RUD Counseling & Psychotherapy PLLC
Eartha J. Camon, MA, LPC-S, CART, DBT, CTP
910 S Crowley RD Ste 9-348  Crowley, TX 76036
Office:  817-466-4450
Fax:  817-423-7706

Date ___________________________


(PLEASE TYPE, SIGN AND EMAIL)                     






Home Phone _______________________







Business Phone ______________________

Client’s Name (Last) _____________________________   (First) __________________
Client’s Sex    M__   F__      

   Client’s Age ___________   
Client’s DOB  __________________  Client’s School _________________
Address ____________________________ 
City ___________________________  
State _________  Zip  ______________
Client’s Employer  _____________________________  Years at current position  _____
Address  _________________________  City ___________  State ____  Zip _______
Occupation  ____________________  Education  _________________

Spouse’s Name _________________________________________  
DOB _______________________________

Employer _________________________________ Years at current position  _____
Address ___________________________ City ______________  State _______

Occupation _________________  
Who is responsible for this account? _____________________________________  
Relationship to client ______________________

Responsible party's SSN ________________________  DOB  __________________
In case of emergency, who should be notified?  
Name ______________________________________  Phone ___________________

Drivers License # ____________  Expiration Date ___________  
Address on License ______________________________________
RELEASE OF INFORMATION

I (Client's Name) __________________________________ authorize Eartha J. Camon, MA, LPC-S, CART, DBT to disclose, release and / or obtain records to / from :

Primary Care Physician  ______________________________   Address ___________________________

Address ___________________________________  Phone number _______________________________

Specialist / Clinician   ________________________________   Address ___________________________

Address ___________________________________  Phone number _______________________________

Other   ______________________________________   Address _________________________________

Address ___________________________________  Phone number _______________________________

Information relating to my admission, diagnosis, social history, school date, psychological tests, treatment 

Progress and / or ________________________________________________________________________

I understand this authorization expires on __________________________________ and can be revoked by

me at any time.

Client's Signature  _____________________________ 

Date ______________________

Clinical Assessment Process, Part I
TO BE COMPLETED BY THE CLIENT



PLEASE TYPE






CONFIDENTIAL

	


	Client Name _______________________________


Name of children
               DO B       Lives with you? (Y/N)

Is it okay to contact you at work?     Yes     No
Is it okay to contact you at home?      Yes    No
Briefly describe your reason for contacting us
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



What motivated you decide to seek help now?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	How long has this been a problem for you?


____________________________________________________________________________________________________________________________________________________

__________________________________________________________________________
What counseling or treatment have you had before for this problem?


______________________________________________________________________________________________________________________________________________________________________________________________________________________________

What other ways have you tried to handle this problem?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Was it helpful? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________                           


















    


Not very

 Very





     


Serious

Serious

Overall how serious is this problem for you?    
1        2       3       4       5

BRIEFLY DESCRIBE HOW  THIS PROBLEM HAS AFFECTED YOUR:

Marriage / Partner, Family, Job/School Performance, Friendships, Financial situation, Legal Situation, Health, Anxiety Level/Nerves, Mood, Eating Habits, Sleeping Habits, Ability to Concentrate, Child Rearing, Ability to Control Your Temper and Spirituality  Explain briefly top 3 areas of concern.
1)______________________________________________________________________

2)______________________________________________________________________
3)______________________________________________________________________
Clinical Assessment Process, Part II
TO BE COMPLETED BY THE CLIENT


PLEASE TYPE






CONFIDENTIAL

	


Substance Use History
Client Name:  _______________________________________________

Have you ever used alcohol or drugs before or during work / school? _____________________________

Have you missed work / school (truant) because of use or just to use alcohol / drugs? ________________

Have you ever avoided non-users?  ______________________________________________________

About how often do you get intoxicated or use drugs?  _______________________________________

About how often do you use more than one drug when you get intoxicated?  _____________________
Have you ever felt like you should cut down on your alcohol or other drug use (including prescription drugs)? *__________________

Has a friend or relative discussed concerns about your use of alcohol or other drugs? *____________
Have you ever felt guilty about your drinking or drug use?  *________________________________

Have you ever had to take a drink or use drugs to steady your nerves? *____________________________

Are you a recovering alcoholic or recovering drug addict? ___________________________________
Explain any family history of alcohol or drug use / family response and the effects of use on family members ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

ADDITIONAL COMMENTS (ie: Military (Branch, Rank, TIS), Strengths, Gifts/Talents, etc)
MEDICATION COMPLIANCE LOG

Client Name:  ______________________________________

Recent hospitalizations:  ________________________________________________

Diagnosis upon discharge:  ____________________________

Prior counseling: Y  /  N    Clinician/Physician:  _____________________________

Date:  __________________
I am currently taking the following medications:
Medication Name

      Dosage
    Frequency
         Date Began
            Doctor Prescribed

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Client signature:  _____________________________________   Date:  _____________

Guardian signature:  ___________________________________  Date:  _____________ 
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