Confidential Client History Form
Name: _____________________________________________

Date __________________
Home Phone   ______________ ______________                                      

Work phone ______________ ______________ 

Cell Phone ______________ ______________
Email Address 






Skype  ______________ _____________                                         

Address                                                ___________
City       __


                 
State



         

Zip ____________                                   
Date of Birth                                             Age         
  Gender 

 
In relationship with life partner? __     _____              
   

# of children:  ___________                        

Employment/Occupation_____________________________________ 

How you heard of me: 







Name & Phone number of person to contact in case of emergency: ____________________________________________________________________________________________________
Reason you are coming: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Have you been in therapy before? How did it go for you?  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please give a brief account of your current living situation (who you live with, etc, and any information you think is relevant) ________________________________________________________________________________________________________________________________________________________________________________________________________ 
Please tell me anything else you think is important for me to know about your situation before we meet.

​​​​​​​​​​​​​​​​​​​​​​​​​

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical History

Are you currently undergoing medical treatment?
Yes ___ No    _    If so, where?                                                          

Dr.’s name?    _________________                                     
Have you been under a doctor’s care in the past year?  Yes        No ____      

If yes, please give reason                                                                
Have you ever been treated for? Heart        Diabetes        Epilepsy
        Pain 

       
Are you currently taking any medications?  Yes        No       

If so, please list medications:   _________________________________________                                                                         
Reasons for medications?     _______________________________________________________________                                                                                                                         

Have you had any prolonged illness?  Yes        No       

If yes, what illness 







How are your sleeping patterns?__________________________________________________________

CONTINUED ON NEXT PAGE…

Weekday times between 7:00 AM and 8:00 PM when
you are available for appointments:
(Appointments after 4:00 PM are by far the most requested times.  These slots are very rarely available. If you are able to come during daytime hours, there is a much greater chance we will be able to meet.)

MONDAY:____________ ______________________________





                                         

TUESDAY:____________ ______________________________





                                         

WEDNESDAY:____________ ______________________________




 

THURSDAY:____________ ______________________________





                                         

FRIDAY:____________ ______________________________





                                         

CONTINUED ON NEXT PAGE…

Skype
In special circumstances, video sessions via Skype are possible. Generally, Skype sessions are only an option when agreed upon in advance, for planned for use in long-distance situations, i.e. Skype is not an option for sessions that had originally been scheduled to take place in the office, but that then can’t be kept for one reason or another. It’s also important to note that, at this time, insurance does not cover sessions conducted via Skype.
Method of Payment (check one):
Cash:  ____
Check: ____
Blue Cross:  ____
Other insurance: ____ 

(Note: with the exception of Blue Cross, clients pay in full at each session, then submit receipts to their insurance companies for reimbursement)
If you plan to use Blue Cross / Blue Shield Insurance:

· Name of Insured:

· Insured’s Relationship to you:

· Name of Insured’s Employer:
· Insured’s Date of Birth:

· Insured’s Phone number:
· Name of BC/BS plan:

· BC/BS Policy Group Number:

· BC/BS I.D. Number:

· Social Security Number:
__________________________________________________________________                 
      Client Name (Print) 



  Date
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