Client Registration Form SEASONS

for Counseling Services

counseling of michiana

*Required Fields *Today’s Date:

CLIENT INFORMATION

*Client’s Name:

Last First Middle
*|s the clientan O Adult O Adolescent Q4 Child

If client is a minor, name and relationship of responsible party:

*Client Date of Birth: / / * Client age: *Gender:

Month Day Year
*Phone number: U Cell QdHome 4 Work

Is it alright to leave a voicemail at this number? U Yes U No

Secondary phone number: dCell QHome O Work

Is it alright to leave a voicemail at this number? U Yes U No

*Client Address:

Street Number City State Zip

GENERAL CONSENT TO COUNSELING
HIPAA: Receipt of Seasons Counseling of Michiana’s Notice of Privacy Practices

*| (print name), , have received a copy of the
Seasons Counseling of Michiana’s Notice of Privacy Practices (HIPAA).

| consent to begin counseling, including evaluation, treatment and/or referral. | authorize that material from the counseling sessions
may be discussed with Seasons Counseling of Michiana staff and authorized professional consultants and supervisors.

I understand that this document may be scanned into a computer system or converted into electronic or digital format. | further
acknowledge and agree that a copy or duplicate of this original document shall have the same force, effect and validity as the original
document even though said copy or duplicate does not contain an original writing of my signature. 1 further acknowledge that a copy
or duplicate of this document shall be deemed to be the functional equivalent of this original document for all purposes.

| agree that | am responsible for the payment of all services rendered me. In the event that my insurance will not authorize payment, |
agree to pay for these services. | agree that | am financially responsible for failed appointments or cancelled appointments without 24
hour notice. Failure to make regular payments will initiate monthly interest charges until the account is paid. If the decision is made to
turn the account over to a collection agency, | will be responsible for all resulting attorney fees and/or collection fees incurred in collecting
an overdue balance. | understand that may be as much as 40% or more of my account.

*Client or Parent/Guardian Signature *Date
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*Describe the nature of the problem you are experiencing (be as specific as possible):

Poor concentration
Appetite
increase/decrease
Use food for comfort
Suicidal thoughts
Passivity
Over-eating

Always tired

Unable to relax
Grief/loss

Recurring dreams
Nightmares
Hallucinations
Sexual abuse — past or
present

OOoOoOoooooooo oo

Other symptoms:

*Symptoms (check all that apply)

O O OO0O0O0O0OooOooOodn

Indecision

Feeling tense
Weight loss/gain
Frequent crying
Suicidal plans
Fears or phobias
Depressed
Obsessions

Too much energy
Anger issues
Sexual
difficulties/questions
Thoughts of hurting
others

Non-social

Change in sleep
Loss of interest
Sadness
Unstable/poor home life
Feelings of worry
Inability to make
decisions

Overly ambitious
Financial problems
Excessive gambling
Job problems
Substance use

Verbal abuse — past or
present

Plans to hurt others

O O0O00O000O00O OOOoOdod

*Physical symptoms (check all that apply)

Pain
Numbness/tingling
Memory loss

[0 Headaches
[0 Stomach problems
[0 Other:

*Stressors you have experienced in the last two years (check all that apply)

[0 Tired O
[0 Dizziness O
[0 Rapid heart beat O
[d Job change/loss O
[0 Divorcel/separation O
[0 Death of a child/spouse O
O Moved homes O
[ Death of a close friend |
O Anger management O
O Chemical dependency O
[1 Disordered eating O
O Relationship conflict O
O Other:
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Financial difficulties
lliness in family
Victim of crime
Personal illness
Change in social life

*Focus of treatment (check all that apply)

Depression
Anxiety
Grief/loss
Medical issues
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[0 Pregnancy in family
O School difficulties
[0 Work difficulties

[0 Lost pregnancy

Low self-esteem
Trauma care

Family conflict
Financial/legal issues

OoOoono
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*About yourself (check all that apply)

O I can accept feedback 0 I am thinking clearly

[0 | am motivated to O | feel confident
change O 1livein a stable

[0 ! amreliable environment

O | often feel number and O | have low self-esteem
surreal O 1do things over and

[0 1am hard on myself over

[0 1 am insightful [0 | have varied interests

Other:

| am capable of
independent living

| am a spiritual person
My anger is sometimes
out of control

| feel ineffective

| have a positive support
network

OO OO 0O

*MEDICATIONS AND SUBSTANCES USED

If applicable, please list all medications you are now taking or have taken in the past three months, including
birth control, vitamins, herbs, and supplements. Please include items that are prescribed and over the counter.

Medication Dosage Person Prescribing  How long have you been taking? Helpful? Y/N

If applicable, amount of caffeinated beverages per day: Coffee Soda

Tea Other

If applicable, number of cigarettes smoked/times using vape per day:
If applicable, marijuana usage each week?:
Think of the occasion that you drank most in the past month:

How much did you drink? How many hours did you drink?

If applicable, other substances used and frequency:

Do you use substances to (check all that apply): _ Manage stress, __ Relax, _ Change mood, ___ Sleep

*Are you presently engaged in any legal cases? Yes or No
If so, please describe:

We are here to help.

17195 Cleveland Road, South Bend IN 46635 | www.seasons-counseling.org | P: (574) 277-0274 | F: (574) 271-7202
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