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Equanimity Counseling & Consultation, LLC
Nancy A. Little, M.S.Ed, LPCC
                  equa.nim.i.ty n. evenness of mind especially under stress

Intake Form
Date _____________________

Patient Information
Patient Name: _________________________________________________ Gender   M   F

Social Security # _________________________ Date of Birth ______________Current Age _________

Address: ____________________________________ City: _________________State _____ Zip ______

Daytime phone ___________________ Evening phone __________________Mobile _______________

Email address ____________________________ May I email you?  Yes          No

Employment Status

___ Full Time   ___Part time    ___Unemployed    ___Homemaker    ___Student    ___Other __________
Employer _____________________________ Occupation ___________________ 

Marital Status
___Never married  ___Engaged to be married  ___Married  ___Domestic partnership  ___Separated

___Divorced  ___Widowed  ___Other ________________

Referred by ____________________________________________________________

Repsonsible Party (if different than patient)
Responsible party name _________________________________________________ Gender   M   F

Relationship to patient ________________________________

Social Security # _________________________ Date of Birth ______________Current Age _________

Address: ____________________________________ City: _________________State _____ Zip ______

Daytime phone ___________________ Evening phone __________________Mobile _______________

Insurance Information

Primary Insurance Company ______________________________Phone _____________________

Policy Holder Name ____________________________ Date of Birth ________________________

Policy ID Number ______________________________ Group Number/Name _____________________

Patient relationship to policy holder  __ Self   __Spouse/domestic partner  __Child

Co pay amount _______________ Co insurance amount _____________ Deductible _____________

In network?  Yes           No
If no, are there out of network benfits?  Yes   No

Authorization # ____________ Number of visits approved ___________

Amount of deductible met _______________

Out of network notes: _____________________________________________________________
1508 Hess Street, Grandview, OH 43212     614.999.4122    www.equanimitycounseling.com

