  Jessie M. Sell, LMFT  #1268____________________________________________________________________
	DEMOGRAPHIC   INFORMATION:

NAME: 

AGE 

TODAY’S DATE: 


ADDRESS: (TEMPORARY) 

PHONE #:  (HOME) 


 

    (CELL) 

 ADDRESS:  (PERMAMENT) 
PHONE #:  (HOME) 
 

 
     (OTHER) 


DATE OF BIRTH:
E-MAIL ADDRESS:  


	OTHER:
EMPLOYER/SCHOOL:______________________________________________ (WORK PHONE #)___________________________

EMERGENCY CONTACT:_________________________________________________PHONE #_____________________________
NATURE OF RELATIONSHIP:______________________________________________
WHO REFERRED YOU HERE?_____________________________________________ MAY I THANK THEM  YES  NO



	INSURANCE:
PRIMARY  INSURANCE PLAN NAME: 


 INSURED’S NAME: 

INSURED ID#____________________________ GROUP or ENROLLMENT#_________________________________
CO-PAYMENT:__________      % OF SESSION FEE REQUIRED   YES  NO  AMOUNT____________________
INSURANCE CONTACT#____________________________
IS A REFERRAL NEEDED FOR OUTPATIENT PSYCHOTHERAPY    YES   NO 

IS MEETING A DEDUCABLE REQUIRED FOR MENTAL HEALTH SERVICES   YES or NO       
WHAT IS THE AMOUNT:_____________ WHAT HAS BEEN MET:______________

# OF APPROVED SESSIONS________ ❑ PER FISCAL YEAR or ❑ CALAENDAR YEAR or ❑ POLICY YEAR?
EAP/COMPSYCH: 

I AM USING MY EAP BENEFITS YES or  NO   # of APPROVED SESSIONS_________ 
I HAVE 90806 SESSION BENEFITS WITH COMPSYCH AS WELL  YES or  NO  #of APPROVED SESSIONS__________

CO-PAYMENT:__________________

	DIAGNOSTIC CODE (for internal purposes only): AXIS 1:
AXIS 11:


PART  I—RELATIONSHIP   STATUS

   Never Married

   Married   (How Long?) 


   Committed Relationship  (How Long?) 


   Separated  (How Long?)  


   Divorced  (How Long?)  


   Widowed  (How Long?)   


   Previous marriages/committed relationships?
1
2 
3
4 or more

HOME: 

	With whom do you live? (Name)
	Age
	Relationship to you
	Quality of relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


COLLEGE/DORM: 

	With whom do you live? (Name)
	Age
	Relationship to you
	Quality of relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Is there violence in the household or with your significant other?

   Yes

    No

Have you ever experienced any or all of the following types of abuse (please check all that apply):

   Physical

   Emotional

   Sexual

   Verbal

Names of relatives and/or significant friends you turn to for help or talk to:

Please describe your relationships (check all that apply):

   I keep mostly to myself

   I prefer to be with people

   I have no close friends

   I have only one close friend

   I have a few close friends

   I have many close friends

   I have a hard time feeling close to others

   I make friends easily

PART  II—HEALTH   ISSUES

1.
Current Health Concerns (including allergies):  


2.

	How often do you…
	Never
	Monthly
	Weekly
	Daily

	Smoke
	
	
	
	

	Drink Alcohol
	
	
	
	

	Use Drugs
	
	
	
	

	Exercise
	
	
	
	

	Diet/Restrict your Food Intake
	
	
	
	

	Binge
	
	
	
	

	Purge (circle methods that apply)

Laxatives/Self-induced vomiting/Exercise
	
	
	
	


3.

	Current Medications
	Dosage

	
	

	
	

	
	


4.
Hospitalizations & Surgeries (medical, psychiatric, eating disorders, chemical dependency):    None

5.
Previous counseling, EAP, eating disorders, or chemical dependency services:    None

	Facility/Counselor Name
	Dates
	Why seen?
	Was it Helpful?

	
	
	
	

	
	
	
	

	
	
	
	


6.  
Have you ever taken leave from work or school for mental health, eating disorders or chemical dependency?

                    Yes
No

7.       Do you have a family history of one or more of the following? 

                                 (check all that apply)

SELF:                                                                                                             FAMILY:

   Mental Illness                                                                                     Mental Illness

   Eating Disorders                                                                                 Eating Disorders

   Substance Abuse                                                                                 Substance Abuse

   Suicide                                                                                                Suicide

   Sexual Abuse                                                                                      Sexual Abuse

   Violent Behavior                                                                                Violent Behavior

PART  III—LEGAL   HISTORY

	Please answer by checking the appropriate box.
	YES
	NO

	Have you ever been arrested?
	
	

	Have you ever been convicted of a crime?
	
	

	Are you presently on parole or probation?
	
	

	Have you ever been cited for driving under the influence of drugs or alcohol?
	
	

	Have you ever been involved in a lawsuit?
	
	


PART  IV—GENERAL

1.
Have you ever had physical contact with someone that made you uncomfortable
Yes
No

2.
Do you participate in clubs, organizations, sports, etc.?
Yes
No

3.
Do you participate in religious or spiritual activities?
Yes
No

4.  Have you ever served in the military?
Yes
No

If yes, please explain:  


5.
Please describe your current concerns and issues for which you are seeking help:

6.
Please describe your strengths/qualities about yourself and your life that you feel are positive:

7.
Please check any difficulties that you have ever experienced:

	Financial/unemployment
	
	Low self-confidence
	
	Headaches
	

	Feeling nervous/worry
	
	Unable to relax
	
	Parent/Child problems
	

	Feeling sad/depressed
	
	Suicidal thoughts/Harming self
	
	Problems with Spouse/Partner
	

	Drug/Alcohol problems
	
	Thoughts of harming others
	
	Weight Concerns
	

	Fear of Future
	
	Harming animals
	
	Spiritual/Religious concerns
	

	Frequent crying
	
	Anger/Temper problems
	
	Change in sleep patterns
	

	Separation/Divorce
	
	Unusual fears
	
	Nightmares
	

	School problems
	
	Loss of interest
	
	Fatigue/Exhaustion
	

	Sexual concerns/Problems
	
	Eating Disorder
	
	
	


SIGNED_______________________________________                         DATE  
______________________

