Karen M. Giordano-Brenghause, MS, LMFT

Licensed Marriage and Family Therapist #MFC 35077

Client: 

Name:     _______________________________

Date of Birth: ____________________________
Address: _______________________________

Home Phone: ____________________________

_______________________________________

Cell Phone:    ____________________________
Email: __________________________________
Insurance:

Health Plan Name: _______________________

Phone:    _______________________________ 

Policy Number:   _________________________

Name of Subscriber: ______________________ 

Authorization:     _________________________

DOB of Subscriber: _______________________
Family living in the home with client: 
Name: _______________________ Age: ______  Relationship to client:  ____________________________

Name: _______________________ Age: ______  Relationship to client:  ____________________________

Name: _______________________ Age: ______  Relationship to client:  ____________________________
Name: _______________________ Age: ______  Relationship to client:  ____________________________
Name: _______________________ Age: ______  Relationship to client:  ____________________________

Presenting Problem:  _______________________________________________________________________________________ _______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________
Previous Therapy:  Yes  No   When: ________________  Name of Therapist: _________________________

Marital Status:   _________ 
Religion: ______________ Occupation:  ______________________________

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: _______________________________________________________

_______________________________________________________________________________________

Ethnicity/Cultural Considerations: __________________________________________________________

For Minors Only: 

Legal Guardian/Parent Name:  _____________________________
Living with Child:  Yes _____   No _____ 

Legal Guardian/Parent Name:  _____________________________
Living with Child:  Yes _____   No _____ 
School Name: ___________________________________Teacher: _______________ Grade level:  ______

School Behavioral Problems: Yes ___  No __ Describe:  __________________________________________
School Academic Problems:   Yes ___  No __ Describe:  __________________________________________
