Michelle Donaldson, M.S., M.F.T

Personal Data/Application for Services

***CONFIDENTIAL***
Name ____________________________________________________ Date ________________________
Address 










_______________
City/Zip






    Birth Date

_____________________
Home Phone ___________________ Work Phone __________________ Cell Phone_________________
Social Security Number__________________ Drivers License #_________________________________

Insurance Carrier____________________ Policy No.________________ Group No._________________

Name of Spouse (if minor name of parents) 





_______________
Name of Responsible Party________________________________________________________________
Employer of Responsible Party____________________________________________________________
Address____________________________________________ Phone______________________________

Emergency Contact Information

Name




   Phone 


   Relationship 

_________
Address 











_________
============================================================================

Who referred you for counseling? _______________________________________________________________________________________
Are there restrictions to how you can be contacted?  Please indicate: 
_______________________________________________________________________________________

Why are you seeking counseling at this time? ________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

Have you ever participated in counseling before?  If yes, with whom:_____________________________
_______________________________________________________________________________________
Do you have a current medical condition or are you under a doctor’s care? _______________________

_______________________________________________________________________________________

Doctor’s Name _______________________________________Phone_____________________________

Address ________________________________________________________________________________

Have you ever been hospitalized due to a mental health condition?  If yes, explain,
_______________________________________________________________________________________

Are you currently experiencing any of the following?  (Please circle)

Depression


Anxiety

Irritability

Headaches

Sleeplessness


Mood Swings

Stomach Problems
Crying

Rages



Racing Thoughts
Panic


Violent Behavior

Increased Appetite

Decreased Appetite
Weight Loss

Weight Gain

Homicidal Thoughts

Suicidal Thoughts
Hallucinations
Paranoid Thoughts

Increased 


Hopelessness

Other _____________________________

Alcohol/Drug Use

Please explain any checked symptoms: ______________________________________________________

_______________________________________________________________________________________

Do you have any questions or concerns? ____________________________________________________
_______________________________________________________________________________________

I request counseling services from Michelle Donaldson, MFT and consent to participate in treatment as indicated by my signature below.

______________________________________________________________________Date_____________

Client Signature (Parent if Minor)
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