INNOVATIVE ALTERNATIVES, INC. 

CLIENT INFORMATION SHEET

Please answer completely.  







     ________________












     
     Date

________________________________________________

____________

____________
Name: Last

First



M.I.

         Age

Date of Birth

_________________________________________________

____________

____________
Name: Last

First



M.I.

         Age

Date of Birth

_________________________________________________

____________

____________

Street Address








City


Zip

____________________________________________      ____________________________________________
Social Security Number                                                                    E-mail address*
Ok to send e-mail announcements about other services offered by IAI that might be of interest to you? ( Yes  ( No

_________________________
   Ok to call?      ( Yes  ( No
Ok to leave a message?        ( Yes  ( No

Home Phone

_________________________
   Ok to call?      ( Yes  ( No
Ok to leave a message?        ( Yes  ( No

Work Phone 

_________________________
   Ok to call?      ( Yes  ( No
Ok to leave a message?        ( Yes  ( No

Cell Phone

How did you hear about Innovative Alternatives, Inc.?  _____________________________________
Please indicate your race or ethnicity:  _____________________________________________________

(  Single
(  Cohabitating

(  Married
(  Separated
(  Divorced
(  Widowed

Spouse’s Name (if applicable)  ___________________________________________________________

CHILDREN (if applicable)

____________________________
_____

_______________________________
  _____

Name




Age

Name




   Age

____________________________
_____

_______________________________
  _____

Name




Age

Name




   Age

Whom may we contact in the case of an emergency?  ________________________________________








Name



Phone Number

Nearest relative not living with you ________________________________________________________






Name 




Phone Number

EMPLOYMENT (if applicable)

(If child, list school)

___________________________________

______________________________________

Company





Address

___________________________________

______________________________________

Company





Address

HOUSEHOLD INCOME (Circle one)   Under $5000     $5000-$10,000     $10,001-$25,000     $25,001-$50,000     Over $50,000

* “We will not sell or share your information with anyone! Your information is being collected for the sole purpose of sending you announcements about IAI services. At any time, you can remove yourself from our email list by following the instructions included at the bottom of each issue.”
PSYCHOLOGICAL & MEDICAL Have you or any member of your family experienced prolonged or recurring:

( Insomnia     ( Nightmares     ( Excessive Sleep     ( Appetite Changes     ( Anxiety     ( Phobias     ( Depression

( Mental or Nervous Condition     ( Stomach Problems     ( Headaches     ( Heart Problems     ( Sexual Disorder
( High Blood Pressure     ( Alcoholism     ( Drug Abuse    ( Physical or Sexual Abuse     ( Schizophrenia

Current Medical Problems:

______________________________________________________________________________________________________________________________________________________________________________________

Current Medications:  _____________________________
________________________________




             Medication



          For What?



         _____________________________
________________________________





Medication



          For What?

Have you ever had previous psychological treatment, psychotherapy or counseling?  
( Yes
( No

___________________________________________________________________________________________



Where?








When?

___________________________________________________________________________________________



Where?








When?

Have you ever had suicidal thoughts or attempted suicide?   
 ( Yes

( No

FAMILY OF ORIGIN

Is mother living?  ( Yes
( No_______________________ Is father living? (Yes  (No_______________________





Name 

Age


  

Name 

   Age

Do you have brothers or sisters?  (Yes
(No  ___________________________      _________________________






          Name


Age
     Name

   Age






        ___________________________      _________________________






         Name


Age
     Name

    Age

PRESENTING PROBLEM

Please note your goals for therapy:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Who is financially responsible for these services?

___________________________________________________________________________________________
I understand and agree that I am ultimately responsible for the balance on my account for any professional services rendered.  I have read all the information on both sides of this form and have completed all answers.  I certify this information is true and correct to the best of my knowledge and will notify you of any changes in the above information.

____________________________________________________


___________________

Client’s Signature (parent/guardian if minor)





    Date

12/08

