Confidential Client History Form
Counseling & Psychotherapy

Arthur Roberts LMHC, LLC
Name: _____________________________________________

Date __________________

Home Phone   ______________ ______________                                      

Work phone ______________ ______________ 

Cell Phone ______________ ______________
Email Address 






Skype  ______________ _____________                                         

Address                                                ___________

City       __


                 
State



         

Zip ____________                                   
Date of Birth                                             Age         
  Gender 

 

In relationship with life partner? __     _____              
   

# of children:  ___________                        

Name of person who referred you to me: 
        




Contacting You – Information
In an effort to protect your privacy, when contacting you I will identify myself by my name only and not by my position as a psychotherapist. That stated:
May I contact you at work if necessary? (Circle One)
 Y 
N
May I leave a message on your voicemail? At home? (Circle One) Y
 N 


At work? 
Y
 N 
On your cell?

 Y
 N
May I email you? 
Y 
N

Please comment on any restrictions to the above___________________________________________________________
Emergency Information
In case of emergency, contact:
Name ______                    ____________   _
Relationship to client________________________________________

Telephone: (Home)_______________________(Work)___________________________
(Cell)________________________________

Address (Street, City, State, Zip): ____________________________________
Medical Information

Physician name: ____________________________________

Physician phone number: ____________________

Psychiatrist name (if applicable): __________________________________

Phone______________________________________

Current Medications:
Are you currently undergoing medical treatment? Yes ___ No    _    If so, where?                                                          

How are your sleeping patterns?____________________________________________________

Allergies:
Employment Information
Place of employment ________________________________________
Position______________________________________________

Telephone____________________________________
INTAKE INFORMATION
Reason you are coming: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Have you been in therapy before? How did it go for you?  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please give a brief account of your current living situation (who you live with, etc, and any information you think is relevant) ______________________________________________________________________________________________________________________________________________________________________________________________________
Have you been experiencing suicidal thoughts or impulses? If so, please describe:

____________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________
Please tell me anything else you think is important for me to know about your situation before we meet.

​​​​​​​​​​​​​​​​​​​​​​​​​

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Weekday times between 7:00 AM and 8:00 PM when
you are available for appointments:

(Appointments after 4:00 PM are by far the most requested times.  These slots are very rarely available. If you are able to come during daytime hours, there is a much greater chance we will be able to meet.)

MONDAY:____________ ______________________________





                                         

TUESDAY:____________ ______________________________





                                         

WEDNESDAY:____________ ______________________________




 

THURSDAY:____________ ______________________________





                                         

FRIDAY:____________ ______________________________





                                         

CONTINUED ON NEXT PAGE…

Skype

In special circumstances, video sessions via Skype are possible. Generally, Skype sessions are only an option when agreed upon in advance, for planned for use in long-distance situations, i.e. Skype is not an option for sessions that had originally been scheduled to take place in the office, but that then can’t be kept for one reason or another. It’s also important to note that, at this time, insurance does not cover sessions conducted via Skype.
Method of Payment (check one):

Cash:  ____
Check: ____
*Insurance: ____
* If you wish to use insurance, I will provide you with receipts coded to insurance industry specifications. You can submit these receipts to your insurance company for reimbursement. 
Since I work exclusively for you, I don’t take direct payment from insurance companies. I am an “out-of-network” provider. This enables me to deliver a higher quality of care, with individualized attention, and complete confidentiality.
Anyone choosing to use insurance for psychotherapy should be aware that all insurance companies require the therapist to provide a psychiatric diagnosis which will enter your medical record. Without a psychiatric diagnosis, insurance companies will not reimburse for psychotherapy services.
If you intend to use your insurance, please check your coverage carefully by asking your plan’s representative the following questions:
* Do I have mental health benefits?
* What is my annual deductible?
* How many sessions per calendar year does my plan cover?
* How much does my plan cover for an out-of-network provider?
* What is the coverage amount per therapy session?
* Is prior authorization required from my primary care physician?
** May also pay for services using “Venmo,” an online payment system similar to PayPal.

PLEASE SIGN BELOW
Your confidentiality is the most secure if you send this form to my office via regular postal service. If, however, you decide to send these forms using email, please be aware that email is an inherently insecure medium. Electronic communications can be intercepted and/or read by unintended parties. Sensitive information is at risk when sent in unencrypted email.

__________________________________________________________________                 

      Client Name (Print) 



  Date
__________________________________________________________________                 

      Signature 



  Date

Arthur Roberts, LMHC, LLC
-1-
CONFIDENTIAL

