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	Client Information Form
	Date Completed:
	

	[bookmark: _GoBack]PLEASE NOTE: The information provided is confidential.  It will not be released to anyone, nor will the clinician contact those listed without written permission



Client Information:
	Full Legal Name:
	
	
	Date of Birth:
	
	
	Gender:
	

	
	(Last,                                                  First)
	
	
	
	
	
	
	
	

	Address:
	
	
	City:
	
	State:
	
	
	Zip:
	

	Phone:
	
	
	Email:
	

	Status:
	 Minor      Single      Married      Divorced      Other:                                                                                    



Parent/Guardian Information:
	Full Legal Name:
	
	
	Relationship to Client:
	

	Address:
	
	
	City:
	
	State:
	
	
	Zip:
	

	Phone:
	
	
	Email:
	



Insurance/Medicaid Information:
	Primary Payer:
	
	
	Member/State ID:
	

	
	(Name of Insurance/Medicaid BHO/RAE, Self-Pay, Victims Comp, Etc.)
	
	
	
	(ID on Insurance/Medicaid Card)

	Subscriber Name:
	
	
	Date of Birth:
	
	
	Relationship:
	

	Address:
	
	
	City:
	
	State:
	
	
	Zip:
	

	Phone:
	
	
	Email:
	

	Secondary Payer:
	
	
	Member/State ID:
	

	
	(Name of Insurance/Medicaid BHO/RAE, Self-Pay, Victims Comp, Etc.)
	
	
	
	(ID on Insurance/Medicaid Card)

	
	By initialing box, you affirm that there are no other known insurance/Medicaid policies covering the client listed above.



Responsible Party:
	Full Legal Name:
	
	
	Relationship to Client:
	

	Address:
	
	
	City:
	
	State:
	
	
	Zip:
	

	Phone:
	
	
	Email:
	



	CHC Info:

	Clinician Name:
	
	
	First DOS:
	

	Eligibility Verified By:
	
	
	Payer ID:
	
	Deduct:
	
	
	Copay:
	


Emergency Contacts:
	Full Legal Name:
	
	
	Relationship to Client:
	

	Address:
	
	
	City:
	
	State:
	
	
	Zip:
	

	Phone:
	
	
	Email:
	

	Full Legal Name:
	
	
	Relationship to Client:
	

	Address:
	
	
	City:
	
	State:
	
	
	Zip:
	

	Phone:
	
	
	Email:
	

	Notes for emergency personnel:
	



Miscellaneous:
	Is client currently a student?
	Yes          No
	
	Grade/Area of Study:
	

	Occupation:
	
	
	For how long?
	

	Spiritual/religious involvement, interests, commitments, etc.
	

	



	Please describe why you are seeking therapy at this time:
	

	

	

	



	What goals do you hope to achieve from therapy?
	

	1.
	

	2.
	

	3.
	

	4.
	



Medical Information: Please provide all requested information below and also on “Release of Information”
	Primary Care Physician:
	
	
	Practice:
	

	Address:
	
	
	City:
	
	State:
	
	Zip:
	

	Phone:
	
	
	Fax:
	

	
	
If child is under 18 years of age, I agree to find a primary care physician for my child.  At that time, I will notify Caring Heart Counseling of such physician.

	Initial Box
	



Medical & Psychiatric History: Please list dates and explain
	
	Type
	Date
	Duration
	Reason

	
	Major Illness
	
	
	

	
	Surgeries
	
	
	

	
	Hospitalizations
	
	
	

	
	Accidents
	
	
	

	
	Injuries
	
	
	

	
	Traumas
	
	
	

	
	Other
	
	
	




Current Medications:
	Medication
	Date Prescribed
	Dosage
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Allergies:
	Allergen
	Since (Date)
	Reaction

	
	
	

	
	
	

	
	
	


Substance Abuse – Past and Present: Please include ALL alcohol, tobacco, cannabis, illicit, prescribed, and OTC substances
	

	


Family Psychiatric History:
	Family Member
	Condition(s)
	Hospitalizations
	Diagnosis

	
	
	
	

	
	
	
	

	
	
	
	


Counseling History:
	Have you ever consulted a therapist before?
	 Yes          No

	If yes, when?
	
	
	For how long?
	

	Briefly state reasons you sought counseling at that time:
	

	

	What was helpful in your past counseling experiences?
	

	

	What was NOT helpful in your past counseling experiences?
	

	

	Have you recently, or in the past, thought about suicide
	Yes*          No
	

	If yes, when?
	

	Have you ever attempted suicide?
	Yes*          No
	

	If yes, when?
	

	*If you answered yes to either of these questions, please describe what treatment you had:

	

	


Strengths:
	How do you reduce your stress?
	

	

	What are your strengths and strengths of your family/support group?
	

	


By signing below, I certify that all information listed is accurate based upon my knowledge.  If client is under 18 years of age, I certify that I am legally capable of authorizing medical/mental health services.  I understand that should an event occur that Caring Heart staff or their representatives deem an emergency, the emergency contacts listed on this form will be contacted and that any representative of Caring Heart has permission to contact them and disclose location of and type of emergency.

	Client/Guardian:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date

	Clinician:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date
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