PLEASE COMPLETE THIS FORM AS ACCURATELY & COMPLETELY AS POSSIBLE. THANK YOU, AUDREY BERGER, PH.D.                                                                                                      
PLEASE PRINT

NAME: ______________________________________ MARITAL STATUS: ________________________

HOME ADDRESS:                                                                                ZIP: _______________________
BILL TO ADDRESS: ________________________________________________________________
EMAIL ADDRESS: _________________________________________________________________

CELL PHONE: _____________________________ HOME PHONE: ________________________________ 
SS#: _____________________ DATE OF BIRTH__________________     AGE: ___________

EMPLOYER: __________________________ HOW LONG? ______ OCCUPATION: ___________________
BUSINESS ADDRESS: __________________________________________WORK PHONE: ______________

NAME OF SPOUSE/PARTNER: ____________________________YRS. MARRIED/TOGETHER_______
INSURANCE CO.: ______________________________________CONTRACT #: __________________________
SUBSCRIBER: __________________________________OTHER INSURANCE: ___________________________

PLEASE INITIAL TO INDICATE YOUR PERMISSION: I authorize my psychologist, Audrey Berger, Ph.D. to release protected health information from my clinical record to my health insurance company,
for the purpose of billing and payment. __________
PRIMARY CARE PHYSICIAN: ___________________________________
ADDRESS: ___________________________________________________________PHONE: __________________

PLEASE INITIAL TO INDICATE YOUR PERMISSION: I authorize my psychologist, Audrey Berger, Ph.D. to release protected health information from my clinical record to my PCP, for treatment purposes. 

             _________
EMERGENCY CONTACT PERSON: _______________________________________ PHONE: ________________

PLEASE INITIAL THIS TO INDICATE YOUR PERMISSION: I authorize Audrey Berger, Ph.D. to communicate with my emergency contact in regard to my health care in an emergency. _________
NAME & LOCATION OF THE ER YOU WOULD GO TO IN AN EMERGENCY: __________________________
IF THERE’S ANOTHER ER YOU COULD ALSO USE, PLEASE LIST HERE: _____________________________
                                                                                         
REASON FOR SEEKING PSYCHOTHERAPY AT THIS TIME:  ______________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
PREVIOUS CONTACT WITH MENTAL HEALTH PROFESSIONAL? YES ___ NO ___

	         DATES

(TO/

  FROM)                       
	TYPE (INDIV., GROUP, COUPLE, FAMILY
	                  ISSUES

             ADDRESSED

        
	 THERAPIST’S

       NAME &

CREDENTIALS
	WHAT WERE THE RESULTS?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


HAVE YOU EVER TAKEN ANY MEDICATIONS FOR PSYCHIATRIC OR EMOTIONAL DIFFICULTIES, NOW OR IN THE PAST?  YES ___ NO ___  IF YES, PLEASE COMPLETE THE FOLLOWING:
	       WHEN
	 FROM WHOM
	WHAT MEDICINE  
	   FOR WHAT
	   OUTCOME

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


ALCOHOL/DRUG USE (TYPE/AMOUNT/FREQUENCY): __________________________________
____________________________________________________________________________________

ANY HISTORY OF SUBSTANCE ABUSE? PLEASE DESCRIBE: ____________________________
____________________________________________________________________________________

HAVE YOU HAD ANY PAST OR CURRENT EXPERIENCE(S) OF SIGNIFICANT EMOTIONAL TRAUMA? IF YES, PLEASE BRIEFLY EXPLAIN: ___________________________________________
______________________________________________________________________________________      
______________________________________________________________________________________

HAVE YOU EVER BEEN IN ANY TYPE OF LEGAL TROUBLE? PLEASE DESCRIBE: ___________
______________________________________________________________________________________

DO YOU OWN, OR HAVE ACCESS TO, ANY FIREARMS?  __________________________________
MEDICAL HISTORY

DATE OF LAST MEDICAL CHECK-UP: ______________
ALL CURRENT MEDICAL CONDITIONS (INCLUDING ALLERGIES, ESPECIALLY TO MEDICINE):  Indicate date of onset & duration, type of symptoms, treatments.  Is this a recurrence or exacerbation of previous condition?

______________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
ANY OPERATIONS OR SERIOUS INJURIES, AND WHEN YOU HAD THEM:  _____________________
_______________________________________________________________________________________

SERIOUS CHILDHOOD ILLNESSES:  ______________________________________________________

_______________________________________________________________________________________

CURRENT MEDICATIONS (NAME, DOSAGE & PRESCRIBING PHYSICIAN):  __________________

______________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________

FAMILY OF ORIGIN INFORMATION:
(IF DECEASED, PUT DATE & CAUSE)

	
	    NAME
	   A

   G

   E
	OCCUPATION/ YR IN SCHOOL
	LIST ANY HISTORY OF DRUG, ALCOHOL, LEGAL, OR PSYCHIATRIC PROBLEMS.  BRIEFLY DESCRIBE

	MOTHER
	
	
	
	

	FATHER
	
	
	
	

	STEP-PARENT
	
	
	
	

	STEP-PARENT
	
	
	
	

	SIBLING
	
	
	
	

	SIBLING
	
	
	
	

	SIBLING
	
	
	
	

	SIBLING
	
	
	
	


CURRENT FAMILY
(IF DECEASED, INDICATE DATE & CAUSE)

	
	  NAME               
	AGE
	OCCUPATION/YR IN SCHOOL
	LIST ANY HISTORY OF DRUG, ALCOHOL, PSYCHIATRIC OR LEGAL PROBLEMS.  BRIEFLY DESCRIBE

	PARTNER
	
	
	
	

	CHILD
	
	
	
	

	CHILD
	
	
	
	

	CHILD
	
	
	
	

	CHILD
	
	
	
	


OTHERS IN CURRENT HOUSEHOLD (& RELATIONSHIP):  _____________________________

__________________________________________________________________________________

__________________________________________________________________________________
__________________________________________________________________________________
PREVIOUS MARRIAGES (TO WHOM & FOR HOW LONG)?  ____________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
ADDITIONAL INFORMATION 
EDUCATION: _____________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

ANY INFORMATION YOU WISH TO ADD? __________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

I CERTIFY THAT THE ABOVE INFORMATION IS TRUE.  I WILL NOTIFY YOU OF ANY CHANGES.

SIGNATURE                                                                             DATE
1
4

