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The following information will be helpful in addressing your present concerns and is strictly confidential.
Name______________________________________________Today’s date___________
Address__________________________________________________________________

                           Street



       City                    State         Zip

Phone: home____________________cell__________________work_________________
Email: ___________________________________________________________________
Age_____Date of Birth______________Place of Birth_____________________________
Status: Single___Paired___Married___Separated___Divorced___Widowed____________

Dates of previous marriages or divorces: ________________________________________

How long in current relationship?_____________________________________________
Spouse or Significant other’s name: ____________________________________________

Employer (or school)____________________________________How long? ______Years
Occupation____________________________Partner’s occupation___________________

Referred by_______________________________________________________________

Have you had previous counseling or psychotherapy?  No__Yes___How long? ____Years

If so, when and with whom?__________________________________________________

_________________________________________________________________________
Briefly describe your reason for seeking help at this time____________________________
_________________________________________________________________________
_________________________________________________________________________
Please circle any of the following problems that may pertain to you:
Nervousness

Fears

Inferiority Feelings
  Depression

Memory

Shyness

Anger

Sleep Problems
  Unhappiness
            Friends

Children

Career

Job Loss

  Nightmares

Guilt

Marriage

Divorce
Parenting

  Alcohol Use
            Death

Drug Use

Appetite
Weight


  Sexual Concerns
Stress

Loss of Relationship
Anxiety
Illness


  Suicidal Thoughts
Loss

Grief


Food

Stomach Trouble
  Thoughts
            Concentration

Sexual Preference
Compulsions
My Parents

  Relationship
            Finances

Lack of Energy
Money

Smoking

  Headaches
            Addictions
Last date examined by a Physician:________________________________________________
Primary Care Physician (name/phone)______________________________________________
List any major health problems for which you currently receive treatment: _________________
_____________________________________________________________________________
_____________________________________________________________________________

List any current medications:______________________________________________________
_____________________________________________________________________________
Education: High School_____College______Post Graduate_______Other:__________________
Emergency Contact:

Name______________________________Relationship____________Phone________________  

Personal/Family History:



Name


Age
 Mental/Physical Illness      Date, if deceased

Father_____________________________   _____   ____________________    _____________ 

Mother____________________________    _____   ____________________    _____________ 

Length of their marriage_______yrs.  Divorced?   No___ Yes___ If so, year divorced_________
__
Stepfather__________________________   _____   ____________________    _____________

Stepmother_________________________   _____   ____________________    _____________

Length of their marriage_______Years.  Divorced?   No       Yes      If so, date of divorce________

List your brothers and sisters, including you in order of birth:


Name


                 Age
   Sex
     Mental/Physical Illness     Date Deceased
1. _____________________________   ____   ___       ________________         _____________

2. _____________________________   ____   ___       ________________         _____________

3. _____________________________   ____   ___       ________________         _____________

4. _____________________________   ____   ___       ________________         _____________

5. _____________________________   ____   ___       ________________         _____________

6. _____________________________   ____   ___       ________________         _____________

Religious affiliation: today__________________During childhood________________________

How long have you lived at your current address?______yrs. How many times have you moved in the last five years?________

Children

1. ___________________Birth date________2.______________________Birth date_________

3. ___________________Birth date________4.______________________Birth date_________

5.____________________Birth date________6.______________________Birth date_________

​​Susan McGuire, MFT







(818) 623-4205






   
  CA License  #50826
FINANCIAL RESPONSIBILITY

Who will be responsible for payment of treatment?  Self______Other______________________

If other than self, please provide name and contact information for other:

______________________________________________________________________________

______________________________________________________________________________

I assume full responsibility for payment of my account as services are rendered, regardless of insurance coverage. In the event that I default in payment of my account, I assume the responsibility for payment of reasonable legal fees for collection of my payments.

______________________________________________________________________________

Signature
_________________
Date
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CONFIDENTIALITY

All communication between us is confidential and will not be divulged





to anyone without your permission, except in the unlikely event that you 





make explicit physical threats against another person or yourself, are





involved directly or indirectly in the abuse of a minor or elderly person, 





or, beginning in 2003 and in accordance with HIPPA, as required by 




Federal law.
APPOINTMENTS

All office visits are by appointment. You schedule your 





appointments directly with me. When you call please leave your 





name and phone number on the voice mail and I will return your





call as soon as possible. Appointments are scheduled to last for





50 minutes. 

CANCELLATIONS

There is a 24 hr. cancellation policy for all appointments. If you 




must cancel your appointment with less than 24 hours notice you





can make up that appointment late in the week depending upon my 





availability, or pay for the missed session.

FEES



Fees for regular office visits will be set during our first meeting or





interview. Payment will be required at the time of service. 

HEALTH INSURANCE
This office does not take health insurance. However, if you have a 




PPO and wish to file a claim, I will provide you with the necessary





paperwork.
I have read the above and agree:

Patient Signature_________________________________________________Date___________
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