CLIENT INFORMATION

Beth Strong, MA, LPC
Strong Suite Therapies & Sanctuary
155 S Madison Street Suite 206 Denver CO 80209  303-322-4224
PLEASE NOTE: 

Your confidentiality is your right.  You are not required to answer these questions but the more you are able to tell me about yourself, the more quickly we can work together.  The Disclosure Statement identifies the rare circumstances the information you divulge to me could be legally required to be shared with others.

Name ______________________________________  Today’s Date: _________________________ 

Date of Birth ____/___/___   Age _____ Place of Birth _____________ Birth Time _____  AM / PM

Address ____________________________________  Apt. No. ______________ 

City ____________________________  State ________  ZIP _______________

Phone:



OK to leave message?

Home ___________________    Yes / No 

Cell ________________  Yes / No

Work ___________________     Yes / No

Email Address: _________________________  OK to contact via email?     Yes / No

Are you here for 


__________
Psychotherapy

__________ Astrology Reading


__________
Couples Therapy
__________  Coaching

How did you hear of my services?

_____ Online?  (if so, please be specific, if you can remember)

_____ Psychology Today Therapist Directory


_____ FindCounseling.com


_____ NetworkTherapy.com

_____ Therapylinx.com


_____ googling took you to my website, www.bethstrong.com

_____ Yellow Pages online


_____ your insurance directory of providers


_____ other _________________________________________

_____ Referral from a friend

_____ other

What brings you here today?  What would you like to address, or have resolved, by working with me?  ___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

What time frame do you hope to resolve these issues in?  In other words, how much time do you think of spending in your work with me? ________________________________ 
Are you
_______ married  ______ single _____ divorced  ______ separated?


_______ in a significant relationship but not married? 



for any answer above, how long?_______________________  



Partner’s Name: ________________ _____________________ 



Partner’s Age:______________



Partner’s Date of Birth: ________________________________  

Do you have any children?  If so, please list their names, ages, and dates of birth:


____________________________________________________________


____________________________________________________________ 

What is your occupation? ____________________ Name of employer_______________ 

Range of annual income: (circle one for each column)

Yourself:




Household:


$0 - $15,000



$0 - $15,000


$15,000 - $30,000


$15,000 - $30,000


$31,000 - $45,000


$31,000 - $45,000


$45,000 - $60,000


$45,000 - $60,000


over $60,000



over $60,000

Are you currently on any medications?  If so, please list the medication and reason for taking it.


_____________________________________________________________ 


_____________________________________________________________ 

Family History


Mother’s Name ____________________ Still living?  Y / N  Where? ____________


Father’s Name _____________________ Still living?  Y/N  Where? _____________ 


Step-Mother _______________________ Still living?  Y/N  Where? _____________


Step-Father ________________________ Still living?   Y/N Where? _____________ 


Please list your siblings’ names,ages, and where they live



___________________________________________________


___________________________________________________ 

Where did you grow up?  ___________________________________________ 

Please rate on a scale of 1 – 10 to what degree you experience the following (10 = worst!)


_______ depression


_______ anxiety


_______ suicidal thoughts


_______ other thoughts of hurting yourself or someone else

How often do you use any of the following?  Please answer honestly.


Wine:

daily / 2-5 days per week / few times per month / rarely / none


Beer:

daily / 2-5 days per week / few times per month / rarely / none


Hard Alcohol:
daily / 2-5 days per week / few times per month / rarely / none


Caffeine:
daily / 2-5 days per week / few times per month / rarely / none


Pot:

daily / 2-5 days per week / few times per month / rarely / none


Cocaine:
daily / 2-5 days per week / few times per month / rarely / none


Other Drugs:
daily / 2-5 days per week / few times per month / rarely / none


Nicotine:
daily / 2-5 days per week / few times per month / rarely / none

Do you think you might have an addiction or issue with any of the following: (circle and answer)


Alcohol (daily, binge, social, self-medicating?) _________________


Marijuana (how often?) ____________________________________ 


Street Drugs (please list) ___________________________________ 

Prescription Pain Medications _______________________________ 

Eating, Binging, Dieting (for how long?) ______________________


Exercise (how often?) _____________________________________


Pornography (how frequent?) _______________________________ 


Online Porn (how frequent?) ________________________________


Sex Addiction or Prostitution (how frequent?) __________________


Computer or Video Games (how frequent?) ____________________

Have you ever been abused, either physically, verbally, emotionally, sexually, spiritually, or in other ways?  If yes, please circle what kind, with brief description: __________________________________________________________________________________________________________________________________________________________________________ 
Have you been in therapy before?  Y / N   If so, how successful / positive was this experience for you?  Please include general time frame (for how long, how long ago)
 _________________________________________________________________ 

FINANCIAL  Please read and sign below.

Payment for our work is expected at the end of each session.   If you need to make other arrangements, please be sure to address that with me at the beginning of the session, or preferably a day or two before.  If necessary you may make arrangements for payment, but a credit card is required.

If you need to cancel an appointment, please do so at least 24 hours in advance.  For cancellations made less than 24 hours in advance, you will be responsible for payment as if the session has occurred.
Do you expect to involve your insurance for partial or complete payment of my services?  ( Y / N ) 
All co-payments are due at time of services.  Also, you are responsible for any part of the insurance-rated fee if for any reason they do not make timely payments.
If you plan to use your insurance please fill out the following: 
Name of Insured: __________________________________  Insured’s DOB: ______/_____/______ 

Insured’s Address: ____________________________ City _________________ ZIP ____________

Insurance Co: ______________________________  Name of Plan (PPO, HMO, etc.) ____________

Member ID: _______________________________
Group ID: ___________________________ 

Name of Company or Organization the insured is a member with: _____________________________ 
Contact in case of emergency: _____________________________ Relationship _________________  
Phone:  _________________________________ (cell, home, work – circle one) 

Your signature confirms that you have received and read the “Disclosure Statement” explaining your rights as a client, that you agree with all responsibilities for payment as my client, and that you are responsible for all payments due.

___________________________/_________________ 

___________________________

Signature  
                           /             Printed Name

Date

