CHERYL LAFLAME, PSY.D.
INITIAL INTAKE FORM

DATE:

CLIENT NAME:
(PLEASE PRINT) FIRST LAST

ADDRESS:

CITY: STATE!

Z1P CODE:

SEX: AGE: SSH / /

BIRTH DATE: / /

PHONE: HOME WORK:

CELL: E-MAIL ADDRESS:

NAME OF LEGAL GUARDIAN (IF APPLICABLE):

MARITAL STATUS (PLEASE CIRCLE). MARRIED DIVORCED SEPARATED WIDOWED SINGLE

EDUCATION (PLEASE CIRCLE). ELEMENTARY SCHOOL SOME HIGH SCHOOL HIGH
SCHOOL/GED
SOME COLLEGE COLLEGE GRADUATE MASTER’'S DEGREE DOCTORATE

REFERRED BY:
PREVIOUS COUNSELING?Y N

IF YES, WHEN? WHERE?

DURATION?

WHY?

CURRENT REASON FOR SEEKING PSYCHOLOGICAL SERVICES:

PRIMARY CARE PHYSICIAN (PCP):

PHONE NoO.

PCP ADDRESS:

CURRENT MEDICATIONS:

INSURANCE COMPANY:




INSURED’S NAME:

INSURED’S DOB

INSURED’S PoLICY GROUP:

SECONDARY INSURANCE (IF APPLICABLE):

| HEREBY AUTHORIZE BY MY SIGNATURE THAT:

1. (Y/N) CHERYL LAFLAME, PSY.D. MAY CONTACT AND COORDINATE MY
TREATMENT WITH MY PRIMARY CARE PHYSICIAN.

2. (Y/N) AS INSURED OR AUTHORIZED PERSON, | HEREBY ASSIGN ANY
INSURANCE BENEFITS TO CHERYL LAFLAME, PsSY.D. AND AUTHORIZE HER TO
FURNISH INFORMATION NECESSARY TO PROCESS CLAIMS.

3. (Y/N) CHERYL LAFLAME, PSY.D. HAS MY PERMISSION TO CALL/EMAIL ME
FOR FOLLOW UP CONTACT AFTER MY LAST APPOINTMENT.

CLIENT/GUARDIAN SIGNATURE!

BEST WAY TO CONTACT FOR FOLLOW-UP:

(Y/N) A MESSAGE MAY BE LEFT.




