 SEQ CHAPTER \h \r 1Perspectives Counseling and Consultation

Tammy Greene, MA, LMHC

7 Winn Street ~ Suite 203
Woburn, MA 01801
Intake Form
Date of first appointment:___/____/____
Date of birth::___/____/____

age:________

First name:_________________________

Last name:___________________________

Street address:________________________________________ OK to receive mail?: Yes or No 
City____________________________State:____________________Zipcode:______________

Home phone: __________________________Cell phone:_______________________________

Work phone: __________________________Email address:_____________________________

Health Insurance Company:​​​​​​_______________________ Policy #:________________________


Relationship Status:(please circle) Single       Married       Separated/Divorced
Widowed

Is it acceptable to contact you/leave you a message on your phone for (please circle if yes): 


Home 

Cell 

Work







What is the best way to contact you at the last minute?__________________________________

How were you referred to my office?________________________________________________

Please provide the name and phone number of 2 emergency contacts:

Name:_______________________ Relation:________________ Phone:___________________

Name:_______________________ Relation:________________ Phone:___________________

Medical Information:

Primary Care Physician:__________________________________________________________

Address: ______________________________________________________________________

Phone: __________________________ permission to contact (please circle)?      Yes        No

Allergies: _____________________________________________________________________

Are you currently being treated for a physical condition (please circle):   Yes       No

If yes, Please describe: ___________________________________________________________ ______________________________________________________________________________

Are you currently taking prescribed physiological medications? (Please circle):   Yes   No

If yes, please list each medication and its purpose below: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mental Health Information:
Psychiatrist/nurse practitioner/prescriber: ____________________________________________

Address: ______________________________________________________________________

Phone:___________________________   permission to contact (please circle)?      Yes        No

List any mental health/ psychiatric medications you have previously taken or are currently taking:

_____________________________________________________________________________

_____________________________________________________________________________

Who prescribes the psychiatric medications listed above? (Please circle): 

    PCP

Psychiatrist

Other:_________________________________________

Other medical professionals involved:
(nutritionist, psychiatrist, family therapist, etc.)

Name: _______________________ Specialty: _______________phone:_________________

Name: _______________________ Specialty: _______________phone:_________________ 

Name: _______________________ Specialty: _______________phone:_________________

Please circle any of the following issues that pertain to you now or in the past:

Depression

phobias

eating disorder


substance abuse

Anxiety

anger


finances


separation/divorce

Relationships

stress


sexual problems

insomnia


Racing thoughts
health problems
career choices


work- related stress

Religious matters
cutting/self-mutilation
  general dissatisfaction with life

Have you ever attempted suicide:   Yes     No

If yes, how and when:___________________________________________________________

Are you currently experiencing suicidal thoughts? :  Yes    No


Homicidal Thoughts? :   Yes    No

Have you ever been admitted to a hospital for psychiatric reasons?    Yes    No

If yes, provide details: __________________________________________________________

Please briefly explain below the reason that you have now decided to seek counseling services:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Client Signature: _________________________________________Date:__________________
