Welcome and thank you in advance for your effort in completing these forms that will help me provide you with the best care possible. This packet may take about 20 minutes for you to read and complete.  Please provide as much information as possible.  Just do the best you can and if you have any questions or need assistance with any of it we can take care of it at our first session.  
CLIENT REGISTRATION

Date of Birth ____/____/______             Today’s Date: ____/____/______

Client’sFullName:_______________________________SociaLSecurity#:______________

Address:____________________________________________________________ 




City: ___________________________State: _________ Zip________________     
          

Mailing Address (if different) _______________________________________________ 

Do I have authorization to send mail to the address listed above? Yes   No

Cell Phone:____________________ Home Phone:___________________       Do you text? Yes   No

Do I have permission to leave a message by phone? Yes  No   By text? Yes   No    By email? Yes  No

Email ________________________________________  Do you check your email regularly?  Yes   No

Client Employer:_____________________________  Occupation: _____________________

Male/Female   
Single/Married/Separated/Divorced/Partnered/Widowed       Number of Marriages______

Employed/Retired/Unemployed/Disabled            Are you a Student?  Yes   No

Family Physician: ________________________________  Phone #:______________________

Referred by: _________________________________________________________________

Emergency Contact Name: _________________________________ Phone#:______________

INSURED/RESPONSIBLE PARTY INFORMATION (Not necessary if you are not using insurance)

Please complete this section all information is required in order to bill insurance, missing information may result in inability to bill insurance and leave you liable for payment.

Full Name of Policy Holder: ________________________________________________ 

Relationship to Client: ______________________ Policy Holders Date of Birth____________ 

Home Address: ____________________________________________________ Phone #: _________________

Occupation:_____________________________________________________________

Employer and Address: _________________________________ Phone #: ________________

Policy Holders SS#:_____________________________, 

Single/Married       Employed/Unemployed/Retired

Clients Primary Ins. Co. __________________________ ID#: _________________________
Group#: _____________________________________

Clients Secondary Ins. Co._________________________ ID#:________________________

Group#:___________Phone#___________________Address__________________________________________

Linda Morrison, LCSW

4818 Coronado Pkwy #1

Cape Coral, FL 33990

239-297-6656

CLIENT NAME:




  Date:


  

PRESENTING PROBLEM AND PAST TREATMENT

Please briefly describe why you are seeking counseling: 







________________________________________________________________________________________________________________________________________________________________

How long have you been experiencing this problem? 









Have you received counseling before? YES  NO  If so when? ______ Therapist’s Name: 



What was the reason for seeking counseling at that time?








Are you receiving other psychiatric services such as: Mental Health Supports 
 Case Management 

If yes, Provider’s name



 Phone #


 Agency 




Have you ever been hospitalized for psychiatric reasons? 

  If so when? __________________ 

Where? 


    _____   Briefly describe the reason: 






Have you ever had Suicidal thoughts?  YES  NO             Have you ever attempted Suicide?  YES   NO

If so when _______________________________________________________________________

What was going on that lead to these feelings/thoughts?  ________________________________________________________________________________

Are you currently experiencing overwhelming sadness, grief, or depression?  YES   NO    If yes for how long?

_______________________________________________________________________________

Are you currently experiencing anxiety, panic attacks, or have any phobias? YES   NO    If yes for how long?

_________________________________________________________________________________
SYMPTOMS

Please check any problems that either you have had in the past or are currently having.

Now    Past




          

(
(  Change in appetite (more or less) 

(
(  Feeling sad

(
(  Crying spells




(
(  Too little sleep (falling or staying asleep)

(
(  Sleep more than usual

(
(  Fatigue

(
(  Loss of interest &/or pleasure

(
(  Avoiding friends or family

(
(  Expect Failure 

(
(  Decreased concentration

(
(  Thoughts of death

(
(  Cutting or burning oneself

(
(  Suicide plan or attempt

(
(  Depression 

(
(  Often sick 

(
(  Loneliness

(
(  Slow Moving 

(
(  Hopelessness

(
(  Confusion

(
(  Worthlessness

(
(  Friendly 

(
(  Lack of confidence/Low self-esteem

(
(  Guilt

(
(  Reckless or dangerous behavior

(
(  Racing thoughts

(
(  Pressured speech

(
(  Inflated self-esteem

(
(  Obsessive thoughts            

(
(  Compulsive or repetitive behavior  

(
(  Marital/family problems
(
(  Sexual problems

(
(  Relationship problems

(
(  Long term memory problems

(
(  Short term memory problems


(
(  Wound up or tense more days than not

(
(  Panic attacks


(
(  Irritable

(
(  Anxiety

(
(  Easy Going


(
(  Muscle tension

(
(  Irrational fear of something or someone

(
(  Talking/acting w/out thinking    

(
(  Fidgety, restless, overactive

(
(  Difficulty paying attention

(
(  Frequent day dreams

Now    Past

(
(  Bored easily


(
(  Learning Difficulties 


(
(  Often lose things

(
(  Careless/Reckless behavior

(
(  Excessive dieting/exercise


(
(  Obsessed with losing weight

(
(  Use of laxatives




(
(  Engage in self-induced vomiting

(
(  Eating things that are not food


(
(  Vandalism

(
(  Fire-setting


(
(  Lack of Remorse for wrong-doing

(
(  Selfish

(
(  Bullies/gets in fights




(
(  Lying





(
(  Truancy


(
(  Theft 

(
(  Argumentative/sudden anger

(
(  Defiant of authority

(
(  Temper tantrums

(
(  Stubborn

(
(  Avoid Adults





(
(  Afraid to leave a loved one

(
(  Easily Embarrassed



(
(  Upset by minor changes

(
(  Feeling detached from one’s body

(
(  Feelings of unreality


(
(  See or hear things others don’t

(
(  Believe things others tell you aren’t true

(
(  Fear of Strangers  

(
(  Difficulty trusting 

(
(  Believe others are out to get you

(
(  Intrusive thoughts

(
(  Avoid things related to traumatic event

(
(  Startle easily


(
(  Flashbacks

(
(  Nightmares



Other symptoms not mentioned above 



SUBSTANCE USE HISTORY

SUBSTANCE

       History of Use?
Date of first Use:
Date of Last Use:





Yes
No

Alcohol



(
(
______________
_______________

Marijuana


(
(
______________
_______________

Barbiturates


(
(
______________
_______________

Klonopin, Ativan, Xanax,

Valium



(
(
______________
_______________

Cocaine/Crack


(
(
______________
_______________

Heroin/Opiates

(
(
______________
_______________

PCP, LSD, Mescaline

(
(
______________
_______________

Inhalants


(
(
______________
_______________

Amphetamines, Speed,



Uppers, Crystal Meth

(
(
______________
_______________

Designer Drugs, Ecstasy
(
(
______________
_______________

Over the Counter drugs
(
( 
______________
_______________

Caffeine


(
(
______________
_______________

Nicotine


(
(
______________
_______________

Other



(
(
______________
_______________

If you are currently using any substances, please describe when and where you typically use: __________________________________________________________________________________________________________________________________________________________________

Please describe how your use affects family and friends, including how they perceive your use: __________________________________________________________________________________________________________________________________________________________________

How do you perceive your use? __________________________________________________________

_________________________________________________________________________________

Have you ever received substance abuse treatment? YES  NO If yes, when/where? ___________________ 

_________________________________________________________________________________

Have you ever had the following due to substance use? ( please circle)

 Blackouts     DUI 
Seizures 
 Tremors 
 Legal Charges 

 Hallucinations

If you currently or ever have used alcohol and/or recreational drugs or overused prescription drugs, please answer below:

Have you ever felt you ought to cut down on your drinking or drug use?  YES   NO

Have people annoyed you by criticizing your drinking or drug use?           YES    NO

Have you ever felt bad or guilty about your drinking or drug use?  
    YES    NO

Have you ever had a drink or used drugs first thing in the morning to steady your nerves or get rid of a hangover?  







    YES    NO

MEDICAL HISTORY         (you may attach a separate list if you have one)

Physician’s Name
Specialty
What are they treating you for?


Primary Care Physician


























Approx. Date of last physical exam:_______________  
Please list all prescription, non-prescription medications, & supplements: (You may attach a separate list)
Name of Medication
Prescribed by
Dosage/Frequency
Helpful?
Side effects/comments




 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    





 N Y    


Do you take all your medications regularly, as prescribed? YES   NO   ___________________________________________________________________

Please mark X if you now have or ever have had any of these conditions:

(COPD 


            (PMS/painful menstruation

(Seizures

(Heart Disease

(Easy bruising



(Head injury

(Arteriosclerosis

(Skin Rash



( Headaches

(High Blood Pressure

(Allergies



(Back Pain 

(Arthritis 


(Skin Sensitivity


( Chronic pain

(Kidney Disease 

(Environmental sensitivity 

(Fibromyalgia

(Varicose Veins 

(Numbness/Stabbing Pain

(Chronic fatigue

(Phlebitis


(Sensitive to touch/pressure

(Digestive disorder


(Blood Disorder

(Abscess or Open Sore

( Other 



(Cancer/Malignancy  

( Infectious Diseases 

         







(Diabetes






        






How would you rate your current physical health? (please circle)
Poor
Unsatisfactory
Satisfactory
Good
Very good
Are you currently experiencing any chronic pain?  YES   NO    If yes for how long?

Were you exposed to drugs or alcohol while your mother was pregnant?  YES   NO

Did you have any mental or physical problems growing up (birth defect, learning problems, etc.)? 



How would you rate your current eating habits? (please circle)
Poor
Unsatisfactory
Satisfactory
Good
Very good
What is your activity level? 
 Chores only OR       30 min moderate exercise: 1-2x/wk   3-4x/wk   5-7x/wk

How many hours do you sleep at night? ​​___  Do you have trouble: falling asleep? ___ staying asleep? ___

FAMILY HISTORY

Father’s Name: ________________ (Living (Deceased  Age at death: ___ Cause of death:___________

Mother’s Name: _______________ (Living ( Deceased  Age at death: ___ Cause of death: 



Step Father :   ________________ (Living (Deceased  Age at death: ___ Cause of death:___________

Step Mother:     _______________ (Living ( Deceased  Age at death: ___ Cause of death: 



List yourself and siblings (including half and step) in birth order and include qpprox. ages:

1. 






6. 





2. 






7. 





3. 






8. 





4. 






9. 





5. 






10. 






List your children (including step children) in birth order (living and deceased) and include approx. ages:

1. 






6. 





2. 






7. 





3. 






8. 





4. 






9. 





5. 






10. 






List all current members of your household (people who live with you):

____________________
_________________________
_________________________

____________________
_________________________
_________________________

____________________
_________________________
_________________________

Do you have any pets? If so what type and their name:

____________________
_________________________
_________________________

____________________
_________________________
_________________________

If involved in an intimate relationship (spouse, partner, fiancé, boyfriend/girlfriend) how would you rate it? 

Poor
Unsatisfactory
Satisfactory
Good
Very good
Have you ever been emotionally/mentally, sexually or physically abused? ________________________________________________________________________________

________________________________________________________________________________

FAMILY MENTAL HEALTH HISTORY:
In the section below, identify if there is a family history of any of the following. If yes, please indicate the family member's relationship to you in the space provided (father, grandmother, uncle, etc.).
                                                            (please circle)                    List Family Member

Alcohol/Substance Abuse
yes/no
Anxiety
yes/no
Depression
yes/no
Domestic Violence
yes/no
Eating Disorders
yes/no
Obesity
yes/no
Obsessive Compulsive Behavior
yes/no
Schizophrenia
yes/no
Suicide Attempts
yes/no
WORK, SOCIAL AND LEISURE ACTIVITIES

Are you currently working?  YES   NO   If so, where & how long? ____________________________

Does your job involve hazardous duties, irregular shifts or other potential stressors? YES   NO
Do you like your job?  YES  NO  If no, what would you rather do? ________________________________
Did you serve in the military? YES   NO  Branch 
_ How long? 

 Combat exposure? 



How far did you go in school? __ grade K-8 __ grade 9-12 __ Graduated H.S. __ Some undergrad college   ___Bachelor’s degree __ In grad school  __ Master’s or doctorate degree

Who do you turn to for support?











What do you do for fun? _____________________________________________________________

What do you do for relaxation? ________________________________________________________

What are some of your strengths?______________________________________________________

What are some of your challenges/limitations? _____________________________________________

SPIRITUAL 
Would you say you are spiritual or religious in any way? Please explain activities: ____________________

Have you had any loss or death in your life that is currently causing you distress? If so, please describe: 
How do you cope with loss and/or death? 










CULTURAL
What language(s) are spoken in your household? _____________________________________________ 

How would you describe yourself ethnically or culturally? 








Do you have any physical disabilities? YES   NO  Do you have limitations on vision, hearing, or speech? (circle)

FINANCIAL 

What are your sources of income? 











Do you receive any kind of assistance with food, housing, or other necessities? 

​



LEGAL 

□ No legal history   ( Current legal charges(describe)_________________________________________

( History of involvement in legal system or Social Services? (describe) ____________________________

________________________________________________________________________________

What would you like to accomplish out of your time in therapy?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for the time and effort you invested in completing this paperwork. This will help me to understand you more fully and be better able to assist you on our journey together.

LIMITS OF CONFIDENTIALITY

Contents of all therapy sessions are considered to be confidential. Both verbal information and written records about a client cannot be shared with another party without the written consent of the client or the client's legal guardian. Noted exceptions are as follows:
Duty to Warn and Protect
When a client discloses intentions or a plan to harm another person, the mental health professional is required to warn the intended victim and report this information to legal authorities. In cases in which the client discloses or implies a plan for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to notify the family of the client.
Abuse of Children and Vulnerable Adults
If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently abused a child (or vulnerable adult), or a child (or vulnerable adult) is in danger of abuse, the mental health professional is required to report this information to the appropriate social service and/or legal authorities.
Prenatal Exposure to Controlled Substances
Mental Health care professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful.
Minors/Guardianship
Parents or legal guardians of non-emancipated minor clients have the right to access the clients' records.
Insurance Providers (when applicable)
Insurance companies and other third-party payers are given information that they request
regarding services to clients.
Information that may be requested includes, but is not limited to: types of service, dates/times of service, diagnosis, treatment plan, description of impairment, progress of therapy, case notes, and summaries.

/ agree to the above limits of confidentiality and understand their meanings and ramifications.
Client Signature (Client's Parent/Guardian if under 18)

____________________________________________________________________________

Date

FINANCIAL POLICY AND MISSED APPOINTMENT POLICY

FINANCIAL POLICY:  Counseling sessions are 45-55 minutes long depending on your insurance or EAP contract. The self pay fee for a 50 minute session, either face to face or by phone is $80. Insurance fees vary according to company and are based on a negotiated contract with the insurance company.   A credit or debit card is required to be on file for billing of co-pays, co-insurance, deductibles, missed appointment fees and any fees not covered by your insurance.  I accept cash, check, VISA, Mastercard, Discover Card and Debit Cards.

INSURANCE PATIENTS: As a courtesy to you I will file your insurance for you.  If your insurance covers a portion of your therapy I will wait 60 days for your insurance to pay their portion. You are, however, responsible for your deductible, co-pay or co-insurance at the time of your appointment. You are ultimately responsible for all charges not covered by your insurance so it is important that you call them BEFORE your first visit to verify what your responsibility will be.  Ask these questions regarding Outpatient Mental Health Benefits:

Do I need prior authorization?      Do I have a co-pay?                  Do I have co-insurance?

Do I have a  deductible?          If yes, how much has been met so far?

Is there a limit on the number of sessions per calendar year?

Give them my name to verify that I am an in-network provider and if I am not ask the above questions for out of network providers.  

MISSED APPOINTMENT POLICY:  You must contact me within 24 hours if you are not able to make your appointment. If you do not give at least 24 hours notice or do not show for a scheduled appointment a NO SHOW FEE of $50.00 will be charged for the cost of the missed appointment. This cost is not covered by insurance and is your responsibility. Your charge will be applied to your credit card on file.  

I have read and agree to the policy above and I authorize any service fees to be deducted from the credit or debit care ending in _____________( last 4 digits)

Cardholder Signature: _________________________________Date_____________

Credit/Debit Card Information:  (circle one)  VISA   MasterCard   Discover   AmEx 

Name on Card___________________________________________________________​​

​​​​

Address  ________________________________________________________________

City ________________________________    State _______    ZIP_________________

Card Number_____________________________________________________________

Expiration: __________CVC (3 digits on back of card, 4 digits on front of AmEx)_____​​

Receipt and Acknowledgement of 

Of Privacy Practices Notice

Client Name
_________________________________________________________

Parent / Guardian Name (if applicable)  _____________________________________

Date of Birth (Client)  _______________________

I hereby acknowledge that I have received a copy of Notice of Privacy Practices and had the opportunity to ask questions and discuss the privacy rights described therein.  I understand that if I have further questions regarding the Notice or my privacy rights, I may speak with my therapist.

Signature of Client _____________________________________ Date ___________

Signature of Parent/Guardian _____________________________ Date ___________

If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, etc.)

____  Client refused to acknowledge receipt

Signature of Staff Member_______________________________ Date ______________ 
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