INTAKE FORMS
Lisa Levine, Lcsw
 7000 W. Palmetto Park Road Boca Raton, Fla 33433
954-815-5252
lisaflevine@gmail.com
Sw-Lic-11706
Please provide the following information and answer the questions below. Please note:
Information you provide here is protected as confidential information.
Please fill out this form and bring it to your first session. Please note insurance forms must be filled out prior to scheduling any appointments and all co-pays and payments are due at the time of session. 

Name (of patient): 

Parents/Guardian Name (if minor):

Siblings/Children: 

Spouse: divorced

Dob: 

Address: 
 Referred by: 

Insurance: 

 GENERAL AND MENTAL HEALTH HISTORY:

Have you previously received any type of mental health services (psychotherapy, psychiatric services, etc.)? How did you feel that this therapy was for you? Effective? Benefits?
□ No
□ Have you had any recent or past diagnoses, if so by Who?
____________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________
Are you currently taking any prescription medication? Who is the prescriber? Please sign consent if you are seeing a psychiatrist, or psychologist. 
□ Yes
□ No  
Please list: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date of last appointment with psychiatrist, date of last appointment with therapist or psychologist if applicable ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been given a diagnosis by a mental health professional?__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any other practitioners / holistic/therapists/doctors that you are currently seeing at this time__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

How would you rate your current physical health?  Any concerns about your health? Please list below

(please circle)
Poor Unsatisfactory Satisfactory Good Very good
____________________________________________________________________________________________________________________________________________________________________

Date of last physical, dental________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


How many times per week do you generally exercise? 
What types of work outs/exercising do you enjoy doing? Do you engage in self- care? 
____________________________________________________________________________________________________________________________________________________________________


List some of your qualities______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY MENTAL HEALTH HISTORY:

In the section below identify if there is a family history of any of the following. If yes,
please indicate the family member’s relationship to you in the space provided (father,
grandmother, uncle, etc.).
Please Circle List Family Member
Abuse/Neglect: yes/no
Alcohol/Substance Abuse yes/no
Anxiety yes/no
Depression yes/no
Domestic Violence yes/no
Eating Disorders yes/no
Obesity yes/no
Obsessive Compulsive Behavior yes/no
Schizophrenia yes/no
Suicide Attempts yes/no

Additional Family Information:_______________________________________________________________________
__________________________________________________________________________________


BACKGROUND INFORMATION:

How do you feel about  the relationships in your life/ friendships? marriage? dating life? 
__________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________

 
What significant life changes or stressful events have you experienced recently? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently employed? If so where? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you in school or college? Are you satisfied with your grades?  _________________________________________________________________________
__________________________________________________________________________________

Do you enjoy your work and or School?? Is there anything stressful about your current work or School?. __________________________________________________________________________________________________________________________________________________________________
 
What do you consider to be some of your strengths?
__________________________________________________________________________________

__________________________________________________________________________________


Any recent traumas that you have experienced, if you are comfortable please feel free to discuss?_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What would you like to accomplish out of your time in therapy?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Symptoms: Please Circle, Identify: D (Daily) W (weekly) S (Sometimes) N(Never)

Excessive Worry				Sadness			Enuresis/Encopresis
Anxiety					Depression			Increased Appetite
Restlessness					Crying			Decreased Appetite
Nervousness					Flat				Unresolved Grief
Hopelessness			           Loss/Death                         Grief
Low Motivation			           Sleep Disturbance		Trauma 
Lacks Control			           Co-dependent                 Custody Issues
Nightmares					Hypervigilance		Hallucinations
Phobias					Low self esteem		Delusions
Obsessions/Obsessiveness		Withdrawn			Poor Boundaries
Compulsions				Irritability			Inability to Connect
Self –Harm					Withdrawn			Poor Relationships
Guilt 					            Communicates	          Social Skills
Burning Self					Anger		                        Hostile
Fighting					Aggressive			 Verbal Aggression
Temper tantrums				Argumentative		Refusing to Comply
Blaming others				Demanding			Intimidating
Harmful to Animals			Stealing		          Lying
Remorse					Fire Setting			Destructive	
Manipulative                                            Friendships	                     Runaway
Substance Use				Attachment/Avoidance	  Short Attention 
Impulsive					Risk taking			Easily Distracted
Difficulty Waiting Turn			Follows through		Completes Tasks
Indiscriminate Attachments		FlashBacks			Dissociates
Abuse/Neglect				Unable to Cope		Divorce
Relationships Issues			 Bullying			Blended Family
Ruminating Thoughts			 Depersonalization	         Sexual Abuse

Please provide any symptoms that are not listed:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Diagnosis: (Office Use Only)

Axis I ______________________________________________________________

AXIS II____________________________________________________________

AXIS III_____________________________________________________________

AXISVI______________________________________________________________

AXIS V_____________________________________________________________


Office Use Only

Signature Of Clinician__Lisa Levine, Lcsw_______________________________________
Date:_______________________________________________________




HEALTH INSURANCE INFORMATION

If you are using or may use in the future, health insurance, the following information is necessary in order to bill the insurance company.

PATIENT INFORMATION:

1. PATIENT’S FULL NAME _________________________________________

2. STREET ADDRESS ________________________________________________

3. CITY __________________________________

4. STATE  & ZIP CODE_______________________

5. PATIENT’S DATE OF BIRTH __________________

6. TELEPHONE  __________________________
	
7. PATIENT’S  SEX   M_____ F______

8. PATIENTS’ RELATIONSHIP TO INSURED: 
 SELF___ SPOUSE____   CHILD_____ OTHER______

9. PATIENTS’ STATUS:   
      SINGLE____ MARRIED__    OTHER_____ 
         EMPLOYED_____ FULL-TIME    STUDENT_______ PART-TIME
         STUDENT_____

	10. SOCIAL SECURITY # ____________________________
	
INSURED’S INFORMATION (the “insured” is the person who owns the policy or is the employee to whom a group policy is applicable)

1. NAME OF INSURED _______________________________

2. STREET ADDRESS OF INSURED _______________________________

3. CITY __________________________________

4. STATE & ZIP CODE 	______________________

5. INSURED’S DATE OF BIRTH __________________

6.  SOCIAL SECURITY # ____________________________

7. TELEPHONE   __________________________

8. INSURED’S PLACE OF EMPLOYMENT: _______ ____________________________

9. INSURANCE PLAN NAME OR PROGRAM NAME. ________________________ 

10. INSURED’S INSURANCE ID NUMBER_________________________

11. POLICY GROUP NUMBER _______________________

12. DIAGNOSIS_________________________________________________

13.  Co _pay-
I authorize the release of any medical or other information necessary to process insurance claims. I further authorize the payment of medical or insurance benefits to Lisa Levine, Lcsw, and authorize Lisa Levine, Lcsw to obtain or release therapy records and treatment plans to my insurance company for the purpose of evaluation, treatment and payment.



________________________________________________   Date ___________  
Signature of Insured


IF YOU HAVE AN INSURANCE CARD  
PLEASE BRING IT WITH YOU TO FIRST APPOINTMENT









EMPLOYEE ASSISTANT PROGRAMS


If you are using your Employee Assistant Program (EAP) to pay for your counselling sessions, you must contact them to obtain a referral to me (Lisa Levine, Lcsw). I cannot do this for you. You will be given a limited number of sessions. You should be clear on the number of sessions authorized. This counseling is provided at no cost to you; however, if you need continued counseling beyond the number of sessions authorized by your EAP or if you need mental health treatment beyond the scope of the type of counseling provided through the EAP, it will be your responsibility to determine whether or not those outside services are covered under your medical benefit plan and to pay any charges for services not covered by your medical benefit plan.  


