Southeast Psychotherapy Associates, PLLC
PERSONAL INFORMATION – Adult Form
Client Name:_________________________   SS#____________________ Sex:  M   F

Street Address:____________________________________________________________
City:_________________ State:____________________ Zip:_______________________
Client’s Birth Date:_____________________ Age:______  

Emergency Contact:_________________________Phone:_________________________



Name

Referral Source: __Insurance  __Telephone Book  __Brochure  __Psychiatrist  __Website


   __Primary Care Physician  __Other______________________________
Home Phone: ( ___ )__________________   Work Phone:  ( ___ )_______________

      __ Please do not call me at home

         __ Please do not call me at work

Mobile Phone: ( ___ )__________________  Email Address: ___________________

      __ Please do not call me on my mobile phone  __ Please do not use my Email address
Insurance: _______________ ID#: _____________________ Group #_______________

Policy Holder: ________________________Relationship to Client: ____________________

Employer:__________________________________________________________________

Policy Holder’s DOB:_______________  Policy Holder’s SSN: _______________________

Client’s Employer_____________________________Occupation______________________

Number Years________________________________Education_______________________

Marital Status:   __Single   __Married   __Divorced    __Widowed  __Other

Number of Marriages______________ Number of Children___________________

Other people living in client’s household: 

Name:




Age: 


Relationship: 

____________________________    __________

________________________

____________________________    __________

________________________

____________________________    __________

________________________

____________________________
__________

________________________

Please describe your reasons for seeking therapy:

______________________________________________________________________________________________________________________________________________________
___________________________________________________________________________

Have you ever been in therapy before or hospitalized for psychiatric issues? If yes, please describe: ______________________________________________________________________________________________________________________________________________________
CURRENT SYMPTOMS: Please Mark Each Category:




None

Mild

Moderate
Severe
 Comments
Physical Problems:

___

___

___

___

Anxiety:


___

___

___

___

Depressed Mood:

___

___

___

___

Eating Problems:

___

___

___

___

Sleeping Problems:

___

___

___

___

Agitation:


___

___

___

___

Aggressive Behavior:

___

___

___

___

Conflict With Others:

___

___

___

___

Alcohol/Drug Issues:

___

___

___

___

Other:______________________________________________________________

List all current medications and dosages: ______________________________________________________________________

Do you currently use alcohol or drugs that are not prescribed for you? _____________
If yes, answer the following

 
[image: image1.wmf] Substance

            Use

 Frequency of use

Amount per use

(Days per week)

 Alcohol

yes

no

  1   2   3  4   5   6   7 

 Marijuana

yes

no

  1   2   3  4   5   6   7 

 Cocaine

yes

no

  1   2   3  4   5   6   7 

 Amphetamines

yes

no

  1   2   3  4   5   6   7 

 Narcotics

yes

no

  1   2   3  4   5   6   7 

 Prescription Pills

yes

no

  1   2   3  4   5   6   7 

 Other

yes

no

  1   2   3  4   5   6   7 


If you do not currently use alcohol or drugs did you use either in the past?_____________

Last Use:__________  Please Describe: ________________________________________
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