Straight N Arrow Counseling Service, LLC
Client Intake Form
Name:_________________________________________________	Date:_____________
Address:________________________________________________	Date of Birth:_______
City:______________		State:________	Zip Code______           Male 	             Female
Phone Number: __________________
Is it:
OK to leave a message on your phone? Yes_____ 	No______
     If yes, is it OK to leave a detailed message? Yes_____	No_____ 	OR
     Would you prefer a message left with contact information only? Yes_____	No_____
      Is it OK to send text messages?  Yes_____	No_____
Current Employer:______________________ Work Phone Number:______________________
Is it OK to leave a message on your work phone? Yes______ 	No_________
Insurance Information:
Insurance Carrier:__________________	Name of Policy Holder:________________
Policy Holder SSN:__________________	Contract Number:____________________	
[bookmark: _GoBack]Group Number:____________________ 	Co-pay (if known):____________________
I understand and agree to pay costs incurred, including my co-payment or other expenses not covered by my insurance. I understand and agree that my co-payment is due at the time services are rendered and that if I continually neglect to pay my co-pay my therapy may be discontinued. I hereby authorize Straight N Arrow Counseling Service, LLC to furnish information to insurance carriers concerning my treatment for the purposes of reimbursement only. My signature below indicates that I understand and agree to the above information.

Signature:__________________	Date:______________	Witness:______________

I understand that if I am a self-pay client I will pay for services at the time they are rendered or at an agreed upon schedule arranged and agreed upon before my scheduled appointment. I understand that my therapy may be discontinued if I continually neglect to pay for services. I also understand that I may be required to pay a cancellation fee for appointments not cancelled at least 24 hours in advance. My signature below indicates that I understand and agree to the above information.
Signature:__________________	Date:________________	Witness:_______________	
What are your reasons for coming to therapy?______________________________________
___________________________________________________________________________

How do you hope therapy will help you?____________________________________________
Have you even been in therapy before? Yes_____ 	No_____ If yes, when and where? _____________________________________________________________________________
Do you have a mental health diagnosis? Yes_____	No _____ If yes, what is your diagnosis?____________________________________________________________________
Are you currently taking medications? Yes______  No_______ If yes, what are you taking?_______________________________________________________________________
Do you have any health conditions? Yes_____ No______ If yes, what are they?________________________________________________________________________
Do you use alcohol? Yes_____    No_____  Do you use illegal drugs? Yes______ No______
Do you have any current legal problems? Yes______ No______ If yes, what are they? ______________________________________________________________________________
Highest Level of Education _______________
Current Marital Status	Single______ Married______ Divorced ______ Widowed_______
Do you have any children? Yes______ No_______ If yes, how many? ______ Ages? ______ Do they live with you? ________________________
What are your character strengths? _______________________________________________
What are your character weaknesses? _____________________________________________
Is there anything else you would like us to know about you? ____________________________________________________________________________________________________________________________________________________________

Signature:___________________________________Date:______________________________
Reviewed by:_________________________________Date:_____________________________
