BORST COUNSELING SERVICES
Providing a Lifeline to Families in Central Iowa

Adult New Client Form

Name: ______________________________________________   Date of Birth: ________________ 
Legal Name (if different): __________________________________________   ❑   Male  ❑   Female 
Address: ____________________________________________________________________________
Email: ______________________________________________________________________________
 
Primary Contact Number:  _____________________________________ ❑   Home    ❑   Work    ❑   Cell 
Alternative Contact Number: ___________________________________ ❑   Home    ❑   Work    ❑   Cell 
Emergency Contact Name: __________________________________ Phone: ______________________
 
❑   Single                        ❑   Divorced (_____ years)                    ❑   Committed Relationship ( _____ years) 
❑   Married (______ years)       ❑   Separated ( _____ years )         ❑   Widowed ( ______years)  
Spouse/Partner's Name: _________________________________________________________________
Who referred you? _____________________________________________________________________
 
Insurance Information
Primary Health Insurance Company: _______________________________________________________
Policy Holder Name: _____________________________  Address: ______________________________ 
Policy Holder DOB: _______________________ Policy Holder Social Security #:  ____________________
Policy Holder ID #: ______________________________   Group/ Policy #: _________________________ 
 
Additional Health Insurance Company: ____________________________________________________   
Policy Holder Name: ____________________________________________________________________
Policy Holder DOB: _______________________ Policy Holder Social Security #:  ____________________ 
Policy Holder ID #: ______________________________   Group/ Policy #: _________________________
 
Client Authorization
I understand that I am fully responsible for any fees for professional services provided to me or to my dependents. My signature below authorizes Borst Counseling Services to submit claim forms for me directly to my insurance company, but does not guarantee payment of claims. I authorize the release of any medical or other information required by my insurance company to receive authorization for services or to process claims for services to me to my dependents.  
 
Signature ______________________________________   Date ______________________________ 
 
Presenting Problems and Concerns

Describe the problem that brought you here today: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Describe how long you have had these concerns:
______________________________________________________________________________________________________
______________________________________________________________________________________________________

Describe why now: _________________________________________________________________________________

Please check if you have experienced any of the following types of trauma or loss:
❑   Sexual Abuse     ❑   Physical Abuse    ❑   Violence in the home    ❑   Parent Substance Abuse               ❑  Neglect     ❑   Lived in a foster home    ❑   Homelessness    ❑   Teen Pregnancy       ❑   Placed a child for adoption  ❑   Parent illness     ❑   Crime Victim   ❑   Multiple family moves   ❑   Loss of a loved one   ❑   Financial Problems  
 
Risk assessment or plan (if needed): __________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]Mental status: (Therapist only)
Appearance: well groomed, casual, disheveled, unclean, inappropriate dress
Affect: appropriate to content, sad, angry, anxious, superficial, flat, restricted, labile
Orientation: oriented or disoriented to person, place time, date, day situation
Thought content: appropriate or inappropriate
Thought process: intact, circumstantial, loose associations, flight of ideas, tangential, delusions, hallucinations, grandiosity, paranoia, ideas of reference, confusion, perseveration, thought blocking, obsessions.
Motor: normal, excessive, slow other _______________________
Behavior: appropriate, aloof, disruptive, impulsive, agitated, hyperactive, psychomotor, retardation
Speech: clear, coherent, rapid, slow, pressured, soft, slurred, loud
Attitude: cooperative, hostile, attentive, guarded, suspicious, uncooperative
Intellect: above average, average, below average
Insight: present, partial present, absent
Attention/concentration: normal or impaired
Judgment: normal or impaired
Impulse control: normal or impaired

Personal strengths and barriers: _____________________________________________________________________________________

Family Members in Household
Name      Relationship     Age  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
 
Previous Mental Health/Substance Abuse Treatment
Please list any previous therapists, psychiatric hospitals, or treatment programs. 
Provider Name: ________________________________________ Dates of treatment: _____________ 
Provider Name: ________________________________________ Dates of treatment: _____________ 
Provider Name: ________________________________________ Dates of treatment: _____________ 
 
Medical Information
Current Primary Care Physician: ___________________________________________________________ 
Physician Address: _____________________________________________________________________ 
Physician Phone Number :(          ) _____________________   Date of Last Exam ____________________
 Family History of mental health/substance abuse: __________________________________________________________________________________________________________________________________________________________________________

Current medical conditions or health concerns including illnesses and allergies: ___________________
_____________________________________________________________________________________
Current prescription or over-the-counter medications: ________________________________________ 
_____________________________________________________________________________________    

Employment
Employer: ______________________________________ Position: ______________________________ 
Length of time in this position: ___________________   Stress level:    ❑   Low    ❑   Medium     ❑   High  
General Job Duties: ______________________________________________________________________ 
 
Education
Are you currently attending school? ❑   Yes ❑   No  
❑   High School ____________________________    Year_______ ❑    GED Year _______ ❑   Associate's Degree Year_______ Major area of study: ________________________  ❑   Undergraduate Degree Year _______ Major area of study: ________________________  ❑   Graduate Degree Year _______ Major area of study: ______________________________ 





Military Service
Have you been /are you currently in the military? ❑   Yes   ❑   No (If no, skip remainder of this section) 
Branch: _____________________    Rank: ___________________    Were you in combat? ❑   Yes ❑   No 
Date of Discharge: _______________________   Type of Discharge: __________________________ 
 
Legal
Have you ever been convicted of a misdemeanor? ❑   Yes ❑   No  
Are you currently involved in any divorce or child custody proceedings? ❑   Yes ❑   No

Consent to Treat:  I authorize Borst Counseling Services, LLC to administer treatment as deemed necessary for care of the patient named above.  If I am not the patient, I certify that I am the parent or legal guardian of the patient.  I also certify that no guarantee or assurance has been made as to the results that may be obtained from the treatment.

Assignment of Benefit:  All professional services rendered are charged to the patient.  Necessary forms will be completed to help expedite insurance carrier payments.  The patient/parent/responsible party is responsible for any unpaid balances.  Co-payments will be made at the time of service.  I request that payment of authorized Medicare, Medicaid or other insurance company benefits be made to Borst Counseling Services, LLC for any services provided by this practice.  Regulations pertaining to Medicare and Medicaid assignment of benefits apply.

Signature: ________________________________________                    __________________________
	                    Patient or Legal Representative				       Date







Acknowledgement of Notice of Privacy
My signature below indicates that I have been given an opportunity to read this practice’s Notice of Privacy Practices and to have any questions regarding HIPAA answered before signing.

Signed: ______________________________   Date: __________________________
Print Name: 	________________________________________________________________________
Telephone: _________________________________________
If not signed by the patient, please indicate Relationship:

					Parent or guardian of minor patient
					Guardian or conservator of an incompetent patient
					Beneficiary or personal representative of deceased patient

