New Client Intake Form

Personal Information                                                                   Today’s Date__________________________

Name: First_____________________Middle_________________Last___________________________________

Street Address: _______________________________________________________________________________

City: ______________________________________________________ State _______________Zip___________

Home Phone: ( _____)__________________________  Work Phone: (_____)_____________________________

                       OK to contact there?    Y   N                                                                    OK to contact there?   Y   N 

Cellular / Pager:  (____)_____________________Fax: (____)_________________   Gender:     ( Male    ( Female  

                           OK to contact there?    Y   N                                 OK to contact there?     Y  N

Email ______________________________________________  Birthday:_________________      Age: ________

Marital Status:   ( Single       ( Married / Partnership      ( Separated       ( Divorced      ( Widowed   

Social Security #:  ____________________________    Drivers License #: ________________________________

Spouse / Partner’s  Name:  First____________  Last_________________ Social Security  #:__________________

Spouse / Partner’s  Occupation: ____________________________Work Phone: (____)_____________________

Please list any other persons living in your household:_________________________________________________

___________________________________________________________________________________________

How were you referred to this service? ____________________________________________________________

May I thank the person who referred you?      Y     N

Please list the names of any other physicians who care for you: _________________________________________

___________________________________________________________________________________________

Emergency contact

Name of person to contact:_________________________________________ Relationship: _________________

Address: ____________________________________ City: ____________________ State: _____ Zip: _________

Home Phone: (____)___________________________ Work Phone: (____)_______________________________

Work Information

Employer: _______________________________ Occupation: _____________________   (Full Time  ( Part Time

Address: ____________________________________ City: ____________________ State: _____ Zip: _________

Work Phone: (_____)___________________________ Contact Person: _________________________________

                       OK to contact there?   Y   N
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Financial Information

Is your condition a result of a work injury?   ( Yes ( No   An auto accident?  ( Yes  ( No  Date of injury: ________
RESPONSIBLE PARTY’S INFORMATION

Responsible Party: ______________________________________________  Date of Birth: __________________

                                 (Please just write “same” if applicable and skip to spouse section)
Relationship to client:   ( Self     ( Spouse     ( Parent     ( Other ________________________________________

Responsible Party’s Home Phone: (_____)_____________________Work Phone:(_____)____________________

Address: ________________________________City: _____________________ State: _______ Zip: __________

Employer’s Name: _______________________________________ Phone Number: (_____)_________________

Address: _________________________________ City: ____________________ State: _______ Zip: __________

Employer Contact Person: __________________________Responsible Party’s Occupation: _________________

Spouse’s Employer’s Name: _______________________________ Phone Number (_____)__________________

Spouse’s Work Address: _________________________ City: ________________ State: ______ Zip: __________

Responsible Party’s INSURANCE INFORMATION

Please copy your insurance card (both front and back) and attach to this form

Type of Insurance/Payment:  ( Self Pay   ( HMO   ( PPO   ( EAP   ( Private   ( Other ______________________

PRIMARY INSURANCE Company  Name: _________________________________________________________

Insurance Address: ________________________City: __________________ State: _________ Zip: ___________

Name of Insured: ________________________________ Relationship:   ( Self     ( Spouse     ( Parent     ( Other

Insurance Identification Number: ______________________________ Group Number: ______________________

Authorization #: ______________________________________________________________________________

SECONDARY IINSURANCE Company Name:______________________________________________________

Insurance Address: _______________________ City: __________________ State: ________ Zip: ____________

Name of Insured: _______________________________ Relationship:     ( Self     ( Spouse     ( Parent     ( Other

Insurance Identification Number: ______________________________ Group Number: ______________________

ASSIGNMENT OF BENEFITS AND RELEASE

I  hereby give lifetime authorization for payment of insurance benefits to be made directly to Counseling & Psychotherapy, Paul Newell Seaman L.C.S.W. for services rendered.  I understand that I am financially responsible for all charges whether or not they are covered by insurance.  I also understand that a $125.00  “No Show” fee and a $20.00” returned check” fee will apply.  In the event of default, I agree to pay a 30% collection fee and reasonable attorneys fees.  I hereby authorize this healthcare provider to release all information necessary to secure the payment of benefits.  I further agree that a photocopy of this agreement shall be as valid as the original.

Your Signature: _____________________________________________ Date: ____________________________
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Please describe your reason(s) for seeking counseling at this time.  Include date / month / year problem started. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Was there an event that made these issues or problems surface?     ( Yes   ( No     If yes, please describe: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What results do you expect from counseling?_______________________________________________________ ___________________________________________________________________________________________

___________________________________________________________________________________________

Please rate the severity (1-4) of the following issues or problems you would like to work on in counseling.

None (1)     Mild (2)     Moderate (3)     Severe (4)

_____ Depression                                 _____ Lack of friends                            _____  Marriage/Relationship Issues

_____ Anxiety                                       _____ Loneliness                                  ______Sexuality/Sexual Issues

_____ Controlling Stress                      _____ Coping Problems                        ______Family Conflict

_____ Loss of a Loved One                  _____Abuse / Victimization                  ______Behavioral Problems

_____ Problems at school                    _____ Financial Problems                    ______ Legal Problems

_____ Problems at work                       _____ Eliminating Drug/Alcohol Prob.  ______Eliminating another habit

_____ Other_____________________________________________________                 (example: gambling, etc.)

Please indicate how the issues for which you are seeking counseling are affecting the following areas of your life:

                                                            No            Little         Some           Much           Significant         Not

                                                          Effect         Effect        Effect           Effect               Effect        Applicable

Marriage / Relationship                        1                 2               3                  4                      5                 N/A

Family                                                  1                  2               3                  4                      5                 N/A

Job / School Performance                   1                  2               3                  4                      5                  N/A

Friendships                                          1                  2               3                  4                      5                  N/A

Financial Situation                               1                  2               3                  4                      5                  N/A

Physical Health                                    1                 2                3                  4                      5                  N/A

Anxiety Level / Nerves                         1                 2                3                  4                      5                   N/A

Mood (Elation, Depression)                1                 2                3                  4                      5                   N/A

Eating Habits                                       1                 2                3                  4                      5                   N/A

Sleeping Habits                                   1                 2                3                   4                     5                   N/A

Sexual Functioning                              1                 2                3                   4                     5                   N/A

Ability to Concentrate                          1                 2                3                   4                      5                   N/A

Spirituality / Faith                                 1                 2                3                   4                     5                    N/A

Ability to Control Temper                     1                 2                3                   4                     5                    N/A
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PERSONAL MEDICAL HISTORY

Do you have any known allergies to food / medications etc.?   ( Yes    ( No   If yes please explain: _____________

Please list any prescription medications you currently use (Include name, dosage, frequency): 

Please list any over the counter medications you currently use (Include name, dosage, frequency): ______________________________________________________________________________________________________________________________________________________________________________________

Please list any hospitalizations from past medical / surgical illness (Include name of hospital, dates of confinement, the type of illness, and any procedures): ___________________________________________________________

When was your last physical examination done?  (Include date and doctor’s name)__________________________

Were there any significant findings? ______________________________________________________________

Are you currently being treated for any medical conditions?   ( Yes   ( No

If Yes, please list: _____________________________________________________________________________

Do you experience any of the following?      (Please check all that apply)

     ( Double or poor vision                                                ( Unusual excessive thirst / dry mouth

     ( Difficulty hearing                                                        ( Indigestion,gas, heartburn

     ( Fainting                                                                      ( Stomach pain

     ( Blackouts                                                                   ( Diarrhea or constipation

     ( Convulsions                                                               ( Blood in stool

     ( Dizziness                                                                   ( Change in appetite or eating habits

     ( Headaches                                                                ( Trouble sleeping

     ( Thyroid problems                                                       ( Sexual problems

     ( Cough or wheezing                                                    ( Problems with thinking, concentration, memory

     ( Chest pain                                                                  ( Weakness or tiredness

     ( Shortness of breath                                                    ( Joint pain

     ( Palpitation or heart fluttering                                      ( Lumps anywhere in body  (Please explain):

     ( Swelling in hands or feet                                            _____________________________________________

     ( Weight  -  ( gain  or  ( loss                                        _____________________________________________ 

            # Pounds:_________ Time period: ___________

Have you ever sought or received counseling before?        ( Yes    ( Never    (Please describe below) 

Type of Treatment                Provider Name                       Dates seen               Diagnosis                Medication

     ( Inpatient                                                                                                                                      (if applicable)        

     ( Outpatient                     _____________________________________________________________________

 Describe reason for, and results from treatment: ____________________________________________________

___________________________________________________________________________________________
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Personal Medical History (continued) 

Have you ever abused Drugs or Alcohol?   ( Yes   ( No    (Please describe below):

Substance                                  Amount per day                      Frequency                       Last taken

________________________  _______________________  ___________________  ______________________

________________________  _______________________  ___________________  ______________________

________________________  _______________________  ___________________  ______________________

Do you have a history of blackouts, seizures or withdrawal symptoms?    ( Yes     ( No                                   Please describe:______________________________________________________________________________

Do you have any compulsive or repetitive behaviors that are of a concern to you or the people close to you? (Example:  gambling, too much spending, sexual behavior, overeating, too much exercise, etc.)     ( Yes  ( No

Please describe: ______________________________________________________________________________

Are there any intrusive or repetitive thoughts  that are of a concern to you or the people close to you? 

(Example: forgetting to turn things off, constant thinking about another person / event, etc.)      ( Yes  ( No

Please describe: ______________________________________________________________________________

Lifestyle / Habits

                                          Amount Currently            Most Ever                                 Types                Frequency  

                                                 Using                           Used

Coffee (cups per day)       ________________    ____________     Exercise      ______________  _____________

Caffinated soft drinks        ________________   ____________                          ______________  _____________

Cigarettes (per day)          ________________   ____________                          ______________  _____________

Alcohol (drinks per day)    ________________   ____________      Hobbies       ______________  _____________

Cigars / Pipes (per day)    ________________   ____________                          ______________  _____________

Vitamins and Herbs          _______________________________________________________________________

      (Please List)                   _______________________________________________________________________

Family Medical History

Has anyone in your family had a serious medical illness?                                  ( Yes  ( No                                                               Please describe: ______________________________________________________________________________

______________________________________________________________________________________________________

Has anyone in your family had a psychiatric (nervous or mental) illness?          ( Yes   ( No                                   Please describe:______________________________________________________________________________

Has anyone in your family had a substance abuse problem?                             ( Yes     ( No                                                      Please describe:______________________________________________________________________________
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Treatment Philosophy

I believe in providing goal-directed, problem-focused treatment.  This means that you and I will establish a list of treatment goals after a thorough assessment.  Once goals are established, treatment is then planned with that goal in mind and progress is then made toward that goal in a time-efficient manner. This may include asking you if it is permitted to either contact or possibly request a family member (or other person you designate) to attend one or more of your sessions. Please know that at times treatment may involve confronting painful issues and you may feel emotional pain before you feel progress toward your goal.  Your commitment to this treatment approach is necessary for you to experience a successful outcome.  If you ever have any questions about the nature of the treatment or anything else about your care, please do not hesitate to ask.

Thank you for providing me with an account of your health and wellbeing.  This information will help me design a treatment plan geared specifically to your individual needs.  I have always believed in fitting the treatment to the patient - not the patient to the treatment.  The following pages contain information about my practice policies and your care.  Please read and sign where appropriate.

Offices:
Orland Park                                             Downers Grove

15040 Ravinia Avenue                            1105 Curtiss

Suite 49                                                   Downers Grove, Illinois  60515

Orland Park, Illinois  60462            

Phone:     708 256-PAUL (7285)

e-mail:     paul@paulseaman.com

Website:  www.paulseaman.com
Fax:         888 paulseaman

Please detach this sheet and keep it for your own reference.

