Today's Date_________________     Referred by________________________________

                      


         If applicable, may I thank the referral source? Yes/No

Name___________________________________ 

Date of Birth________________Age _______    Marital Status________ 

Pronouns______________________

Your Address____________________________________________________________ 

            _________________________________________________________________

              City                                           State                                                    Zip

Phone: Home or cell (         )_____________________Office (           ) _______________  

Permission to leave a message: Home/cell: Yes/No   Office: Yes/No

Emergency Contact: name / relationship ______________________________________

                                 Phone: (        ) _________________

Name of Employer________________________________________________________

Job Title or function_______________________________________________________

Education or degree_______________________________________________________

Prescription/over the counter drugs currently taking___________________________

_______________________________________________________________________

Reason for appointment today_______________________________________________

What do you want to see happen as a result of coming here?_______________________ ___________________________________________________________________

------------------------------------------------------------------------------------------------------------

I authorize the release of any medical information necessary to process this claim.

I authorize payment of medical benefits to the provider.

Signature

Insurance Company ____________________________
Member ID___________________________________
Policy holder NAME and Birthdate (if other than the client) _______________________________________ ________________________________
Group Number___________________________________________________________
Insurance Co Address/Customer service #______________________________________

                                 HEALTHY HABIT INFORMATION     

Name____________________________________

In the last month, have you participated in regular exercise/recreation to keep fit? No__  Yes__ (how often?) ______________________

How often in the last month did you drink alcohol or use other substances? (please circle)

A) Not at all  B) About once a month  C) 2-3 times a month  D) 2-3 times a week      E)Once a day or more

In the last month, have you been dieting to lose weight?  Yes__  No__

Do you smoke cigarettes on a daily basis? No__  Yes___ (how many) ___

If you are having financial struggles, are they: Mild___  Causing stress___  Severe___  

In the last month, have you had any of the following?

____ Trouble sleeping

____  Appetite loss or overeating

____  Lack of energy

____  Lack of motivation

____  Feeling sad 

____  Not wanting to do things you previously enjoyed

____  Avoiding family or friends

____  Crying

____  Feeling fearful

____  Panic attacks

____  Felt like life wasn’t worth living

____  Difficulty concentrating

____  Restless or agitated

____ Prior Suicide Attempt

____  Other (explain) ____________________________________________________

