[image: image1.png]


[image: image2.png]


CLIENT  INFORMATION  SHEET


DATE____________________

Name:_______________________________Address:__________________________________
Phone: Home_______________ Work______________________Cell:____________________

E-mail ______________________ Website__________________Fax: ____________________
Social Security #:_________________________ DOB:  _______________Age: __________ 

Marital Status: ______________Drivers’ License: State and #: _____________________________; 

SEXUAL ORIENTATION: ____Lesbian, gay, homosexual  ____Straight, heterosexual  ____Bisexual____Something else, please describe   ____Don’t know    ____Choose not to answer
GENDER IDENTITY: ____IdentifY as female  ____IdentifY as male 

 ____Identifies as male: Female to male (FTM)/transgender male; trans male

____  Identifies as female: Male to female (MTF); transgender female; trans female

____  Genderqueer: neither exclusively male or female

____  Additional gender category or other, please specify

____  Choose not to answer
PrimaryCarePhysician_________________________________________________________________
                                                                              Name; Address; Phone  
Years of Education: _______  Referred By:_______________________________________________

Names and DOB of Children: ___________________________________________________________________________________
Employed By: _____________________________________ Phone ___________________________
Occupation:________________________________________Title:_____________________________
Prior Therapy (who, when): ___________________________________________________________ 
Medications & Supplements including dosage: ____________________________________________________________________________________

Psychiatric Hospitaizations? When and where____________________________________________

Spouse/Parent (circle one):____________________________DOB:________  Age: _____ Phone:______________Employed By: _______________________________________

Social Security:______________________________

Party Responsible for Payment (If Other than Yourself):_______________________________________________
                                                          Name, Address, Phone

In Case of Emergency, closest relative/friend: _______________________________________________________







Name; phone numbers

Specific Instructions:____________________________________________________________________________
PHOTO ID IS REQUIRED; PLEASE SHOW YOUR DRIVERS’ LICENSE OR OTHER FORM OF IDENTIFICATION. PLEASE ALSO READ THE DISCLOSURE STATEMENT AND NOTICE OF PRIVACY RIGHTS AND SIGN THE ACKNOWLEDGMENT OF RECEIPT OF NOTICE, AND PLEASE READ THE OUTPATIENT SERVICES CONTRACT.  

CLIENT CHECKLIST

Name:_____________________________   Date:_______________________

Please initial the following, and sign at the bottom:

_____  I have been given the therapist’s Disclosure Statement, including Dr. Smith’s practice locations; her college and professional institutions and degrees; the regulatory agency for her licensure; the different levels of regulation of mental health practitioners; clients’ rights and important information, including exceptions to the rules of confidentiality; and the levels of mental health therapists, their areas of practice, and their licensure and educational requirements;  

______ I have read the HIPAA disclosure, and signed the Acknowledgement form; 

______ I have or will complete the Intake Questionnaire; 

_____  I will participate in developing and signing the Treatment Plan;

______ I have signed the Release(s) so that the doctor may confer with my Primary Care physician and/or any other relevant treating doctor;

_____  I have agreed to the financial arrangement as specified below:

_____  I am familiar with the fee schedule and with the policies and procedures of this          therapist’s office;

_____  We have discussed issues regarding confidentiality, missed or canceled      appointments, Releases of Information, reports if needed;
_____ List other forms below:
_______________________________                ____________________________________

Client’s Signature and Date                              Therapist’s Signature and Date

Dr. Susannah Smith


� HYPERLINK "http://www.creativeteamconsulting.com" ��www.creativeteamconsulting.com�





Clinical Psychologist, Mediation, Parenting Evaluations & Plans


Business & Systems Consulting; Mergers; Culture; Handbooks


Corporate Training, Executive Coaching, Equine Therapy/Learning





18474 Highway 550; Ridgway, CO 81432; 


970-728-5234; 877-861-5436 fax; cell: 970-708-0740; shas14@gmail.com
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