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Admission Report

Personal History
Name _________________________________Date of Birth _____________________SS#:___________________Phones #__________________
Your Address____________________________________________City______________________________State/Zip Code__________________ 
Education______________________________Occupation____________________________________Employer___________________________
Years in Florida    ___________ where did you live prior to Florida _____________________________ Religious Preference__________________
Who referred you to my Practice __________________________________________________________________________________________

Family History
Marital Status:              Single ______ Married _______ Separated _______   Widower ______Living together    ______ Times married ________  
Number (#) of Years together     _________   # of Children___________     Ages____________    # of Boys ___________    # of Girls____________
Mother Alive/Deceased, resides in __________________________Father Alive/Deceased Resides in    ____-_____________________________
Parents:     Married _____   Divorced _____   Remarried _____ Siblings______ # or Sisters_______ #of Brothers_______ your birth rank______
Medical History
History of substance abuse in family   (circle one):    YES     NO    History of emotional psychological problems in family: (Circle one)       Yes   No
Previous Counseling _______________________When _____________Therapist name_______________________________________________

Have you ever attempted suicide: _______If so How _________________________when ___________________Where_____________________
Was Medical attention provided____________________________________________________________________________________________
Circle the one that applies.  Within the past month I have       (Never)        (Sometimes)        (Often)        had suicidal thoughts.

Have you ever been hospitalized for Psychiatric or Addiction Problems?  ________When________________ Where________________________

Emergency Contact
Name_______________________________________________    Relationship _________________________________Phone________________

Address___________________________________________________________City_____________________________State/Zip code_________

Insurance Information
Name of Insured Primary__________________ Insured Primary SS#:______________________Primary Insured’s Employer__________________
Please give your insurance card and driver’s license to the therapist to make a copy.
May I call you at home______ Your Office__________ Your Cell___________ and identify myself by name.  May I call to remind you of an appointment and leave a message on your Voicemail? ________________________________________________
Patient bill of rights and HMO Consumer Assistantance address is located in file pocket.  Copy available upon request.

Signature______________________________________________________       Date____________________________________
