April Forsbrey, LPC									Adult				

				CLIENT INFORMATION		Today's Date:____________

Client Name:______________________________________________________________________________    

Age:______________       Date of Birth:________________          Gender:____________________________

Legal Guardian(s):_________________________________________________________________________

Address:________________________________________________ City:_________________ Zip:________

Home Phone:_______________________ may I leave a message? Y/N

Cell Phone: ________________________ may I leave a message? Y/N

Work Phone:_______________________ may I leave a message? Y/N  

[bookmark: _GoBack]Email Address:______________________________________ may I contact you via email to remind you of appointments?   Y/N

Employer:_________________________________________  

Social Security:__________________________      	Years Education:____________________________

Significant Relationship Status:___________________ Yrs. Together/Married:_______________________  

Significant Other/Spouse’s Name:________________________________  Date of Birth:________________

Significant Other/Spouse’s Occupation/Employer:_____________________________

Your Physician:______________________________  Address:_____________________________________

Children:_____________________	      Age:____  Grade/Occupation:________________
	    _____________________	              _____                                 ________________
	    _____________________	              _____                                 ________________
Siblings:______________________	              _____                                 ________________
               ______________________              _____                                 ________________
               ______________________              _____                                 ________________
Parent 1:  _____________________             _____                                 ________________
Parent 2: ______________________            _____                                 ________________

List ALL medications you take, prescribed or not, and daily amount:  __________________________________________________________________________________________

__________________________________________________________________________________________

Please describe your alcohol consumption by circling the appropriate answers:  I consume 1-3, 4-6, 7-10, 10-15, over 15 drinks per week.  I do not drink alcoholic beverages____.  Other comments:________________________________________________________________________________


List serious accidents, illnesses, operations and hospitalizations, or significant medical history:  

__________________________________________________________________________________________

__________________________________________________________________________________________

Is there a history of mental health conditions in your family? If so, please list the person's relation to you, and the condition:__________________________________________________________________________

_________________________________________________________________________________________

List past counseling, psychiatric, or psychological care, including hospitalizations, and name/address of clinician:  
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever attempted suicide?  Yes  No  - If yes, when_________________________________________

Why are you pursuing counseling at this time?  _________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
In case of emergency, who should I contact?  __________________________________________________________________________________________

Relationship?  _________________Home Phone:_________________  Work Phone:___________________

Is there anything else you wish to add?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I look forward to working with you!

Receipt of HIPAA

__________________________________________________________________________________________
Client Signature							Therapist Initials

Receipt of Professional Disclosure Statement

__________________________________________________________________________________________
Client Signature							Therapist Initials

Consent for Treatment

__________________________________________________________________________________________
Client Signature							


Referred By:____________________________________________________________
