Rozell Counseling and Psychotherapy Services, LLC
CLIENT INTAKE FORM
Thank you for choosing us for your counseling needs. We look forward to our collaborative work together.  Please take a few minutes to complete this form. This information will help us to gain a broader perspective of how we can best help you.  If you prefer not to answer any particular question, please feel free to write only, “Prefer Not To Answer.”
Client information

Client Name:______________________________ Date of Birth:_____________________
Address:__________________________________ SSN:___________________________
City:_________________________ State:_____________  Zip Code:__________________
Employer: ________________________________Occupation: _______________________
Highest Grade Completed: ____________________________
Home Phone: ____________Work Phone: _______________ Cell Phone: ____________
Preferred Phone Number: __________________

May we leave a confidential, detailed voice mail message at your home and cell phone numbers?
 _Yes _No

May we leave a message at your work phone number (generally, this would include the name of the caller and/or your therapist and our return phone number)?  __Yes __No
Email Address: ___________________________  
May we send you an email relevant to your care? _Yes _No

Insurance Information 
Name of Insurance Company: ____________________ ID #: _________________________

Name of Group Plan: ___________________________Group #: _______________________ 
Name of Policy Holder: _____________________ Policy Holder’s Employer ______________
Policy Holder’s Address: _____________________ Policy Holder’s Date of Birth:___________ 

City: _________________________ State: _____________ Zip Code: ___________________
Insurance Co. Phone # (for mental health benefits): ___________________________________
Insurance Claims Address (for mental health benefits):

____________________________________________________________________________

What is your co-pay amount or patient percentage? _____________________
Have you confirmed that you have mental health benefits? _______

Have you confirmed that you have substance abuse counseling benefits (if appropriate)? 
_______

If you are seeking couples counseling, have you confirmed that you have family therapy benefits? 
______
Does your plan have a calendar year deductible? ________ Deductible Amount__________
Does your plan require that you obtain an authorization for services, prior to your first session? 
________________

If so, have you obtained this authorization? _____________

Authorization #: ___________________________________

Dates of Authorization: ______________________________

Number of Sessions Authorized: ________________
* Please note that if you require assistance regarding insurance-related matters, we will be happy to assist you. Please call the office to request this assistance, prior to your first session.   If we do not hear from you, then we will assume that you are set for services, by the time of your first session.

 Marital Status
_Single, Never Married
 _Remarried, How Long:

_Single, Divorced, How Long: 

_Single, Widowed, How Long:
_Married, How Long:
How many times have you been married? ____________

Partnership Status
Are you currently partnered? __________

If so, how long have you been involved with your current partner? ____________

Family Information

Do you have children? _______________

If so, how many children do you have (including adult children)? ______________

Ages of children: _________________________
With whom do you live? ______________________________
Is there any family history of mental health issues or substance abuse issues? If so, please list relationship & diagnosis.
__________________________________________________________________

Presenting Problem (s)
Please describe your presenting problems and concerns.
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Mental Health Issues/Presenting Concerns
Please check any of the following that you are currently concerned about or have any significant history with.

Depression _______                                            Panic Symptoms ________
Anxiety______                                                     Stress _______

History of Trauma _________                             Substance Abuse Issues ________

Unresolved Grief and Loss Issues _______        Self-Esteem Issues _______

Fear___________                                                Guilt _________

Hopelesness _________                                      Loneliness ________                                  

Lack of Meaning and Purpose _______               Relationship Concerns ________

Family Concerns _________                                Personal Growth _________

Spiritual/Religious Concerns ________                Mania/Bipolar Disorder ______

Psychosis ___________                                       History of Suicide Attempts______

History of Hospitalizations for Psychiatric Issues ________ Other ____

Please describe “Other,” if applicable _________________________________

Risk/Strengths Assessment

Please list family, friends, support groups, activities, and/or community involvement that you find is helpful to you.

________________________________________________________________________

________________________________________________________________________

Please describe your religious or spiritual affiliation (if any).

________________________________________________________________________

Do you have any history of significant trauma or abuse?  ___Yes ___ No
Do you have any history of suicide attempt (s)? ______________
If you answered yes to this question, please describe at what age this occurred; reasons leading up to this; means; and whether or not you were hospitalized or received psychiatric care, following this.

_____________________________________________________________________________

Do you have a history of violent behaviors? ________________
Have you ever been involved in any significant legal actions, including currently or in the past? If so, please briefly explain.

____________________________________________________________________________

Are you, or is anyone in your home, experiencing physical violence or emotional abuse at this time?  Yes ____ No ____

Do you feel safe at this time? Yes ___ No___
Medical History & Information

Are you currently being treated by a physician for any medical conditions? If so, please describe.
____________________________________________________________________________

Are you currently taking medication? _Yes _No

Medication (name/dose) (please also include any psychiatric medications):
_____________________________________________________________________________

Current or Previous Psychiatric Treatment
Are you currently seeing a psychiatrist or other mental health provider? _Yes _No

Name and phone number of your mental health provider?

_____________________________________________

What is the primary focus of your treatment?

____________________________________________________________________

Have you been involved in psychiatric treatment in the past? _______
If so, please describe the primary focus of the treatment.

____________________________________________________________________

Emergency Information

Emergency Contact Person

Name:___________________________  Relationship: ____________________

Contact Phone Number(s): ____________________
Do we have permission to contact this person in the event that you require emergency assistance? _Yes _No

Thank you very much for taking the time to fill out this form.

Client’s Name (please print): ______________________________ 
Client’s Signature ______________________________ Date ____________________________
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