Isabel Dansky, LMFT
License # 92388



Client Intake Form


Demographics

Name _____________________________________Date of Birth__________________	
Address_________________________________________________________________ 
________________________________________________________________________ 
City ________________________________State ______ Zip Code __________________
Marital Status _____________________Number of Children ______________________
Occupation ________________________Employer ______________________________


Contact Information

Home Phone _____________________Mobile Phone ____________________________
Email___________________________________________________________________

Please indicate how you prefer to be contacted. You may check more than one. Phone_______   Text_______   Email_______   Regular Mail_______

If you prefer to be contacted at a phone number , email, or address other than what is listed above, please provide that information. __________________________________________________________________


Gender
Woman_____ Man_____ Transgender_____   Transman_____  Transwoman_____ 
Gender Nonconforming_____ Other_____


Orientation
Straight_____ Gay______ Lesbian_____  Bisexual_____  Asexual_____ Queer_____ Questioning_____ Other_____ Prefer not to answer:_______



Payment Information
Please indicate how you intend to pay for treatment: 
Cash_____  Check_____ Credit Card_____  EAP_____ Insurance_____Third Party_____  
If a third party will be paying for your treatment, please provide the name of the person paying for your therapy_____________________________________
Your relationship to this person_______________________________
Contact information for this person____________________________

Credit Card Information
Number ___________________________________Expiration Date _________________

Name on Card ____________________________________Security Code ___________

Zip Code______________

Important Medicare Information
Are you enrolled with Medicare?  Yes_____ No_____
If you are enrolled in Medicare, kindly note that Isabel Dansky, LMFT, is not enrolled with Medicare, does not participate in Medicare, or accept Medicare. Isabel Dansky, LMFT is not affiliated with Medicare panels and has chosen to opt out of Medicare. Isabel Dansky LMFT operates on a fee-for-service basis, all clients are private pay which requires payment directly from clients for therapy services. As a result, you will not be able to seek reimbursement for therapy sessions with Isabel Dansky, LMFT through Medicare if you are enrolled with Medicare.  Please sign here to indicate that you understand and agree to this:
Client Signature__________________________________Date_____________________

Emergency Contact
Name___________________________________________________________________
Relationship _______________________  Telephone ____________________________
Email___________________________________________________________________



Interest in Counseling

Please describe your primary reason(s) for seeking therapy at this time.
________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

How long have you been having these difficulties? _______________________________

Please describe what you would like to accomplish or resolve in therapy. 
________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe any major life changes that have recently occurred. ________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you have ever received mental health treatment, please describe.
________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently seeing another mental health provider?  	Yes_____ No______
Name ________________________________ Type ______________________________
Purpose _________________________________________________________________
Contact Information _______________________________________________________

Please list any medications you are currently taking and for how long. ________________________________________________________________________
________________________________________________________________________________________________________________________________________________

Please describe your alcohol, tobacco, and/or drug use (list substances and frequency).
________________________________________________________________________________________________________________________________________________
________________________________________________________________________


Additional Comments: Please indicate anything else that you would like me to know about you, your goals, your relationships, or any recent significant events. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Patient Signature ______________________________________Date _______________
