Registration Form and Clinical Information
 for New Clients of Michele Medwin, D.Min. LMHC

If this is for couples or family counseling please have each adult fill out a separate registration form:
Name _________________________________________________________________________   Date ___________________________
Address _________________________________________________________________________________________________________
City ____________________________________________   State _________________   Zip Code _____________________________
Phone: Home ___________________________________________  Is it OK to leave a voice mail on this phone?  Y   N 
Mobile ___________________________________________________ Is it OK to leave a voice mail or text message on this phone?    Voice   Y   N           Text   Y   N
Work ___________________________________________  Is it OK to leave a voice mail on this phone?  Y   N
Email ________________________________________________________ Is it OK to send an email from this office?  Y   N
How would you like to receive your appointment reminder?  
________ e-mail     ________ Text    ________ Voice mail on home phone   _______ Voice mail on mobile   ________ No reminder needed
Your date of birth _______________________________________________________
Additional Information
Emergency Contact :  Name _____________________________________________________________________________  
Phone ______________________________________________  e-mail _____________________________________________
Connection to you (family member, friend, etc) :  _____________________________________________________
Phone number of local emergency first responders other than 911: ____________________________________
Insurance Information  
Company ________________________________________________________________
Name of subscriber _____________________________________  DOB of Subscriber _______________________
Member ID: ______________________________________Group Number _______________________________________

Occupation/Job________________________________________________________________________________________________
______ Full time      ______ Part time      _______ Unemployed      ________  Retired    ______ Student
Marital Status  _______ Married/Long term relationship     _______   Single     ______ Divorced  
_______Separated
Who lives in your home with you? 
______Spouse/Sig other – name _________________________________________________________________
______ Children – please list ages: _______________________________________________________________
______Other _________________________________________________________________________________________
Health Information: 
1. Describe your physical condition: (Circle One)   Excellent    Good     Average     Fair      Poor
2. Do you currently have any medical diagnoses or illnesses?  Yes   No
If yes:  Please explain:______________________________________________________________________________
3. Do you current take any prescription medications?   Yes   No
4. If yes:     Name of Medication                                Purpose  
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Please fill out what you are comfortable answering of the following questions. This will help the therapist to get you know you a little better and to know where to focus your sessions. 
(All information will be kept confidential unless you tell me you are thinking of harming yourself or someone else.)  

1. What motivated you to make an appointment? __________________________________________________
_____________________________________________________________________________________________________________
2. What are your goals for therapy? _________________________________________________________________
_____________________________________________________________________________________________________________
3. Have you had mental health counseling before?    Yes      No

			If yes, when, what for? __________________________________________________________________________________

4. Is there any history of trauma/abuse in your past?  Yes     No
			Explain ___________________________________________________________________________________________
5. Is there a family history of abuse?  Yes      No
		_______________________________________________________________________________________________________________
6. Does anyone in your family have any of the following: (Check all that apply)
____Depression        ___ Anxiety     ____Drug Abuse        _____Alcohol Abuse    
____ Other Mental Health Condition (explain)  _____________________________________________________

7. During the past year, on average how often have you used the following:
	
	Never
	Less than once a  month
	Monthly
	2-3 times a month
	Once a week
	2-3 times a week
	Daily

	Caffeine
	
	
	
	
	
	
	

	Tobacco
	
	
	
	
	
	
	

	Alcohol
	
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	
	

	Other substances 

	
	
	
	
	
	
	



8. Spiritual Life: Do you attend worship services?   Yes   No   Sometimes
Religion/Denomination  _____________________________________________________________________
Does spirituality play a role in your life?   Yes  No  If so, how?   ____________________________________________________________________________________________________________
What religion were you raised in, if different from your current religion? __________________________________________________________________________________
9. What are the main stressors in your life? 

____________________________________________________________________________________________________________

10. Who is part of your support system? _______________________________________________________________

11. What brings you joy? __________________________________________________________________________________

12. What are your hobbies? _______________________________________________________________________________
13. Is there anything else you feel it is important for the therapist to know?  

_____________________________________________________________________________________________________________
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The guidelines outlined here will help you and your therapist work together most effectively.
Appointments:  Therapy sessions are generally scheduled for 45 minutes.  If you are unable to keep a scheduled appointment, please contact medwincounseling.com as soon as possible via “Contact” in the menu, call or text 845-244-8440, or e-mail (medwincounseling@gmail.com).  24 hour advance notification of a cancelled appointment is appreciated.  If the cancellation notification is less than one hour before the scheduled session, or there is a “no-show” without notification we may charge a missed appointment fee of $25.
Fees and Payments:  A standard fee is charged for each session and payment is expected each time you have a session. Payment by credit card is made through a secure link that is available after you check into the “Virtual Waiting Room.” If you have insurance, you must pay your co-pay and any insurance deductible. We encourage you to speak with your insurance company directly so that you understand how they will pay for these services. YOU MUST INFORM US IMMEDIATLEY OF ANY INSURANCE CHANGES. YOU ARE RESPONSIBLE FOR PAYING ALL CHARGES INCLUDING DEDUCTIBLES, CO-PAYS AND RELATED ITEMS NOT COVERED BY INSURANCE OR LATER RETRACTED. ACCOUNTS NOT PAID WITHIN 90 DAYS MAY GO TO COLLECTIONS AND A $25 FEE WILL BE ASSESSED. Regular payment on your part allows us to afford to provide consistent quality service.  This fee can be adjusted where necessary if finances would prevent you from being able to receive mental health services. If this is a concern for you, discuss it with your therapist.
Confidentiality:  Your relationship to your therapist is a personal and private matter.  We will not convey any information you have given us or shared in a therapy session without your consent. However, contact with other persons or agencies will be made if the therapist considers you to be at serious personal risk. This could include concerns about suicide, homicide, child abuse, or child maltreatment.

Our Approach:  We provides holistic, mental health counseling services regardless of race, gender, orientation, or religion and consider counseling to be a healing and empowering process involving the whole person—body, mind, spirit and community.  We are well practiced working within the belief system of clients to include their spiritual and religious beliefs and practices as part of the therapeutic process if that is desired.  Therapists do not impose their personal beliefs upon clients and include discussion of spiritual issues according to the expressed preference of the client.


Date    _____________     Print Your Name     __________________________________________________________________
   Your Signature         _______________________________________________________________________________________
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