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CLIENT INTAKE FORM
Please complete all pages of form.
Client’s Full Name: Social Security#:
Date of Birth: Gender at Birth: Current gender identification:
Identified Pronouns: Referred by:

Primary Care Physician:
Client lives with: [1 Mother [] Father [1Both [Other:

Mothers Name: Social Security#:

Fathers Name: Social Security#:

Client’s Address:

Home Phone: 0 day O evening OKto leave msg? Y N
Work Phone: [] day [] evening OK to leave msg? Y N
Cell Phone: []day [] evening OKtoleave msg? Y N

PRIMARY INSURANCE INFORMATION
(information found on insurance card)
Insurance Company: Phone#:

Subscriber’s Name:

Subscriber’s Date of Birth:
Subscriber’s Relationship to client:
ID#: Group/Plan #:

SECONDARY INSURANCE INFORMATION
(information found on insurance card)
Insurance Company: Phone#:

Subscriber’s Name:

Subscriber’s Date of Birth:
Subscriber’s Relationship to client:
ID#: Group/Plan #:

COUNSELOR’S NOTES (for office use only)

Date dx code dx Counselor Signature




MEDICAL HISTORY

How is your general health? [] Excellent []Good []Fair []Poor

Briefly describe your primary concerns and why you have sought counseling at this
time:

When was your last comprehensive medical evaluation?

Have you ever been hospitalized for psychological reasons? []Yes [1No
If yes, when and where?

Please check whether you currently have, or have ever had any of the following;:

__drug/alcohol abuse __sleeping problems __changes in appetite __flashbacks
___running away __frequent headaches ___epilepsy or seizures __ulcers
__disturbing thoughts __lack of interest __sexual abuse __depression
___memory problems __low self-esteem __speech problems ___confusion
__irritability ___emotional abuse __hearing problems ___seizures
__bowel problems __irregular heartbeat __visual problems __bedwetting
__weight loss __sexual concerns __difficulty managing anger ___mood swings
___asthma ___chronic illnesses ___stress __anxiety
___hormone disorder __difficulty concentrating __ physical abuse or neglect __panic attacks
___serious infection __allergies __racing thoughts ___head trauma
__frequent stomachaches  __feelings of paranoia __broken bones __gender issues
__family/relationship issues ___communication problems __phobias:
__blood pressure concerns __school/work difficulties __problems with coordination
__suicidal ideations/attempts __feelings of hopelessness __homicidal thoughts
__frequent or uncontrolled crying ___self-destructive or self-injurious behavior

__Other physical or emotional issues (please describe):

Are you currently taking medication? [] Yes [] No

Medication: Dosage:
Date Started:
Medication: Dosage:
Date Started:
Medication: Dosage:
Date Started:
Medication: Dosage:

Date Started:




List any serious illnesses for which you have required hospitalization or surgical
operation:

Illness Year Doctor Hospital

Has you ever received psychological, substance abuse, or psychiatric services?

Service Year Doctor Issue at Time

FAMILY SITUATION

Relationship/Marital Status of parents: [] Single [] Involved [] Engaged
[]Cohabitating []Remarried [] Married []Separated []Divorced []Widowed

Names and ages of other individuals residing in the home:

Name Age Relationship to Client
Client’s-
Educational Level (Circle): 8 9 10 11 12 13 14 15 16 17 18 19+
Occupation:
Employer: For how long?
Father’s-
Educational Level (Circle): 8 o9 10 11 12 13 14 15 16 17 18 19+
Occupation:
Employer: For how long?
Mother’s-
Educational Level (Circle): 8 9 10 11 12 13 14 15 16 17 18 19+
Occupation:
Employer: For how long?

Are there any family members who have experienced significant medical problems,
mental health problems or substance abuse? (Please indicate relationship to client):
Medical Problems-

Past:

Present:




Alcohol Use-
Past:

Present:

Drug Use-
Past:

Present:

Tobacco Use-
Past:

Present:

Caffeine Use-
Past:

Present:

GOALS FOR THERAPY

What would you like to see happen as a result of your work here?




"!-‘ é[l"”‘l. " |.|.r'!\- é‘ilqd M5, LMHC
‘,“ Mental Heolth Senvices for o/ Adolescents and Young Adiuits
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emergency: 360.739.5575
liz@elizabethasnyder.com
www.elizabethasnyder.com

AUTHORIZATION FOR DISCLOSURE OF HEALTHCARE INFORMATION

Client Name: Birth date: ! /! S5H#:

Previous Name(s): Address:

Treating Provider:

Information is to be disclosed to [_| and/or received from ||

Mame of Person/Agency:

Address: Phone: | | Fax: ( )

For purposes of: evaluation treatment forensic assistance other:

| authorize Elizabeth A Snyder, MS, LMHC to release my:

___@eneral Mental Health Record

___Information related to chemical dependency/substance abuse

_____ Psychotherapy Notes (the private content of your conversations with your therapist)
Information related to HIV/AIDS and/or sexually transmitted diseases

Other:

| understand that | may revoke this Authorization at any time except to the extent that action has been taken in reliance on it, and
that in any event this Authorization expires 30 days after the last dated signoture.

Signature of Client Date

Parent/Guardian signature is required for all children under age 13. For children age 13 and over, we encourage the
parent/guardian to sign, but it is not required. | understand thaot the information being requested for the above named minor child
may include information regording myself. the parent/legal guardian, refevant to my child’s condition and treatment. | consent to
the disclosure of such information.

Signature of Parent/Guardian Date
Signature of Witness Date
[90-Day Signature Updates]

Signature of Client/Parent/Guardian or Authorized Representative Date

Signature of Client/Parent/Guardian or Authorized Representative Date

214 NORTH COMMERCIAL STREET #100, BELLINGHAM, WASHINGTON 98225




ph: 360.734.5552 fax: 360.733.1928
emergency: 360.739.5575
liz@elizabethasnyder.com
www.elizabethasnyder.com

NOTICE OF PRIVACY PRACTICES REGARDING PROTECTED HEALTH INFORMATION

effective April 14, 2003

To my clients: | am required to give this notice to you under the federal Health Insurance Portability and
Accountability Act of 1996 (HIPAA). This notice describes how psychological/ medical information about you may be
used and disclosed, and how you can get access to this information. Please review it carefully.

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations
Your Protected Health Information (PHI) is any information about your past, present, or future physical or mental
health conditions or treatment, or any other information that could identify you.

By signing this form, you are giving consent for me to “use” your PHI within my practice group, or “disclose” your PHI
to an outside entity for the following purposes:

e Treatment: providing, coordinating, or managing your health care and other services related to your health
care. An example would be when | consult with another health care provider, such as your family physician.

e Payment: obtaining reimbursement for your healthcare. Examples include when | disclose your PHI to your
health insurer to obtain payment for your health care, or to determine your insurance eligibility or coverage.

e Health Care Operations: activities that relate to the performance and operation of my practice. Examples are
quality assessment and improvement activities, business-related matters such as audits and administrative
services, and clinical peer review.

Il. Uses and Disclosures Requiring Authorization
Outside of routine treatment, payment, and health care operations, | will not release your PHI unless you sign an
Authorization Form authorizing that specific disclosure.

| would also need to obtain your authorization before releasing your “Psychotherapy Notes”—notes | have made
about your conversations during a private, group, joint, or family counseling session, which are kept separate from
the rest of your medical record. These notes are given a greater degree of protection than other PHI.

You may revoke all such authorizations (of PHI and/or Psychotherapy Notes) at any time, provided each revocation is
in writing. You may not revoke an authorization to the extent that (1) | have already released information based on
that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, and the
law provides the insurer the right to contest the claim under the policy.

lll. Uses and Disclosures with Neither Consent nor Authorization
I may use or disclose PHI without your consent or authorization in the following circumstances:

e Child Abuse: If | have reasonable cause to believe that a child has suffered abuse or neglect, | am required by
law to report it to the proper law enforcement authorities.
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