Elizabeth Ritzman, LCPC   Client History

Name___________________________		Birthdate_________


Primary Care physician: _________________    Phone: ___________ Last Seen:  ________
Specialty/psychiatry: ___________________    Phone: ___________ Last Seen:  ________
Smoking History ___________________________________________________________
Medications:  					Used For: 
__________________________________	__________________________________
__________________________________	__________________________________
__________________________________	__________________________________
__________________________________	__________________________________
Hospitalizations/Surgeries: 
Where?		When?		For?
___________    __________ 	_______________________________________________
___________    __________ 	_______________________________________________
Allergies, chronic health conditions; please explain:
__________________________________________________________________________
__________________________________________________________________________
Exercise habits:_____________________________________________________________
What is important for me to know as we begin about your household/family, your relationships, your work, education, your faith, your other social networks and community? (you can use the back also)






Do you give me permission to share information regarding your treatment with your physician?  
(Sign) ______________________________   (date)  _____________.     
Address: _____________________________________________________________________________
Phone number:_________________________Email:________________________________________
___________________________________________________________________________________
Insurance: 
Name of the Insurance Company: ________________________________ (Please also include a copy of the front and back of your card, and the front of your driver’s license)
ID Number ________________    Group Number ________________  Subscriber ______ _____________
Annual Deductible and Copay: ______________________.
[bookmark: _GoBack]I consent to the release of health information for the purpose of facilitating claims to the insurance company. I understand that my balance is my own responsibility and that I must pay that balance if it is not paid by the insurance company in a timely manner.
__________________________(signature)      _________________ (date)
__________________________(signature)     _________________ (date)
____________________________________________________________________________________
Other relevant history important for our work: 
