Client Information Form        Becca Aronow, LPC-S       1221 W. Ben White, 108-A, Austin, TX 78704
Client Name: ____________________________            Date of Session:_______________________
Parent_________________________________            Home Phone: _________________________
 (or Guardian if applicable) 

Address: _______________________________              Work Phone:_________________________
                _______________________________             Cell Phone: __________________________
Place of Employment (or School):___________               Job Title:  ___________________________
______________________________________
	
	
	IF USING EAP OR INSURANCE PLEASE COMPLETE: 
	

	*Date of Birth : 
	
	 Name of  Plan(s)  
	

	*Age: 
	
	-ID # & group# :
	

	 *Gender:
	
	-Telephone # of Ins. Co
	

	*Ethnicity: 
	
	-Name-Employee (or of   
    Insured)
	

	*Education: 
	
	-Insured SS#
	

	*Employment                                                         Status  
	
	-Insured Date of 
    Birth
	

	*Marital Status
	
	-Insured Place of  
   employment
	

	*Social Security #
 
	
	-Insured 1st day of  
   employment
	

	
	
	-Co-payment &    
  Deductible -
	


*If you complete the insurance information, you are authorizing the use of your signature on all insurance submissions.  The above named health care provider may use my health care information and may disclose such information to a billing agent and to the above-name insurance companies and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. _________________________________________________Signature & date of Client (or Guardian) 
How were you referred to this office?  _________________________________________________
Are you seeing a therapist now or have you seen one in the past? YES, NO. Please give approximate dates, names of therapist and info you feel relevant
: ______________________________________
Are you currently taking any medications? YES NO. PLEASE list prescribing physician: ____________
_________________________________________________________________________________
Whom may I contact in case of an emergency?  Name: ____________________________________
Phone: _________________________________ Relationship: ______________________________
Please explain what brings you to my office, at this point in time:  ___________________________
_________________________________________________________________________________
What are you goals in seeking assistance? _______________________________________________

__________________________________________________________________________________
Do you consider yourself to be in crisis? _________________________________________________

__________________________________________________________________________________
Do you have any suicidal thoughts or feelings now? ________________________________________
Have you ever had any suicide attempts in your past?  If so, when? ___________________________

 Please read the list and check items that are of current concern in your life. 
	Abortion
	
	
	Legal issues
	

	Adoption
	
	
	Loneliness
	

	Addictions
	
	
	Low motivation
	

	Agitation
	
	
	Loss/grief
	

	Anger
	
	
	Medical issues
	

	Anxiety
	
	
	Panic attacks
	

	Attention problems
	
	
	Parenting 
	

	Battering
	
	
	Physical complaints
	

	Body image
	
	
	Rape
	

	Caregiver issues
	
	
	Relationship with partner
	

	Childhood abuse
	
	
	Relationship with current family 
	

	Concentration 
	
	
	Relationship with family of origin 
	

	Creativity 
	
	
	Sexual abuse
	

	Crisis
	
	
	Sexuality 
	

	Crying
	
	
	Shoplifting
	

	Depression
	
	
	Sleep problems 
	

	Drugs/Alcohol
	
	
	Smoking 
	

	Eating problems
	
	
	Spiritual issues
	

	Educational issues
	
	
	Stress
	

	Employment issues
	
	
	Suicidal thoughts/plans
	

	Fatigue
	
	
	Therapist referral 
	

	Financial 
	
	
	Thoughts of harming someone else
	

	Gambling
	
	
	Unplanned pregnancy
	

	Identity
	
	
	Violence
	

	HIV 
	
	
	Work related issues
	

	Intrusive Thoughts
	
	
	Other:  
	


Other issues not mentioned above: ____________________________________________________

Has anyone in your immediate or extended family sought the services of a psychotherapist, psychiatrist, or chemical dependency treatment center? YES NO If so, whom and for what known reason? __________________________________________________________________________________
__________________________________________________________________________________

Have you ever been convicted of a felony?  Are you currently involved in the legal system? (adoption, child custody, divorce, DWI, probation, parole, etc)? _______________________________________
�





