
Client Name:                                                                                                  Date of Birth                      Male      Female__     


First

Middle

Last

         Age

                (mm/dd//yyyy)
Address:                   _________________________________________________________________________________                                                                                                                                                                                                                                                          



Street


Apt.


City

                State 

Zip
Phone:                                                                                                                               E-mail               _______________                                      

   Home

                          Office

                       Cell

Relationship status:        Single          Married           Divorced           Live with partner           Widow/Widower
Social Security #                                              Employment status:        Employed          Unemployed           Student

Occupation                                                       Place of Employment or School: ________________________________                                                           
Additional Information

Who referred you or how did you hear about the Center? ________________________________________________ 
To help us be more spiritually sensitive to your needs, please answer the following questions:

What is your current religion?          Christian        Jewish       Muslim        None        Other: _________________ __                         

If Christian, what denomination?     Baptist       Catholic      Episcopal       Lutheran       Methodist   __Presbyterian       Other (specify):  ___________________________________________________________________________________
If Client is under 21:
Parent Name:                                                                                     ____   Date of Birth                      Male      Female__     


First

Middle

Last

      Age

                (mm/dd//yyyy)
Address:                   _________________________________________________________________________________                                                                                                                                                                                                                                                          



Street


Apt.


City

                State 

Zip
Phone:                                                                                                                              E-mail               _______________                                        

   Home

                          Office

                       Cell

Relationship to client:        Parent        Guardian        Other (explain) _________________________________  

We will expect payment from the adult accompanying a minor for all services rendered to minor clients.
Insurance Company Information (Mental Health Provider)
Name of Insurance Plan/Company:                                                                                  Phone ________________                                                                                       
ID #                                        Address                                                                       ______ Group #_______________                       
Policy Holder Name                                                                  ____  Date of Birth                         Male__ Female__  

                   
First

Middle

Last
   
                              (mm/dd/yyyy)
Insurance Holder Relationship to client:   Spouse    Parent     Guardian     Other ________________________  

Address:                   _________________________________________________________________________________                                                                                                                                                                                                                                                        

(If different from client)
Street


Apt.


City

                State 

Zip
Phone:                                                                                                                              E-mail ______________________                                      
(If different from client)   Home
                        Office

                       Cell



If you have Secondary Health Insurance Coverage, please indicate below:
Name of Insurance Plan/Company:                                                                                  Phone ________________                                                                                       
ID #                                        Address                                                                       ______ Group #_______________                       
Policy Holder Name                                                                  ____  Date of Birth                         Male__ Female__  

                   
First

Middle

Last
   
              
             (mm/dd/yyyy)
Insurance Holder Relationship to client:   Spouse    Parent     Guardian     Other ________________________  

Address:                   _________________________________________________________________________________                                                                                                                                                                                                                                                        

(If different from client)
Street


Apt.


City

                State 

Zip
Phone:                                                                                                                              E-mail ______________________                                      
(If different from client)   Home
                        Office

                       Cell


Your Health and Concerns:
What do you want to accomplish through counseling? ___________________________________________                                                            
__________________________________________________________________________________________

Have you ever been in counseling before?     ___ yes   ___ no 

Are you currently seeing another therapist? ___ yes   ___ no   If yes, Name:  _________________________
Check all concerns below that relate to you:

       Grief 
      Fear
      Loss of motivation         Suicidal thoughts/feelings        Relationship w/ parents


       Sadness
      Anger
      Physical abuse
       Relationship w/ superiors
       Religious doubts/concerns

       Anxiety
      Self-doubt
      Troubled dreams
       Marriage problems
       Homicidal

       Depression
      Sexual abuse      Attempted suicide
       Relationship with spouse
       Other ________________                          

       Nervous
     Guilt
     Loss of self-respect         Relationship with children 

Describe your physical condition: [circle one]     Poor    Fair    Average    Good     Excellent

Physician(s) Name ______________________________________                                                                                   
Do you take any medications? ___ yes  ___ no   Name(s) & dosages of medications ___________________ _________________________________________________________________________________________                     
How often have you used any of the following in the last year: 

Indicate by Frequency Code:  1 = daily;  2 = two to six /week;  3 = four/month;  5 = 1-12 / year;  6 = never  

      Caffeine        Tobacco          Alcohol        Marijuana
     Meth         Cocaine       Speed         Heroin  

      Other (list) _________________________________________________________________________        

Do any members of your family have any of the following problems:

      Depression        Other mental illness          Drug abuse        Alcohol abuse 

     Other chronic (on-going) problems (describe):  
Marriage Information:
Spouse/Partner ____________________________________________________________________________


        Name 



Age



Occupation 
If spouse, date of marriage _______________   If partner, length of relationship ______________________  
If deceased, when _______________________ 
Have you previously been married (or in another long-term relationship):   ___ yes   ___ no
If yes, list approximate date(s) of marriage(s) and of divorce(s) or length of relationship _____________
________________________________________________________________________________________
Has spouse previously been married? (Or in another long-term relationship):  ___ yes   ___ no 

If yes, list approximate date(s) of marriage(s) and of divorce(s) or length of relationship _____________

________________________________________________________________________________________
Children:
	Name (include Last Name if different)                 
	Age
	Sex 

M/F
	Birth Date 
	Biological (B)

Adopted (A)

Foster (F)
	Step (S)

Half (H)
	Live at

Home

Y/N
	Deceased?

(Give age 

& date)

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Legal Concerns:  Please check any legal problems you have had:
       Driving offenses
       Family           Divorce           Financial              Fights           Probation           Jail/Parole


       Child/Custody              Criminal charges                  Other: (Describe) ________________________________                                                                                        

_________________________________________________________________________________________________

Samaritan Counseling Center - Personal Information Form (PIF)





Assignment and Release of information:


I authorize payment to go directly to the Samaritan Counseling Center. I authorize release of information with respect to me or any of my dependents which may have bearing on the benefits payable for services rendered. I agree to pay all charges for services not covered by insurance reimbursement.


Signature                                                                                                            Date: ___________________ 








