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Savannah V. Carter, LPC  1504 North Main Street   Meridian, ID 83642    435.229.7435
Please answer all information as completely as possible.  Information given is strictly confidential within the limits of the law and beneficial in providing the best possible service.  Please feel free to ask for assistance.
										Date:_________________________ 
PRIMARY CLIENT CONTACT INFORMATION
Name:_______________________________________________________Nickname:__________________________
Parent/Guardian Name(s) (if applicable): _____________________________________________________________ 
Date of Birth: _________________   Self-identified Gender: ________________Preferred Pronoun: ____________
Address: ____________________________________________________________________________ 
City: ________________________________ State: ________________ Zip: _____________________ 
Please check next to your preferred phone number. If applicable, please indicate if phone numbers are for primary client or parent/guardian: 

[image: page1image1539346944] Mobile Phone: _________________________________       Okay to leave a message? Yes [image: page1image1539373904]  No [image: page1image1539373904]
[image: page1image1539346944] Other Phone: ___________________________________      Okay to leave a message? Yes [image: page1image1539373904]  No [image: page1image1539373904]
[image: page1image1539346944] E-mail: ____________________________________________________________________________ 
Appointment reminders (Please select one): _____ Email    ______ Text ______ None
In Case of Emergency, Whom May We Contact? 

Name: __________________________________ Phone Number: __________________________________ 
Relationship to you: _______________________________________________________________________ 

BACKGROUND INFORMATION
Referral Information 
Referred by: ______________________________  Address:___________________________________________ 

Education/Employment Background 
Occupation (or indicate student): __________________________ Years of Education Completed: ____________
Employer or School: ____________________________________ Highest Degree Attained: _________________ 
Did you experience any learning difficulties in school? Yes [image: page2image1537192576]No [image: page2image1537192576] If yes, please describe:_________________
Did you attend special education classes? Yes [image: page2image1537192576]No [image: page2image1537192576]

Counseling History 
Are you currently involved in counseling now? Yes [image: page2image1537032912]No [image: page2image1537032912]
Have you previously been in counseling: Yes [image: page2image1537032912] No [image: page2image1537032912]
If yes, [image: page2image1537032912]Individual Counseling [image: page1image1539373904]  Couple’s Counseling [image: page1image1539373904]  Family Counseling  [image: page1image1539373904] Other: _______________
With whom: ___________________________ Address: ________________________________________ 
Are you currently receiving treatment for substance use? Yes [image: page2image1541408368]No [image: page2image1541409056] Which one? ___________________ 
Have you previously received substance use treatment? Yes [image: page2image1541416256]No [image: page2image1541416880] Which one? ___________________ 

Legal History
Have you ever been the victim of a crime? Yes [image: page2image1537032912]No [image: page2image1537032912] If yes, please list date and briefly describe 
_________________________________________________________________________________________________
Are you currently involved in a divorce or child custody proceedings: Yes [image: page2image1537032912] No [image: page2image1537032912]

Medical History
Physician and/or Medical Group: _______________________________________ Phone: ___________________
Office Address: _________________________________________________________ 
Estimated date of last physical exam: ________________________ 
Are you currently taking any medications: Yes [image: page2image1537099968]No [image: page2image1537099968] 
If yes, please list: 
___________________________ mg ____ Prescribed for: _________________ By: ________________________ ___________________________ mg ____ Prescribed for: _________________ By: ________________________ ___________________________ mg ____ Prescribed for: _________________ By: ________________________ ___________________________ mg ____ Prescribed for: _________________ By: ________________________ 
Are you taking any vitamins or supplements: Yes [image: page2image1537135568]No[image: page2image1537099968]
If yes, please list: ______________________________________________________________________________ 
Do you have any allergies: Yes [image: page2image1537145984]No[image: page2image1537099968] 
If yes, please list: ______________________________________________________________________________ 
Do you have any current or previous significant health problems: Yes [image: page2image1537158096]No[image: page2image1537099968] 
If yes, please list: ______________________________________________________________________________ 
Have you ever, or are you currently contemplating ending your life? Yes [image: page2image1537158096]No[image: page2image1537099968] 
If yes, please explain: __________________________________________________________________________ 
Has anyone in your immediate family attempted or completed suicide? Yes [image: page2image1537158096]No[image: page2image1537099968] 
If yes, please explain: __________________________________________________________________________
Sleep
Are you currently having any problems with your sleep habits? Yes [image: page2image1537192576]No [image: page2image1537192576]  
If yes, check where applicable: [image: page2image1537099968]  Sleeping too little  [image: page2image1537135568]  Sleeping too much [image: page2image1537099968] Poor quality of sleep
 [image: page2image1537135568] Disturbing dreams [image: page2image1537099968] Other: ________________________________________________________________
How many hours do you sleep at night?  [image: page2image1537192576] <5 hrs  [image: page2image1537192576] 6-8 hours [image: page2image1537192576] > 8 hours

Exercise (Check one)  
Sedentary (no exercise)  [image: page2image1537135568]  Mild Exercise (climbs stairs, walk 3 blocks, golf)
 [image: page2image1537099968] Occasional Vigorous exercise (work or recreation < 4x/week for 30 min) [image: page2image1537135568] Regular vigorous exercise (work or recreation > 4x/week for 30 min)

Diet
Are you dieting? Yes [image: page2image1537145984] No[image: page2image1537099968]    If yes, are you on a physician prescribed medical diet? Yes [image: page2image1537145984]No[image: page2image1537099968]
Comment: ______________________________________________________________________________

Caffeine
 [image: page2image1537145984] None [image: page2image1537145984] Coffee [image: page2image1537145984]  Tea [image: page2image1537145984]  Cola/Soda 
Number of cups/cans per day?  ___________________________________________________________________

Alcohol
Do you drink alcohol? Yes [image: page2image1537192576]No [image: page2image1537192576]  If yes, what kind? _______________________________________
Number of drinks per week?  _____________________________________________________________________
Have you ever experienced blackouts? _____________________________________________________________
Are you prone to “binge” drinking? _________________________________________________________________
Do you drive after drinking?  _________________________________________________________________
Have you been arrested while driving under the influence of alcohol or drugs?   Yes [image: page2image1537192576]No [image: page2image1537192576]

Tobacco
Do you use tobacco? Yes [image: page2image1537192576]No [image: page2image1537192576]  If yes, how much per day? _________________________________
Number of years: How long? _____________________ or, year quit? ______________________________________

Drugs
Do you currently use recreational or street drugs? Yes [image: page2image1537192576]No [image: page2image1537192576]  
Have you ever used recreational or street drugs? Yes [image: page2image1537192576]No [image: page2image1537192576]  
Have you ever tried to cut back or quit using a substance? Yes [image: page2image1537192576]No [image: page2image1537192576] Which one?__________________

Sex
Are you currently sexually active? Yes [image: page2image1537192576]No [image: page2image1537192576]  
If yes, are you engaging in safe sex? Yes [image: page2image1537192576]No [image: page2image1537192576], please explain: ______________________________________
List contraceptive and/or barrier method used ________________________________________________________




Social Interactions and Relationship History
Describe the quality of your friendships:
[image: page2image1537192576]awkward [image: page2image1537192576]distant [image: page2image1537192576]suffocating [image: page2image1537192576]boring [image: page2image1537192576]ok [image: page2image1537192576]delightful [image: page2image1537192576]other(describe:)__________________ 
I have: [image: page2image1537192576]few friends [image: page2image1537192576]many friends I have: [image: page2image1537192576]few interests [image: page2image1537192576]many interests 

Current relationship status: ________________________________
Current Number of Years Together: ______  
How many committed relationships have you had in your life?_______ 
If currently in a relationship: Describe the quality of your relationship with your partner:
[image: page2image1537192576]awkward [image: page2image1537192576]distant [image: page2image1537192576]suffocating [image: page2image1537192576]boring [image: page2image1537192576]ok [image: page2image1537192576]delightful [image: page2image1537192576]other(describe:)__________________ Comment: _________________________________________________________________________________ 
Is there abuse present in any of your relationship? Yes [image: page3image1541635248]No[image: page3image1541619344]
Type: [image: page2image1537192576]physical [image: page2image1537192576]verbal [image: page2image1537192576]sexual [image: page2image1537192576]emotional [image: page2image1537192576]spiritual/religious [image: page2image1537192576]drugs/alcohol [image: page2image1537192576]other (describe:) Comment: _________________________________________________________________________________ 

Do you have children? If so, please list names and ages:
Name: _____________________________________________ Age: _____ 
Name: _____________________________________________ Age: _____ 
Name: _____________________________________________ Age: _____ 
Name: _____________________________________________ Age: _____ 


Describe how you enjoy spending your time: _________________________________________________________ 
What are your strengths and interest? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What culture do you identify with? ____________________________________________________________________________________________________________________________________________________________________________________________________






THERAPEUTIC GOALS
Please describe the problem or concern for which you are seeking help: 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
When were you first aware of this problem or concern? 
____________________________________________________________________________________________

How have you tried to address this problem or concern? 
____________________________________________________________________________________________
What are your expectations from counseling? 
____________________________________________________________________________________________

Please check any of the following you wish to address in counseling: 
	Personal 
· manage stress and tension
· reduce sadness and depression 
· decrease perfectionism
· reduce loneliness
· manage anger and temper
· increase enthusiasm and spontaneity reduce 
· feelings of inferiority
· manage impulsive behaviors 
· increase self-awareness
· overcome phobias
· develop more self-confidence
· reduce obsessive thoughts
· reduce worry and anxiety
· decrease shame and guilt
· explore sexual identity issues
· reduce panic attacks
· increase self-acceptance
· reduce feelings of hopelessness 
· other_________________________ 
Health 
· overcome problems with drugs and/or alcohol 
· reduce amount of caffeine in my diet
· reduce thoughts and potential of harming self/ others
· overcome problems with smoking 
· increase pep and energy 
· address sexual abuse
· develop fitness program
· overcome problems with eating 
· improve sleep
· explore sexual concerns
· find help for physical problems: headaches, backaches, and other pains stomach troubles, bowel troubles
allergies other______________________
· other_________________________ 
	Interpersonal
· resolve arguments and conflicts 
· improve relationship with spouse or partner
· improve relationship with parents, family or children
· improve relationship with in-laws and relatives
· improve sexual intimacy
· improve ability to cope with relationship breakup or divorce
· improve ability to relate with friends, roommates, co-workers and others
· improve ability to express thoughts and feelings to others
· increase awareness of how behavior affects others
· improve parenting skills
· improve assertiveness skills
· explore step-family concerns
· increase emotional intimacy with loved ones
· Other:_______________________________
Career Lifestyle 
· clarify personal needs
· explore goals and values
· identify personal interest 
· determine career direction 
· reduce procrastination
· improve time management
· clarify life's meaning and purpose 
· increase concentration 
· clarify skills and abilities
· overcome performance anxiety
· increase self-discipline
· improve decision- making skills 
· explore education direction
· manage finances
· clarify dreams and ambitions 
· manage legal matters
· improve ability to relax and play
· other_________________________ 



AGREEMENTS AND POLICIES
Please review our insurance and payment agreements as well as our office and financial policies. If you would like a copy of any of these policies, please ask and I will provide one for you. If you have any questions, please do not hesitate to ask. 
	CONSEST FOR TREATMENT

My signature below indicates my consent to receive treatment from Savannah V. Carter, LPC. I understand that informed consent is an on-going process. I will be provided information about my condition, proposed interventions, treatments, potential benefits, risks and side effects, problems related to recovery, likelihood of success, and possible alternative treatment and interventions. I have been informed that suspected abuse/neglect of a minor, dependent adult, or developmentally disabled person will be reported to the state as required by law. I understand that I may refuse or withdraw from any aspect of assessment or treatment at any time, as permitted by law. 
______________         ________________________________                ________________________________
Date                                      Print Client Name                                     Signature of client, parent or guardian





	INSURANCE AGREEMENT

I have read and understand the insurance policy. I authorize the release of any medical or other information necessary to process my insurance claim. I also request payment of government benefits either to myself or the party who accepts assignment below.

______________         ________________________________                ________________________________
Date                                      Print Client Name                                     Signature of client, parent or guardian



	PAYMENT AGREEMENT

I have read the financial policy. I understand and agree to comply with this financial policy. I have been given a copy of this policy. I agree to pay for all services rendered and any legal expenses incurred should this account be turned over to another party for collection.

______________                ________________________________                   ________________________________ 
Date                                                   Print Client Name                           Print Name Person Responsible for Payment

__________________________________________________                            ________________________________ 
Address City Zip                                                                                          Signature of Person Responsible for Payment

I authorize my credit or debit card to be placed on file for future charges in accordance with the current office and financial policies.
______________                ________________________________                   ________________________________ 
Date                                                   Print Client Name                           Sign Name Person Responsible for Payment

	



	OFFICE POLICIES
I have read the office policies and understand my rights as a client. I have been offered a copy of these office policies. 
______________                ________________________________                   ________________________________ 
Date                                                   Print Client Name                                  Signature of client, parent or guardian

______________                ________________________________                   ________________________________ 
Date                                                   Print Therapist Name                             Signature of Therapist. 
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