Cynthia Seager, MA, LMHCA                             Psychotherapist & ADHD/Executive Skills/Money Coach                                                   206-484-9178                                           fax: 888-267-5663                               cynthia@cynthiaseager.com
CLIENT INTAKE INFORMATION

In order for me to best work with you, please fill out the following intake form to the best of your ability. I realize there is a lot of information and you may not remember or have access to all of it; do the best you can. Use additional pages if necessary. If there is information you do not want to include in your file or that you would prefer to discuss in person, it is ok to refrain from listing it here. Thank you!

Client Identification:
Name: _________________________________   Age:___  Birth Date: __/__/____  Sex:  ____________

Marital Status: _____________ Partner’s name: _______________________ Prior Marriages? _______
Children (Names, ages): ________________________________________________________________

Grandchildren (names, ages):  ___________________________________________________________

Home Address: _______________________________  City: _______________ State: ____ Zip:_______

Phone: Cell________________ Home: ____________Work #:____________ Preferred number to contact you at: ______________ Ok to leave a message at this number? Yes/No_________
Email: ________________________________________ Ok to contact you via email? Yes/No ________
Driver’s License: ___________________   Employer (or school if student): ________________________

Employer Address:  ____________________________________________________________________ 

Who are you currently living with? (include pets) ____________________________________________
____________________________________________________________________________________
Responsible Party or Spouse/Partner’s Information: 

Responsible Party: _____________________________  Relationship to Patient: ___________________

Age:___ Birthdate: ___________ Sex:____________

Home Address: _______________________________  City: _______________ State: ____ Zip:_______

Home Phone #: ________________ Work #:________________ Email: __________________________

Driver’s License: ___________________ SS#: ______________ Employer:________________________

Employer Address:  ____________________________ City: _______________ State: ____ Zip:_______
Spouse/Partner’s name (if different): ____________________________ Phone:  __________________
Spouse/Partner’s Occupation: ____________________ Employer:______________________________ 

Who should I contact in the event of an emergency? 

Name: _______________________________  Relationship to client: __________________________
Phone: __________________________  Email:___________________________________ 

Referral Source: __________________________ Phone:______________ Email: __________________
Do we have your permission to thank this person for their referral?  Yes  No
If there was no referral, how did you find out about my services?  ______________________________
Where do you get your primary medical care?

Clinic/doctor’s name: ____________________________________   Phone:  ______________________
Address: _________________________________________________  Email: _____________________
Have you in the past, or are you currently receiving psychiatric care, or taking medications for a mental health condition? If so, please list the provider’s name, dates of treatment, and circumstances that prompted the treatment: ____________________________________________________________________________________
____________________________________________________________________________________Current medications: __________________________________________________________________

____________________________________________________________________________________
Are you seeing any other health care providers? If so, please give names, and type of care provided: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What circumstances or symptoms prompted you to seek therapy at this time?  ________________________________________________________________________________________________________________________________________________________________________

What results would you like to see from therapy?
________________________________________________________________________________________________________________________________________________________________________
Current symptoms: 
In the past 6 months, have you experienced any of the following symptoms?

 Sleeping difficulties 



 Periods of elevated, high or irritable mood
 Lower energy or tiredness during day

 Trouble with “stuck” or persistent thoughts
 Feeling depressed or in a sad mood

 Experiencing excessive or persistent phobias
 Recurrent thoughts of death or suicide
    
     or compulsions: ________________________

 Feeling numb or restricted in your feelings 
 Often inwardly restless, impatient, easily bored
 Decreased concentration or memory

 Difficulty sustaining attention for routine tasks
 Gained and/or lost 10 or more pounds

 Issues w/organization, prioritization or planning 
 Loss of appetite, nausea or digestive upset
 Easily distracted, or impulsive tendencies
 Increase in anxiety or feelings of overwhelm
 Forgets appointments, tasks; or misplaces things
 Decreased interest in enjoyable activities

 Time management issues, trouble being on time
 Excessive or senseless worry
   

 Trouble with procrastination
 Reactive moods, easily angered or upset

 Reading, writing, math or other learning issues
 For women: significant mood, energy, focus or sleep changes related to your menstrual cycle
Do you currently have, or have you previously had, any significant acute or chronic health issues, illnesses, accidents, head injuries, or episodes of loss of consciousness? If so, please describe, including when occurred: _______________________________________________________________
____________________________________________________________________________________
___________________________________________________________________________________
Current Life Stresses: (include anything that is currently stressful for you. Examples include relationships, health issues, job, school, finances, children):____________________________________ ________________________________________________________________________________________________________________________________________________________________________
Current Diet/Exercise/Health/Lifestyle Influences:

Would you consider your diet mostly healthy or unhealthy? ___________________________________

Do you eat three meals including protein a day?_____________________________________________
Any food allergies/sensitivities?__________________________________________________________ 
Other allergies or chemical sensitivities?  __________________________________________________
How many days a week do you eat fruits?____ vegetables?____ Take multivitamins?_______________
Any other vitamins or supplements? ______________________________________________________
____________________________________________________________________________________

Caffeine servings per day (coffee, black tea, soda, chocolate): __________________________________

Sweetened food/drink/snack servings per day (including  those w/natural or artificial sweeteners): 
____________________________________________________________________________________

Describe your current exercise routine:  ___________________________________________________
____________________________________________________________________________________

Do you meditate or utilize other stress-reduction techniques? If so what type, and how often? _______

____________________________________________________________________________________

Do you have a regular spiritual or religious practice, and if so, do you practice it regularly?___________

____________________________________________________________________________________

Do you have any hobbies, or activities you do for fun? ________________________________________
On average, how many hours do you sleep per night?__________ Do you nap?____________________
Any history of sleepwalking, recurrent dreams, sleep apnea, heavy snoring, or sleep bruxism (grinding your teeth)?  _________________________________________________________________________
School History
Last grade completed:____________________ Average grades received:  ________________________
Specific learning disabilities or challenging subjects:  _________________________________________

Learning strengths:  ___________________________________________________________________
Any behavioral or social problems in school or growing up?____________________________________
____________________________________________________________________________________

What have teachers said about you? ______________________________________________________

Employment History: (summarize jobs you’ve had, list most favorite and least favorite)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any work related problems?_____________________________________________________________

What would your employers say about you?________________________________________________
Military history? If so, please list:_________________________________________________________
Ever have any legal problems? (include traffic violations)_____________________________________
____________________________________________________________________________________
Alcohol and Drug Use History: (Please list age started, and types/amounts of substances used through the years, as well as any current usage. Also, please describe how each of these substances made you feel and what benefit you seemed to get from them.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you or have you ever experienced withdrawal symptoms from alcohol or drugs?________________

Has anyone told you they thought you had a problem with alcohol or drugs?______________________

Have you ever felt guilty about your alcohol or drug use?______________________________________

Have you ever felt annoyed when someone talked to you about your alcohol or drug use?___________

Have you ever used alcohol or drugs first thing in the morning?_________________________________

Any other activities or substances (such as gambling, sex, pornography, video games, food, shopping) about which you would answer ‘yes’ to any of the prior five questions?__________________________
____________________________________________________________________________________
Nicotine use per day, past and present: (nicotine is in cigarettes, cigars, smokeless cigarettes and tobacco chew):_______________________________________________________________________

Any history of being physically or sexually abused? _________________________________________

____________________________________________________________________________________

Significant developmental events (include marriages, separations, divorces, deaths, traumatic events, major career or financial changes, losses, abuse, etc):  _______________________________________
____________________________________________________________________________________

____________________________________________________________________________________

Have any of your blood relatives ever had any learning problems or psychiatric problems, including such things as dyslexia, ADD, alcohol/drug abuse, depression, anxiety, temper problems, suicide attempts, or psychiatric hospitalizations? Please specify:______________________________________

____________________________________________________________________________________

____________________________________________________________________________________
Describe your relationship with family, both currently and throughout your life:__________________

____________________________________________________________________________________
____________________________________________________________________________________

Describe your relationship with friends, both currently and throughout your life: _________________
____________________________________________________________________________________

____________________________________________________________________________________
Describe your strengths (If you have difficulty, list what your family and friends would say are your strengths): ___________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
PAYMENT POLICY: Payment is due for services at the time they are rendered and are non-refundable. Payment may be made by cash, personal check or credit card. Since clients are expected to maintain a zero balance, our office does not send clients statements. Accounts need to stay current in order to maintain ongoing treatment.  

FEES CHARGED/CANCELLATION POLICY: Cynthia’s current standard fee for therapy is $110/hour. Cynthia’s coaching fees range between $450 & $750 per month, depending on the coaching services provided, and are payable in advance. Cancellations for scheduled appointments must be received 24 hours in advance, during regular business hours (Mon-Fri, 8:00am to 6:00pm). Missed or late cancelled appointments will be charged the full appointment fee. Insurance companies do not pay for missed appointments, the patient/responsible party is held fully accountable for this charge. Please refer to the Therapy Disclosure form for full details on Cynthia’s fees and practice policies.
INSURANCE BILLING: Cynthia Seager does not bill insurance, and is not currently affiliated with any insurance companies.  Upon request she provides patients with a receipt that may be submitted to your insurance carrier with your reimbursement request. We recommend you check with your insurance company in advance about their coverage. Clients/Responsible Parties are responsible for all charges, whether or not they are covered by your insurance. Coaching services are not considered medical treatment, therefore coaching is not covered by insurance companies. 
If you have any questions, please feel free to discuss them with Cynthia.

I have read, understand & consent to the above stated polices of Cynthia Seager, MA. I have also received a copy of her Therapy Disclosure Form and have read, understand and signed it as well.
Client’s Name:_________________________ Client’s Signature:___________________________ Responsible Party’s Signature (if different):____________________________    Date:___/___/_____
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