Confidential Client Information

Kenneth L. DeSeve, PhD

NAME: 



  GENDER: M/F    AGE: 

 BIRTHDATE: 




ADDRESS:




 CITY:



 STATE: 
ZIP:



Home Phone: 



   Work Phone: 



Cell Phone: 




Email Address:   








OK to Call at home? 
    At Work? 
    Restrictions on Messages: 







SS#:




     Employer: 









MARITAL STATUS: Married          (Date: 

) Divorced 
    Separated
     Never Married 
 

Spouse’s Name: 





Work Phone: 






Email Address:   









Spouse’s Birthdate: 


 Employer 



Spouse’s SS#: 




Children (Name and Ages): 











Religious Preference/Denomination: 





        Involvement :  0  1  2  3  VERY

Brief description of major problems as you see them:




































Other information that would be helpful: 




































Desired solution or goals for therapy: 






































Previous Counseling?    NO/YES    If Yes, with whom? When?








YOUR PERSONAL PHYSICIAN:





 Last Seen: 




Do you have any health concerns? (i.e. allergies, sleep difficulties, difficulty concentrating, memory loss, racing heart beat, etc. Please explain









































CURRENT MEDICAL PROBLEM/TREATMENT: 























MEDICATIONS YOU CURRENTLY USE:










REFERRED TO OUR OFFICE BY: 











I UNDERSTAND THAT ALTHOUGH MY INSURANCE MAY COVER PART OR ALL OF THE ENTIRE CHARGE, 

I AGREE TO ASSUME FULL AND PRIMARY RESPONSIBILITIES FOR MY BILL.

SIGNATURE: 





DATE: 
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