Sandra Hammond Taylor MA, LP

Client Data Intake Form
Today’s date: _________________
*Note: Please complete all items to best of your ability and bring the completed forms to our first appointment. If you have seen me before, please fill in only the information that has changed. 

Name: ________________________________________________  Date of birth: __________________ Age: ______
Nicknames or aliases: ____________________________________  

Home street address: ________________________________________________________ Apt.: _________________
City: ___________________________________________________________  State: _____ Zip: _________________
Home phone: ____________________________

May I leave a message? 

❑ Yes  ❑ No
Work phone: _____________________________ 
May I leave a message? 

❑ Yes  ❑ No
Cell phone: ______________________________
May I leave a message? 

❑ Yes  ❑ No
E-mail (for scheduling only, e-mail is not a secure mode of communication for transmitting confidential information): ________________________________________
May I leave a message? 
       ❑ Yes  ❑ No
Where do you prefer to be reached?       ❑ Home 
 ❑ Work 
❑ Cell  
       ❑ Email

If you prefer that I mail bills/statements to an alternate address, please provide that address here:
_____________________________________________________________________________________________

Emergency Contact Name: ______________________________________Phone number:______________________
Relationship to you:_____________________

Insurance Information:
Insurance Company _________________________________ Address_______________________________

Phone Number_________________ Insured's Name and Date of Birth________________________________

Policy ID#____________________________________ Group #_____________________________________

Payment Policy:

I understand that this office will bill my insurance company on my behalf, but I am fully responsible for all charges incurred including charges for no-shows and late cancellations.  I guarantee payment of all charges, even those denied by my insurance company. I authorize the release of the minimum amount necessary of my personal health information to Matrix Medical Billing and to the above referenced insurance company in order to obtain payment for services received.  I hereby instruct my insurance company to pay directly to Sandra Hammond Taylor, MA LP, PA all benefits allowable and payable under my insurance policy.  I will accept the addition of a $10/month billing fee for all payments 90 days overdue as well as all costs incurred for collection of the account.
Signature ______________________________________________________    Date________________________

FOR OFFICE USE:

DX____________________     Self Pay_________________
Did another professional refer you to me?         ❑ Yes (please provide name/address below)
❑ No 
Name: ________________________________________________________ Phone: ____________________________
Address: _________________________________________________________________________________________
May I have your permission to thank this person for the referral? ❑ Yes  ❑ No 

Please briefly describe the concern that brings you to counseling: ____________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

How long has this been of concern to you? ______________________________________________________________

What would you like to obtain from counseling? __________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________
Please check any of the following that are concerns for you:

❑ ADD/ADHD

  
❑ Relationship problems

❑ Adjustment/transition 

❑ School/work concerns 

❑ Alcohol/drug use 

❑Self-esteem 

❑ Anxiety/stress


❑Sexual assault/harassment 

❑ Body image


❑Sexuality/Sex
❑ Childhood sexual abuse 
❑ Significant other




❑ Concern about someone else  
❑ Sleep problems

❑ Depression/low mood 

❑ Social life/making friends 
❑ Eating disorder

❑ Thoughts of harming self

❑ Family 


❑ Thoughts of harming others 

❑ Grief/loss 


❑ Other concerns:____________________________

❑ Physical abuse 
Personal Information:
Gender: ❑ Male
❑ Female ❑ Transgendered
Sexual Orientation: ❑ Heterosexual
❑ Homosexual

❑ Bisexual

❑ Questioning

❑Other:_________


Religious denomination/affiliation: ____________________________________________________________________
Involvement with religious denomination/affiliation:  ❑ None   ❑ Some/irregular
❑ Active



What is/are your ethnic/racial background(s)? ____________________________________________________________
Were you born outside of the United States? ❑ Yes  ❑ No 

If yes, please name your country of origin and your age at immigration:________________________________________
Were one or both your parents born outside of the United States? ❑ Yes  ❑ No

If yes, please name the country where parent was born and approximate age at time of immigration:_________________
_________________________________________________________________________________________________
Health/Medical Information:

Do you have any health concerns? ❑ Yes  ❑ No

If yes, please list concern(s):​​​​​​_________________________________________________________________________

________________________________________________________________________________________________ 

Current clinic/physician’s name: ___________________________________________Phone: _____________________

Address: _________________________________________________________________________________________

Date of last medical exam:____________________
Would you like me to contact your medical doctor so that he or she can be informed and we can coordinate your treatment? 
❑ Yes   ❑ No (If yes, I will have you fill out an additional release of information form.)
Are you currently receiving treatment from a psychiatrist? ❑ Yes ❑ No



If yes, please complete:

Name:___________________________________________________________Phone: __________________________

Address:__________________________________________________________________________________________
Are you currently receiving counseling from another mental health professional? ❑ Yes ❑ No

If yes, please complete:

Name:___________________________________________________________Phone: __________________________

Concerns being addressed:___________________________________________________________________________
Have you participated in counseling in the past? ❑ Yes ❑ No



If yes, please complete (if more than two previous counselors, please list additional on the back of this page):

1. Name of counselor:_________________________________________________________Phone: ______________
Concerns addressed:______________________________________________________________________________
2. Name of counselor:_________________________________________________________Phone: ______________
Concerns addressed:______________________________________________________________________________

Have you ever been hospitalized for a mental health issue? ❑ Yes ❑ No

If yes, please complete:

Date (month/year)



Location



Reason for hospitalization

_______________________________________________________________________________________________

_______________________________________________________________________________________________

​​​​​​​​​​​
Medication and Substance Use:

Please list all prescription medications you are taking:

Medication

Dosage

Prescribing MD

How long on med

Reason for med
_______________________________________________________________________________________________

_______________________________________________________________________________________________

​​​​​​​​​​​​​​​_______________________________________________________________________________________________

Please list any other medications (i.e. herbal supplements, vitamins, over-the-counter medications) that you are using:

Medication


Dosage


How long on med


Reason for med
_______________________________________________________________________________________________

_______________________________________________________________________________________________

​​​​​​​​​​​​​​​_______________________________________________________________________________________________

Do you use alcohol? 





Do you use cigarettes (nicotine)?

❑ Yes  ❑ No






❑ Yes  ❑ No

If yes, how much alcohol do you use, on average?


If yes, average # of cigarettes per day: _____

❑ Once a month or less (# drinks:______)  



If you smoked in the past, when did you quit?

❑ Twice a month (# drinks:______) 



______________________________________
❑ Once per week (# drinks:______)  




 

❑ A few times per week (# drinks:______)  



Do you use caffeine (soda, coffee, tea, energy drinks)?

❑ Daily (# drinks:______)  




❑ Yes  ❑ No





If yes, average # cups per day: ____
Do you use illicit drugs? 

❑ Yes ❑ No


If yes, please list type, frequency and amount of use:

​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________________________________
________________________________________________________________________________________________
Family Information:

What is your current relationship status? 

❑ Single  




❑Separated 

❑ In dating relationship 



❑Divorce/Domestic partnership ended  


❑Married/Domestic partner  


❑Widow/Surviving domestic partner


Name of Partner_____________________________________ Age:_______ Occupation:_________________________
Do you have Children? ❑ Yes ❑ No



Who currently lives in your household?


If yes, please complete:

Child’s Name


Age



Name

Age

Relationship to you
​​​​​​​​​​​​​​​​​​​​​​​​________________________________



____________________________________________

________________________________



____________________________________________

________________________________



____________________________________________

________________________________



____________________________________________

Family of Origin:



Name


Age, if deceased date at death
Occupation     
Mother:____________________________________________________________________________________________
Father:_____________________________________________________________________________________________

Step-Mother:________________________________________________________________________________________

Step-Father:_________________________________________________________________________________________

Siblings:____________________________________________________________________________________________
___________________________________________________________________________________________________

___________________________________________________________________________________________________
___________________________________________________________________________________________________
Parents’ relationship status (if one or both parents are deceased, please indicate status before death):

❑ Married
❑ Divorced
❑ Separated
❑ Never Married

Has any member of your family been diagnosed with mental health concerns? ❑ Yes ❑ No


If yes, please complete:


Depression: ❑ Yes ❑ No ❑ Maybe

relation to you:_________________

Anxiety: ❑ Yes ❑ No ❑ Maybe


relation to you:_________________

Bipolar Disorder: ❑ Yes ❑ No ❑ Maybe

relation to you:_________________

Eating Disorder: ❑ Yes ❑ No ❑ Maybe

relation to you:_________________

Schizophrenia: ❑ Yes ❑ No ❑ Maybe

relation to you:_________________

Chemical Dependency: ❑ Yes ❑ No ❑ Maybe
relation to you:_________________

Have you experienced any of the following? (OPTIONAL)

*Note: if you disclose abuse occurring within the last three years of a child under the age of 18 or a vulnerable adult by a family member, mental health professional, or person in authority, I may be required to report that information to protective services. In most cases, I am not required to report disclosing abuse by a non-family member or abuse that may have happened in your childhood. If you have any questions about this section, we can discuss it together.

❑ Physical abuse by a family member


❑ Physical abuse by a non-family member

❑ Sexual abuse by a family member


❑ Sexual abuse by a non-family member

❑ Emotional abuse by a family member


❑ Emotional abuse by a non-family member

❑ Neglect by a family member



❑ I am uncertain if I have experienced any of these

❑ I have not experienced any of these


Educational/Occupational History:
Please indicate your educational background (check all that apply):
❑ Some high school or less



❑ High school Diploma/GED

❑ Some college 





❑Associate’s Degree

❑ Bachelor’s Degree




❑ Graduate Degree 
❑ Currently in school , School:________________________________________ Degree/area of study:__________________

Please indicate your employment status:
❑ Self-employed






❑ Unemployed, looking for work

❑ Employed outside the home




❑ Unemployed, not looking for work

❑ Primary caregiver for children/family and work outside home
❑ Unemployed due to disability

❑ Primary care for children/family, do not work outside the home

If employed outside the home, please complete:

Employer


your position


How long at position?

#hours/week
_________________________________________________________________________________________________

_________________________________________________________________________________________________
Legal History:
Have you experienced legal problems in the past? ❑ Yes ❑ No

If yes, please describe: _______________________________________________________________________________
__________________________________________________________________________________________________
Are you currently experiencing any legal problems? ❑ Yes ❑ No
If yes, please describe: ________________________________________________________________________________

___________________________________________________________________________________________________
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