Karen M. Giordano-Brenghause, MS, LMFT
Licensed Marriage and Family Therapist #MFC 35077


Parent Name:     ____________________________		Date of Birth: ____________________________
Address: __________________________________		Email Address: ___________________________
__________________________________________		Cell Phone: ______________________________

Marital Status:   _________ 	Religion: ___________ 	Occupation:  ____________________________

If Child or Family therapy, please list names of children:
Child Name: _______________________________		Child DOB:  ______________________________

Child Name: _______________________________		Child DOB:  ______________________________

Child Name: _______________________________		Child DOB:  ______________________________
Insurance:
Health Plan Name: __________________________		 Name of Subscriber:  _____________________
Policy Number:   ____________________________		 DOB of Subscriber:   ______________________
Subscriber Address: _______________________________________________________________________

Client Medical Information: 
Primary Care Doctor: ____________________________ Medical Condition(s): _______________________
Alcohol Use (frequency/amount): ___________________________________________________________
Drug Use non-prescribed street or over-the-counter (frequency/amount): __________________________ _______________________________________________________________________________________
Drug use prescribed name and dosage: _______________________________________________________
_______________________________________________________________________________________
Tobacco: ___ cigarette  ___ vaping  How Often each day? ___________ Quantity each day? ____________ 
Ethnicity/Cultural/Religious Considerations: __________________________________________________
For Minors Only: 
Legal Guardian/Parent Name:  _____________________________	Living with Child:  Yes _____   No _____ 
Legal Guardian/Parent Name:  _____________________________	Living with Child:  Yes _____   No _____ 
Custody Schedule if child has two homes: ____________________________________________________
______________________________________________________________________________________
School Name: ___________________________________Teacher: _______________ Grade level:  ______
School Behavioral Problems: Yes ___  No __ Describe:  __________________________________________
School Academic Problems:  Yes ___  No __ Describe:  __________________________________________
Special Needs: ___ IEP ___504 Plan Targeted behavior: _________________________________________


12/29/2025 Revised
