CONFIDENTIAL CLIENT INFORMATION & INTAKE FORM
Please complete these forms for your first session.

NAME: AGE: GENDER: BirTH DATE:__ /  /
(Last) (First) (Middle Initial)

MAILING ADDRESS:

NAME OF PARENT/GUARDIAN (Street)
(if under 18 yrs.):

(Last) (First) (Middle Initial) (City) (State) (Z1P)
CONTACT INFORMATION CEeLL PHONE HoME PHONE EMAIL (NOT CONSIDERED CONFIDENTIAL)
OK to Leave Message and/or ( ) - ( ) -
Appointment Reminder?
O ves [JNoO O ves [ONoO O YeEs [ONoO
EMERGENCY CONTACT
NAME: RELATIONSHIP: PHONE: OK to Leave Message? O ves [ONo
1. I'm here: O By choice O Encouraged O Forced
2. Are those close to you aware/supportive youre seeking counseling support?

O Yes O No (please specity)

W

. Reason(s) for seeking support:

NN

. Challenges/significant life events?

5. How do you support your mental health? I cope/manage stress by:

)

. Important relationships (mark all that apply)
Iam currently: [] Single  [JMarried [Divorced [JSeparated []Widowed []Dating

years :

Ihave: [ Children #: O Pets #: [ Friends #:

7. Some of the people who are most important to me are: (name &/or relationship)

8. What best describes you? (select all that apply)

[ Homemaker  [] Work full time [ Part time [1 Unemployed
[ Retired [ Student [J Volunteer [ Other:
INTERESTS, HOBBIES LAST EDUCATION WORK, OCCUPATION LIFE GOALS?
9. Do you enjoy your daily routine? OYes [ONo (please specify)
Sleep routine? Ocan'tsleep [Osleep too much  [Jsleep enough [ need more
Diet routine? [ eat/drink whatever [ try eat/drink right [ good balance
Physical activity routine? Unot at all [ try now and then [ have routine

Besides sleep, diet, activity -how else do you support your physical health?

10. Current physical health concerns/goals:



CONFIDENTIAL CLIENT INFORMATION & INTAKE FORM
Please complete these forms for your first session.

MEDICAL CARE INFORMATION

IF ‘YES’ PLEASE SPECIFY

. Currently receiving medical treatment

ONo O Yes (specify)

. Psychiatric medication?

ONo 0O Yes (specify)

. Current prescription medication(s)

ONo 0O Yes (specify)

ONo O Yes (specify)

. Allergies

ONo 0O Yes (specify)

. Name of Physician:

Phone:

1
2
3
4. Supplements
5
6
7

. Past hospitalization?

ONo 0O Yes (specity)

MENTAL HEALTH CARE INFORMATION

SPECIFY, PLEASE INCLUDE APPROXIMATE DATES:

o

. Experience(d) traumatic event?

ONo O Yes (specify)

\O

. Experience(d) childhood trauma: abuse
(ie. physical, sexual, psychological)

ONo 0O Yes (specity)

10. Experience(d) childhood trauma: neglect,
hunger, separation/removal from home

ONo O Yes (specify)

11. Inconsistent, unreliable home support

ONo 0O Yes (specify)

12. Family substance abuse concerns
(ie. drug, alcohol etc)

ONo 0O Yes (specity)

13. Experience(d) domestic violence

ONo O Yes (specify)

14. Experiencing overwhelming emotions,
sadness, grief, anger, frustration or
depression

ONo 0O Yes (specify)

15. Have you ever attempted suicide?

ONo 0O Yes (specity)

16. Have you ever contemplated suicide?

ONo 0O Occasionally O Often

17. Anxiety, phobias, flashbacks and/or
nightmares?

ONo 0O Yes (specify)
how often: Oweekly O monthly
recent episode:

18. Those close to you express concerns ONo 0O Yes
regarding your work or family obligations?
19. Those close to you express concerns ONo 0OYes

regarding your intake of drugs or alcohol?

20. Current, previous type of mental health
services (ie. talk therapy, psychiatric
services etc)

ONo 0O Yes (specify)

21. Current, previous support group, routines
or programes.

ONo 0O Yes (specity)

22. Past therapist or treatment program

ONo O Yes (specify)

23. Outcome Helpful?

ONo 0O Yes (specify)

24. What else works for you?




CONFIDENTIAL CLIENT INFORMATION & INTAKE FORM
Please complete these forms for your first session.

INSURANCE INFORMATION

Who is responsible for the bill? O PATIENT 0] INSURANCE*

PRIMARY INSURANCE CARRIER:

MEMBERSHIP #:

NAME OF SUBSCRIBER:

DATE OF BIRTH OF SUBSCRIBER:

RELATIONSHIP TO SUBSCRIBER:

ASSIGNMENT AND RELEASE:

I HEREBY CONSENT AND AUTHORIZE TO HAVE CHRISTOPHER GETTMAN, OF CHRISTOPHER GETTMAN LMFT, LLC, TO MAKE ANY

AND ALL INSURANCE CLAIMS ON MY/OUR BEHALF. | ALSO AUTHORIZE THE THERAPIST NAMED ABOVE TO RELEASE ANY INFORMATION
REQUIRED TO THE INSURANCE CARRIER. ]| UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER COVERED

BY INSURANCE OR NOT.

SIGNATURE: DATE:

IF AUTHORIZATION IS PROVIDED BY A PERSONAL REPRESENTATIVE OF THE PATIENT, PLEASE DESCRIBE RELATIONSHIP TO PATIENT/AU-
THORITY STATUS TO PROVIDE

AUTHORIZATION:

For Office Use Only:
O Insurance Card Copied
00 HIPAA Form Signed

U] Under 18, parent consent form



