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My Whole health Life, LLC

6965 Piazza Grande Ave. Suite 412

Orlando, FL 32835

Tel: 407-203-5090  

E-mail: contact@mywholehealthlife.com

Website: www.mywholehealthlife.com 
DATE: _____/_____/_____

PATIENT NAME: ____________________________________  NAME YOU GO BY: _______________


     First

 Middle

Last

SS#: _____________________ADDRESS: _______________________________________________
CITY: ______________________STATE: __________________________ ZIP: ________________

PHONE:  home (____) ____________ work (____)___________ext:______ cell (___)___________
MARITAL STATUS OF PATIENT: _________BIRTHDATE: ____/____/____   AGE: ______    SEX: M/F

EMPLOYER: ___________________________ (full/part-time) OCCUPATION: ___________________
SCHOOL ATTENDING NOW: ___________________________ (full/part-time) YEAR: _____________
HOW WERE YOU REFERRED TO OUR PRACTICE: (Please note if referred by physician) ___________
HAVE YOU EVER HAD PSYCHOTHERAPY OR COUNSELING: ______YES _____NO 
DATE LAST SEEN: _________________


 PATIENT IS UNDER 18 YEARS OF AGE, PROVIDE THE FOLLOWING INFORMATION

Father of Minor: _____________________________________ SS #: ________________________

Address: ____________________________  City: _____________  State: ________ Zip: _________

Marital Status: __________________________________  Birthdate: ______/______/______

Phone:  home(____)____________  work (____)___________ext:______ cell (___)___________
Employer: ____________________________ (full/part-time)  Occupation: _____________________
Mother of Minor: ____________________________________SS#: __________________________

Address: ____________________________  City: ______________State: ________ Zip: _________

Marital Status: ________________________________________Birthdate: ______/______/______

Phone:  home(____)____________  work (____)___________ext:______ cell (___)___________
Employer: ______________________________(full/part-time)  Occupation: ____________________
WITH WHOM DOES THE MINOR LIVE? ______________________________________________

IN AN EMERGENCY, NOTIFY:

Name: ____________________________________________Relationship: _____________________

Address: ____________________________  City: ______________ State: ________ Zip: _________

Phone:  home(____)____________  work (____)___________ext:______ cell (___)___________
Name: ____________________________________________Relationship: _____________________

Address: ____________________________  City: ______________ State: ________ Zip: _________

Phone:  home(____)____________  work (____)___________ext:______ cell (___)___________
GENERAL INFORMATION

Please describe your reasons/concerns for seeking counseling at this time:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please check and/or list your goals for counseling:

_____  Feel, think, and act constructively


_____  Improve self-esteem

_____  Attain balanced living




_____  Increase comprehension

_____  Improve communication




_____  Reduce stress

_____  Improve relationships




_____  Deal with past hurts

_____  Create a positive atmosphere



_____  Reduce guilt

_____  Manage fear





          _____ Decrease depression

_____  Live in the present




          ______Manage time

_____  Express anger constructively



_____  Replace perfectionism

_____  Practice forgiveness




_____  Confront lovingly

OTHERS: ____________________________________________________________________________________________________________________________________________________________________
Have you ever had psychotherapy or counseling before?     Yes__________
No___________

If yes, please include the following information:

Counselor or Therapist:_______________________________________________________________
Practice/Clinic Name:________________________________________________________________
What was the outcome:_______________________________________________________________
Have you ever had a severe emotional upset? (If yes, please explain): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SOCIAL & FAMILY HISTORY

Please note any significant social events in your past which have had a profound effect on you, good or bad.  (Examples: accidents, relationships, graduation, etc.) __________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If you were reared by someone other than your parents, please briefly explain: __________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Check and briefly explain any that apply to your family history (Use back of page if necessary)

Abuse: __________________________________________________________________________________
Alcoholism: __________________________________________________________________________________
Divorces: __________________________________________________________________________________
Stepparents: __________________________________________________________________________________
Good Events: __________________________________________________________________________________
Medical Problems: __________________________________________________________________________________
Death of Family Member: _____________________________________________________________________________

Poor Relationship(s) Today: ___________________________________________________________________________

Is there any family history of mental illness? _________  If yes, please explain: __________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How many older Brothers __________ Sisters_______ Relationship Today: __________________________________________________________________________________
How many younger Brothers: _______ Sisters_______ Relationship Today: __________________________________________________________________________________
MARITAL INFORMATION

Marital Status:  Single______ Going Steady______ Separated______ Married______ Divorced______ 
Widowed______Date of Marriage: _____________________  Ages when married: Husband______ 
Wife______How long did you know your spouse before marriage? ___________________________
Length of Steady Dating: ____________ Length of Engagement: ____________________________
Have you ever been separated?_________  If yes, when: __________________________________
Has either of you ever filed for divorce? ________________________________________________
Have you been married before: ________  If yes, please provide any significant information: __________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________

SPOUSE INFORMATION:

Name of Spouse: __________________________ Occupation: ____________ Spouse’s Age: ______

Education (in years): _________Is spouse willing to come to counseling:_______________________
Has spouse been married before? _______  If yes, please provide any significant information: __________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________
FAMILY INFORMATION

CHILDREN:

Name




Age

Sex

Education

Marital Status

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Total Number of Pregnancies: (Including those not carried full-term) __________________________________________________________________________________
Please list people living in your household (Please note if child is from previous relationship)

NAME



RELATION

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
EDUCATION/OCCUPATION

Highest Level of Education Completed: ________________________ Other Training: _____________
If Currently a Student, School & Grade: __________________________________________________
Occupation: ________________________________Employer: ______________________________

Job Satisfaction: ____________________________________________________________________
Military Experience: _______________________________________________________________
RELIGION

Religious Affiliation: _____________________Church Attending: _____________________________

Attendance per month (Please circle):  1-3,   4-7,   8-10,   11+  

Church Attended in Childhood: ___________________

Religious Background of Spouse (if married): ____________________________________________
Do you attend church together now? ___________________________________________________
Explain any recent changes in your religious life, if any: _____________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
HEALTH INFORMATION

Rate your health:
Very Good

Good

Average

Declining

Other

List all important present or past illnesses, injuries, or disabilities: _____________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any Chronic Medical Conditions or Communicable Diseases: ____________________________________________________________________________________________________________________________________________________________________
Your Physician: _________________________

Address: ______________________________
__________________________________________________________________________________
Date of Last Medical Examination: _________________Findings: _____________________________
For Prescription and Non-Prescription medications taken in the last six months:

DRUG

DOSAGE
PURPOSE/REASON
PHYSICIAN
DATE
       DATE MEDICATION 





FOR MEDICATION



CHANGED OR DISCONTINUED

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List Medication and/or Other Allergies: __________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List Any Adverse Medication Reactions In The Past: __________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List Any Medications Taken Previously Which Have Proven To Be Ineffective: __________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________
MEDICAL/PHYSICAL CONCERNS

Please check all that apply:

_____ Insomnia (cannot sleep) or Hypersomnia (excessive sleeping) nearly every day

_____
Sleep Disturbance (Difficulty falling asleep, Difficulty staying asleep)

_____
Eating/Appetite

(Increase/Decrease)

_____
Weight Change

(Increase/Decrease)
+/- _____lbs.  Current Weight: _____lbs.

_____
Pleasure

(Increase/Decrease)

_____
Sex Drive

(Increase/Decrease)

_____
Energy Level

(Increase/Decrease)

_____
Productivity

(Increase/Decrease)

_____
Psychomotor Agitation or Retardation

_____
Periods of High Energy and Productivity, Then Depression

_____
PMS

_____
Nervous (Panic Attacks)

_____
Heart Palpitations

_____
Muscular Aches (headaches, back, neck, chest, pain)

_____
Gastrointestinal Distress (pain, diarrhea, constipation)

_____
Poor Nutritional Habits / Irregular Eating Times

_____
Other: _______________________________________________________________________
_____
Caffeine Intake: _______________________________________________________________
_____
Alcohol Consumed Weekly: ______________________________________________________
_____
Cigarettes Smoked Daily: ________________________________________________________
_____
Drugs Used Recently: __________________________________________________________
Duration: _____________________________________________________


MENTAL CONCERNS

_____
Confusion about time and place

_____
Not caring about appearance

_____
Speaking difficulties

_____
Difficulties in getting point across or putting thoughts into words

_____
Something affecting me and I don’t know what it is

_____
Worries (List): ________________________________________________________________________________

________________________________________________________________________________
_____
Angers (List): _________________________________________________________________
_____
Guilts (List): __________________________________________________________________

Duration: ____________________________________________________________________
_____
Esteem Issues

_____
Difficulties concentrating

_____
Memory loss

_____
Difficulty making decisions

_____
Obsessions (spiders, cleanliness)

_____
Compulsions (hand-washing, locking doors)

_____
Perfectionism

_____
Phobias

_____
Paranoia

_____
Mind Playing Tricks

_____
Bizarre Thoughts

_____
Homicidal Thoughts (Describe): __________________________________________________
_____
Suicidal Thoughts ( Describe): ___________________________________________________
_____
Thoughts of Death (Describe): ___________________________________________________

Duration: ___________________________________________________________________

THIS PAGE FOR THERAPIST USE ONLY

Initial Session

Name: _______________________________________ID Number: ___________________________
Individuals Present: _________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SERVICES TO BE RENDERED

FREQUENCY
TX OBJECTIVES

     TIMETABLE
  
     PROVIDER

Individual Psychotherapy
______________________________________________________
Psychological Testing
_________________________________________________
Family-Marital Therapy
_________________________________________________
Other



______________________________________________________
Diagnosis:   

THIS PAGE FOR OFFICE USE ONLY

Coordination of Care


Would you like us to contact any other provider’s of care? (physician, psychiatrist, etc.)    
YES / NO

If yes an “Authorization To Release Information” will need to be completed.


If so:
Name:

_____________________________________________

Specialty:
_____________________________________________

Address:
_____________________________________________

Phone:
_____________________________________________
Contact documentation:


Date: ____________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Substance Abuse Assessment


List any current or past substance abuse/treatment: (If under 13, list substance abuse/history in family)


____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
Treatment Recommendations/Referrals:


____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

CONSENT FOR TREATMENT: I consent to outpatient treatment and testing and, if necessary, emergency medical care.

Signed_______________________________   Parent/Guardian ____________________________   
Date__________________
The following is a summary of our office policies and our financial agreement with you as the client/responsible party.

INSURANCE: It is the client’s responsibility to verify if his/her insurance will reimburse them. . 

MISSED APPOINTMENTS: We require a 24-hour notice if you are unable to keep your appointment.  Counselors have the prerogative of applying a charge for a late canceled and/or missed appointment.  If a charge for a late canceled or missed appointment is applied, that amount must be paid before a new appointment is scheduled. Late cancellation/missed appointment charge is $75.00.

PAYMENT OPTIONS: Client can choose to pay by cash, check; VISA or MasterCard on the day treatment is rendered. 
CHARGES:  Charges range from $75.00 to $120.00 per session, depending on the length of your session.  Sessions run from 50 minutes to 60 minutes in length depending on which counselor you see and the immediacy of the problem at the time.  
RETURNED CHECKS: There is a fee (currently $35.00) for checks returned by the bank. 

TRANSFERRING OF RECORDS: We will, with a properly signed release of information, release copies of records to another counselor, doctor, attorney, court, or insurance company.  Your authorization allows us to include all relevant information. 
EFFECTIVE DATE: Once you have signed this agreement, you agree to all the terms and conditions contained herein and the agreement will be in full force and effect.

I acknowledge that I have read this summary and agree to its conditions. I understand that I am responsible for my treatment. I understand that I am responsible for all charges applied to this account. 

PATIENT’S NAME (please print) ____________________________________________________
RESPONSIBILITY PARTY (if not the patient)___________________________________________
SIGNATURE__________________________________________DATE______________________
PATIENT  COPY
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