CLIENT INFORMATION FORM

JESSICA SERFATY, LMHC, LLC

70 E 91ST STREET, SUITE 201
INDIANAPOLIS, IN 46240
(347)-352-0202

Client Demographic Information

Client Name: DOB: Age: Gender:
Address: City/State: Zip:
Email: Phone:

Is it okay to leave voice messages at the number provided? (Circle) Yes or No

Referral Source/How did you hear of this practice?

Emergency Contact Name: Relationship to Client

Phone: Is it okay to leave voice messages at the number provided? (Circle) Yes or No

*If the Client is a Minor, Please Complete the Next Section*

Parent / Legal Guardian: Date of Birth:

Employer: Work Phone:

Address: City/State: Zip:
Home Phone: Other Phone:

Parent / Legal Guardian: Date of Birth:

Employer: Work Phone:

Address: City/State: Zip:
Home Phone: Other Phone:

Biological Parent’s/Legal Guardian’s Marital Status:

Is there a formal custody arrangement with regards to the minor? (Circle) Yes or No
Do both parents consent to the minor receiving treatment? (Circle) Yes or No
Person Responsible for Bill: The client (age 18 and older) or parent/guardian signing intake form for a minor

client is responsible for all bills.



Presenting Treatment Issues

Please circle if you have experienced any of the following (current or past):

Alcohol problems Allergy Arthritis  Cancer or Tumor Chronic pain  Circulation problems
Diabetes Drug abuse/addiction  Dizziness Depression  Death in the family  Digestion problems
Domestic violence  Easily angered  Excessive worry Emphysema Head injury
Headaches/Migraines  Heart Disease  Hepatitis ~ High Blood Pressure Hospitalizations — Infertility
Infectious Disease  Job Problems  Kidney Disease Liver Disease  Lack of confidence
Loss of appetite  Low self-image  Nervous breakdown  Panic Attacks ~ Physical abuse  Stroke

Seizures / Epilepsy Sexual abuse  Sexual dysfunction  Problems related to sexual orientation
Self-harming behavior/s  Suicidal thoughts /actions  Sleep problems Tremors/shakes Transgender
Thoughts of hurting self /others Thyroid Problems Traumatic experience  Tuberculosis Ulcer/s

Sexually transmitted disease  Violent behavior/s

Why are you seeking therapy at this time?

Therapy Goals:

Treatment History

Providers

Previous or current outpatient therapist(s)

Previous or current outpatient psychiatrist(s)

Compliance with treatment:

Feelings about being in therapy:

Treatment Settings

Psychiatric Hospitalizations (Y/N? And when?):




Partial Hospitalization or Intensive Outpatient Programs (Y/N? And when?):

Medical

Primary Care Provider: Phone #:

Please list all of your current and past medication/s & supplements including over the counter, prescribed,

ele., (including dosage, when take and frequency). Use the back if more space is needed.

Medication name and dosage: Prescribing MD:
Medication name and dosage: Prescribing MD:
Medication name and dosage: Prescribing MD:

Please list any chronic medical problems, allergies, and medical hospitalizations or surgeries:

Psychiatric History

Current Diagnoses:

History of Suicide thoughts, plans, or attempts?

Are you currently having any thoughts or plans of suicide?

Family History of Mental Illness, Suicide/Suicide attempts or Substance Use:

Maternal:

Paternal:

Social History

Client’s Relationship Status (Please circle): Single Engaged Married Partnered Separated

Widowed Other:

Who are your strongest supports?

Divorced

Any history of bullying/being bullied?

Hobbies/Recreational Activities?




Education.

Name of school (current or most recent): Year or grade:

How have your symptoms interfered with school responsibilities:

Employvment

Job title or function (current or most recent. Leave blank if N/A):

Company: Does your current work satisfy you?

How have your symptoms interfered with employment responsibilities:

Current Household:

Please list all individuals living at the same address as the patient. Use the back page if more space is needed.

Name Age Relationship Comments

Name of Client (printed)

Client Signature (Age 12 or Older) Date
Parent/ Guardian of Minor Date
Witness Signature Date

Thank you for taking the time to complete this form as the information you provide will help me in working with you!




