ Co-payment $: _______ 
Occupation: ________________________________________Employer: _______________________________________________
Religious Affiliation (if any) __________________________________________________________________________________
Relationship Status:  ☐  Single   ☐  Married   ☐  Divorced   ☐  Separated   ☐  In a relationship  
Who is your primary care physician? ________________________________________________________________________
When was your last check up? _______________________________________________________________________________
Do you have any current medical diagnoses? _______________________________________________________________
__________________________________________________________________________________________________________________
Please list any medications (prescription or non-prescription) you are currently taking: 
	Name
	Dose
	Reason
	Start date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Has/does anyone in your family struggle with mental health issues and/or substance abuse?
☐ YES	☐ NO 	
               If yes please describe_________________________________________________________________________________
_________________________________________________________________________________________________________
Have you ever been under the care of a psychiatrist, psychologist, or counselor?  ☐ YES      ☐NO 	
If yes, when? _________________________________________________________________________________________
Reason(s): ____________________________________________________________________________________________
_________________________________________________________________________________________________________

What was effective about that treatment? _________________________________________________________
_________________________________________________________________________________________________________
What was NOT effective about that treatment? ___________________________________________________
_________________________________________________________________________________________________________ 
Please check any of the following struggles that pertain to you:
☐Anxiety		☐Depression		☐Fears/Phobias		☐Eating Disorders
☐Sexual Problems	☐Suicidal Thoughts	☐Separation/Divorce		☐Relationships
☐Finances		☐Drug/Alcohol Use	☐Career Choices		☐Anger
☐Self-Control		☐Unhappiness		☐Insomnia			☐Religious Matters
☐Work/Stress 	☐Health Problems	☐Cutting/Self-Mutilation	☐Trauma History
Please tell me about your support system. (e.g., friends/family, groups you attend, sports teams, clubs)
__________________________________________________________________________________________________________________
 __________________________________________________________________________________________________________________
On a scale of 1 to 5, with 5 being the highest, how fulfilled are you at your work? ______________________
Please tell me about your strengths: ________________________________________________________________________
__________________________________________________________________________________________________________________
What concerns are bringing you to therapy?  ______________________________________________________________
__________________________________________________________________________________________________________________ 
What are your goals/hopes for therapy? ___________________________________________________________________
__________________________________________________________________________________________________________________ 
Please feel free to include anything else you’d like me to know below or on another page.
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