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PSYCHOTHERAPY




deepeddypsychotherapy.com              








512.956.MIND

Client Intake Information



Date:  ___________________

Name






          
Birth Date
Address




          


E-mail
City/State/Zip






Home Phone

Cell Phone






Work phone

Billing Name/Address if different from above 


Ethnic Background



                        
Gender
Occupation

             Employer/School


Part or Full Time?

Marital/Partner Status





Spouse/Partner’s Name

Spouse/Partner’s Phone Number




Spouse/Partner’s Occupation


Family Physician’s Name





Psychiatrist’s Name


Name(s) of previous therapist(s) and dates seen







Names/dosages/frequency of medication you are taking






Name of nearest, close relative, his/her relationship to you, and his/her phone number


Name of person or place who referred you here


Please check any of the following items which concern you:

_____  Self-esteem, self-confidence

_____  Family conflicts or pressures

_____  Anxiety, nervousness, fears

_____  Friendship conflicts

_____  Depression


_____  Relationship/marital concerns

_____  Sexual concerns


_____  Shyness, being assertive

_____  Angry, hostile feelings

_____  Loneliness

_____  Traumatic experiences

_____  Procrastination or motivation

_____  Physical distress


_____  Gay/Lesbian issues

_____  Eating or appetite problems

_____  Suicidal feelings or behaviors

_____  Alcohol or drug problems

_____  Stress

_____  Sleep problems


_____  Self-control

_____  Parent-child problems

_____  Health problems

_____  Spiritual/Existential issues

_____  Work or career concerns

Please put a second check next to those that are of particular concern to you right now.

If you would like, please describe briefly the concern(s) that brings you here:

Do you need an insurance copy to file with your insurance provider? _______
IF WE ARE FILING INSURANCE FOR YOU: AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO THE INSURANCE CARRIER AND ASSIGNMENT OF BENEFITS TO PROVIDER

I hereby authorize release of medical information necessary to file a claim with my insurance company and assign benefits otherwise payable to Deep Eddy Psychotherapy, PLLC.
I understand I am financially responsible for any balance not covered by my insurance carrier (i.e. missed appointments, co-payments, claims applied toward deductible, etc.)

A copy of this signature is as valid as the original.

Signature of patient or guardian  _________________________________________________________________
Signature of insured (if different) _________________________________________________________________
HIPAA

The Health Insurance Portability and Accountability Act (HIPAA) provides clients with several new or expanded rights with regard to your clinical record and disclosures of protected health information. Signing below indicates that you have been offered a copy of the “Notice of Psychologists’ Policies and Practices to Protect the Privacy of Your Health Information” which explains the policies used and your rights related to your protected health information, and that you agree to the terms it delineates during our professional relationship.
Client’s Signature







Date
